PHYSICIAN’S ORDER FORM 
PROGRAM: _________________________________________________


PURPOSE, DESIRED EFFECT and EFFECTED RESPONSE TIME: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
1. Significant side effects or drug interactions to look for: (Notify Program Nurse or Physician)

2. Is the drug a Controlled Substance?  _________YES             _________NO

3. Can the client wait until tomorrow to take the medication?     _________YES           _________NO

4. # of Refills?     1     2     3     4     5     6     Other: _____
5. Was medication sent as an e-script to the pharmacy?             _________YES          _________NO

______________________________________________________________
     ___________________________________________________

Physician’s Signature                                                                                           Date/Time
Physician’s Printed Name: __________________________________________________________________________________________________

Telephone: _____________________________________________________            FAX: ______________________________________________
Address: _______________________________________________________            City/State/Zip: ______________________________________

Residential Staff Signature: ________________________________________            Date: _____________________________________________

Form Reviewed by Program Nurse: __________________________________            Date: _____________________________________________
GS/PAL/RevAug2011
MEDICATION ORDERED: (ONLY one medication order per Physician Order Form)























DIAGNOSIS:








Special Instructions (if applicable): 








