STRATFORD GENERAL HOSPITAL

:u RON PERTI PhySlClan OrdeI'S

HEALTHCARI

ALLIANCE
SCAN ALL ORDERS TO PHARMACY
Allergies
As per Medical Directive # MD-MATC-003 AGE WT. (g)
Patient Weight kg
1. 40% dextrose gel 0.5 mL x kg = mL intra-buccal
For Dr.
(Nurse Name) (RN or RPN) (Physician Name)
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DATE TIME PHYSICIANS — PRINTED NAME SIGNATURE
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