Patient Name:

PHYSICIAN TELEPHONE/VERBAL ORDERS

MR #:

Physician Name:

Medication Order:

Medication Name:

Dosage:

Strength:

Frequency:

Intake Route:

Medication Name:

Dosage:

Strength:

Frequency:

Intake Route:

Other Orders:

Signature of Nurse/Therapist

Signature of Physician Confirming Orders

All orders must be signed by physician within 21 days.

Prima Home Health, Inc.
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