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SMH 410 MR


UNIVERSITY OF ROCHESTER


STRONG MEMORIAL HOSPITAL


PATIENT CARE ORDERS





FAX TO:   273-1195





Latex Allergy/Sensitivity:       � YES   � NO





Food Allergies/Sensitivities: � YES   � NO


�  Peanuts     �  Eggs


�  Other: ___________________________








PATIENT NAME: 


  





DOB:





MRN: #    











               �  Inpatient              �  Outpatient	    � ED














Patient Care Orders    Page 1 of 1





DRUG ORDERS      SIGN EACH SET OF ORDERS,   


                                       INDICATE DATE, TIME AND 


          PAGER NUMBER





NON - DRUG ORDERS	SIGN EACH SET OF ORDERS 


                                           AND INDICATE DATE AND TIME











CALCULATIONS REQUIRED BELOW FOR DRUG AND IV FLUID ORDERS PER SMH POLICY 7.13





 








ADMIT TO:    G-5035








eligibility.  Reviewed & approved by MD:		              Date:


















































CRC 


Protocol #___________





Drug or Medication Allergies:   � YES         � NO


		           





List Drug(s) or Medication(s) allergies and specify type of reaction:	





 











		





  





Inclusion/Exclusion criteria reviewed for this visit.  Volunteer continues to meet 














    





   





  





  





 
















































































Sign Here >








SIGN EACH SET OF ORDERS, INDICATE TIME, DATE AND PAGER





  








 





 





  





  





  





 











MD Signature: 				              Date:





Sign Here >





MEDICATION   


 _____________________________


MG/KG/DOSE                 DOSE                   ROUTE





___________________________________________       


FREQUENCY		            DATE & TIME


 


_____________________________________


SIGNATURE/TITLE		         PAGER NUMBER


			











MEDICATION   


 _____________________________


MG/KG/DOSE                 DOSE                     ROUTE





___________________________________________


FREQUENCY		             DATE & TIME





_____________________________    


SIGNATURE/TITLE		         PAGER NUMBER


			         











MEDICATION   


 _____________________________


MG/KG/DOSE                 DOSE                     ROUTE





___________________________________________


FREQUENCY		             DATE & TIME


 


___________________________________________   


SIGNATURE/TITLE		         PAGER NUMBER


			          











MEDICATION   


 _____________________________


MG/KG/DOSE                 DOSE                    ROUTE





______ __________________________________


FREQUENCY		            DATE & TIME





___________________________________________


SIGNATURE/TITLE		         PAGER NUMBER


			 











MEDICATION   


 _____________________________


MG/KG/DOSE                    DOSE                  ROUTE





____ _________________________


FREQUENCY		            DATE & TIME





___________________________________________ 


SIGNATURE/TITLE		         PAGER NUMBER


			 











Date & Time















