          OR/Anesthesia Surgery Center

	PHYSICIAN ORDER SHEET
	

	INTRAOPERATIVE ORDERS
	


Note: 1.       All orders are to be completed, dated, timed, and signed by the physician 

and physician I.D number is to be entered prior to transcription.

2.  Write in black ink only. Use a ball point pen and press firmly.

3.  The physician must check or complete the line on all items that are ordered.

4.  Orders are to be initiated, signed, dated and timed when they are transcribed. 

5.  Mark through all items that should not be ordered to avoid the inadvertent 
6.  activation of any undesirable item.



















Patient I.D
	Physician Intraoperative Orders


Time:________________ Date _________________






Page ___ of ____
1. DVT Prophylaxis
Sequential Compression Device  FORMCHECKBOX 
 
Thigh Length  FORMCHECKBOX 
 Knee Length  FORMCHECKBOX 

TED hose  FORMCHECKBOX 



     
Thigh Length  FORMCHECKBOX 
 Knee Length  FORMCHECKBOX 

 2. Imaging Orders (check all boxes that apply)

X-RAY EXAMINATION TYPE:
 FORMCHECKBOX 
 Image Amplification
 FORMCHECKBOX 
 Portable



Site: (i.e. chest, hip, abdomen) 
________________________________________________________________________ 










Reason:  FORMCHECKBOX 
Verify tube/cath placement/anatomy      FORMCHECKBOX 
Other:  _____________________________________

3. Medications (antibiotic irrigation, heparin, papaverin, thrombin, local anesthesia, topical hemostatic agents, skin ointment) 
VANCOMYCIN CANNOT BE ORDERED HERE. Vancomycin order form required

Administer________________________ DOSE _________ ROUTE __________TIME GIVEN ________


Administer________________________ DOSE _________ ROUTE __________TIME GIVEN ________


Administer________________________ DOSE _________ ROUTE __________TIME GIVEN ________


Administer________________________ DOSE _________ ROUTE __________TIME GIVEN ________

4. Catheter  


Insert Catheter

 FORMCHECKBOX 
 Straight Catheter

 FORMCHECKBOX 
 Indwelling/Foley

5. Warming/Cooling Therapy  (as per anesthesiologist/surgeon)
 FORMCHECKBOX 
 Hypo/Hyperthermia unit 
  Temperature setting   _______C or ______ F    or    low  FORMCHECKBOX 
         med  FORMCHECKBOX 
      high  FORMCHECKBOX 

6. Additional Orders

_____________________________________________________________________________________________

_____________________________________________________________________________________________

______________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

	PHYSICIAN I.D NUMBER 
	SIGNATURE OF PHYSICIAN

M.D
	CO-SIGN TELEPHONE ORDERS

TIME
	DATE

	SIGNATURE OF NURSE 

R.N
	DATE
	TIME


DISTRIBUTION: WHITE = Medical Records; YELLOW = Pharmacy; PINK = Nursing
