
 

STRATFORD GENERAL HOSPITAL 
 

Physician Orders 

 

SCAN ALL ORDERS TO PHARMACY 

Allergies_______________________________________________________________________ 
 

 

   
 AGE________WT._______(kg) 

   
 

   
 

   
 

   
 

   
 

   
 

   
 

   
 

   Scanned Initials_____ 

DATE 
 

TIME PHYSICIANS – PRINTED NAME SIGNATURE 

Date____________Time_______ 

   
 WT._______(kg)

   
 

   
 

   
 

   
 

   
 

   
 

   
 

   
 

   Scanned Initials_____ 

DATE TIME PHYSICIANS – PRINTED NAME SIGNATURE 

Date____________Time_______

   
 WT._______(kg)

   
 

   
 

   
 

   
 

   
 

   

   
 

   
 

   Scanned Initials_____ 

DATE TIME PHYSICIANS –PRINTED NAME SIGNATURE 
 
Date____________Time_______

FORM#1DR1     11/20   NUTURC 


	TIME: 
	PHYSICIANS  PRINTED NAME: 
	DATE_2: 
	TIME_2: 
	PHYSICIANS  PRINTED NAME_2: 
	DATE_3: 
	TIME_3: 
	PHYSICIANS PRINTED NAME: 
	Text3: As per Medical Directive # MD-MATC-003
	Text4:       Patient Weight _______ kg
	Text5: 1. 40% dextrose gel 0.5 mL x _______ kg = _______ mL intra-buccal 
	Text6:                                                                          For Dr. 
	Text7:  (Nurse Name)                         (RN or RPN)                      (Physician Name)
	Text8: 
	Text9: 
	Text10:       
	Text11:        
	Text12: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text13: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24:  
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Patient Name: 
	DD-MMM-YYYY: 
	Text2: 
	Text36: 
	Text35: 


