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BLAYK,BONZ E ANNE ROSE 
Cayuga 
MEDICAL CENTER A00082793308 M000597460 

A Member of Cayuga Health System 05/01/1956 60 F 
Ehmke Clif ford BSU 202-01 
111111111111 11111 11111 111111111111111 1111111111 11111 11 1111111111111111 e HYSICIAN ORDERS - MENTAL HEALTH U NIT 

IillITl ~ IDI;a;GfilOSIS~ i§BilSITII:JIlIES:1 

S'?" /50"# r <;:Jc-~o 5 F> (I/o.> tvKO/t-
. 

ATIENDING MD: DIET: No Caffeine CODE STATUS: 
o FULL CODE 

PRIMARY CARE MD: ACTIVITY: OOB Ad Lib OSEE DNR 

I l iON: VITAL SIGNS: See~ 
ORDER SHEET 

~ 
DATE nME ORDERS TEL. ORDER 

i2-/2>!;, ?>.&~ I rn1l Admit to "~~'~ I W~~"h Unit .JJU-
, I In2) ~ . UA IF TSH. DS3 

In 3) BHCG QUAL " Ion all i , 50 years old and less. 

In 4) EKG in AM , 

Ox for EKG n 

1f.1'5) MI 'I' ;";' ' in (without ironl 1 t"hlpt PO a 9 a.m. for ..",...- Ipr 
I~ l ylenol650 ma PO 04H PRN for pain: or temD. > 101 "F. V I~'# 
~) • ,I. 30 ml PO 04H PRN for ;, V j;j' 
ru1ll Vital siqns daily unless : is over 65 years of aae then do standina I~f" 

BP I Q day. t tn ; if BP droDS more than 20 mm Ha 

I standina and sillina 

I rr;r9)' i , o b h, o ' 0 15" H 
lJt11'm Beqin in itial . Dian. /;J/I' 
n 11) MICA Proa l i 

n 12) Get old ~ , 

n 13) Plant II Purified Pork n .• ,. -". (ppm intra lIy. 

read in 48 h r~ 

121 / / /L1- T.,b (~ 1'0 clctJ (1/ V , 
I~ I Reo 

v 

[!'(Nicotine Inhaler O?H PRN J::, i ~7 
~i Gum 2 ma PO O?H PRN Cr' ,,;, .-1!i' 
~'lIY .". -" , Patch "2. I ma QAM oatch at n - fiji-

1'1.-/ 'lS!tr 171:7. ,0, 0 or 12" h J,<,,, ... / ~ /J?LIZ tU II 
I 

. ',OCTOR: /"; I ~ f 1 'L l ~A.8J1b SfM 'i Lfr""') 
USE BALL POINT PEN. PRESS Signature ~ ) DatlITime 
HARD. 

. , 

"-
30007 (11103/1') WHITE - Chart CANARY - Pharmacy 

1111111 11111 1l1li1111111111 11111111 
'''''' 



Cayuga 
1111111111111111111111 1111111111 11111111111111111111111111111111111111 

TELEPHONE I VERBAL ORDERS 
BLAYK;BONZE ANNE ROSE 
A00082793308 M00059746a 
05/01/1956 60 F 
Ehmke.C1ifford BSU 202-01 -. MEDICAL CENTER 

A Member of Cayuga Health Syste m 

• 

• 

Date: _1 -_1_-_ 1--'1-'----_ Time: _7.J.....!..>! 0"",,-__ 
Indication (required for PRN) 

Medication Name Dose Route Frequency PRN? 'f I' tpclude parameters I app Icable 

nhrlo-;:gr\O \00 /VI ~ Pel '1.\ OY O N ~C\. --t-
: ~ 90. \-\ ~ (~~'3 l'S ) OY O N 

a., A . I 
O Y O N 

~f<Q;1\12... I()()(l'\ , :tM 1-1 O Y O N 

-.J O Y O N 

Tests and Labs Reason 

./" 
V 

\ / 

"" / 
~ ./' 

All Other Orders ~ 
/' ~ 

/ " 

/' 
/' 

./ 

Orders will be electronically signed by the provider, 
One set of telephone orders per order form, 

Signature 1 Title: __ ....:::::~.....::~-,.....J=..!...."-L-...!.....I....<~_ 

Cross off unused fines, Telephone Number: __ -'-"-.J.:::,~L.. ______ _ 

Orders entered by : _______________ _ Oate: ____ _ Time: ___ _ 

Chart checked by : ____________ ___ _ _ Oate: ____ _ Time: ___ _ 

White - Chart Canary - Pharmacy 

17265 (09/15/14) 101 Dates Drive. Ithaca, New York 14850 . (607) 274-401 1 11l1li11111111111 11111 1111111111111 



~LCayuga 
MEDICAL CENTER 

PHYSICIAN ORDERS 
11UI II11 1 1 f11lmllrlJlllmU~11Iml~ll lrlll lllllllll lrI I11111 
BLAYK,BONZE ANNE ROSE 
AOOOB279 3 30B M000597460 
05/01/19 56 60 F 

• 

Ehmke,Clifford BSU 202-01 
. ____ -. ______ ,-__________________________ -. ___________ '_"'_" '_"'_"_'"_'"_'"_" _"'_"'_"'_"_' "_I'_I _I '_I _III_I _ml_" _"'_'"_"_'"_' ____ ~ 

HGT WGT DIAGNOSIS: SENSITIVITIES: 

\ 11\ &f 95-/MDSC5 NDS 
ATIEND ING MD: DIET: COOE,STATUS: 
~--------------------------------------~------------------------------~ DFUllCODE 

PRIMARY CARE MD: ACTIVITY: 0 DNR I MOlST 
r---------------------------------------r-------------------------------~ D MOlSTE 

CONDITION: VITAL SIGNS: DDNR 

, MEDICATIONS PER FORMULARY UNLESS OTHERWISE SPECIFIED 

DATE TIME , ORDERS INDICATION/REASON 

OBV I Outpati ent o Admit Inpat ient 

OSee OVT Prophylaxis Form o See Anti~Coagulation Treatment Form 

o See Medication Reconciliation Sheet 

I Call Physician if HR > or < SSP> or < 

Physician Signature: ______________________________ __ Date I Time: ______________ __ 

07094 (Rev. 12114) 101 Dales Drive - Ithaca , New York 14850 _ (607) 274-4011 1111111 1111111111 1111111111 11111111 
07094 



Cayuga 1 1111111 1111 11111 11m 1111111111111111111111111 11111 11111 1111111111111 
TELEPHONE I VERBAL ORDERS BLAYK, BONZE ANNE ROSE 

MEDICAL CENTER 
A0008279 33 08 M000597460 
05 / 01 / 1956 60 F 

A Memb.r of Cayuga Hulth System Ehmke,Clifford BSU 2 02-01 

" ~_ ... . . .. __ ", _ _ •• ___ • •• • •• • •• w •••• _ • •• • • __ ,._- .~. -_ • ••• • •• -.-

Time \0 0 d-
Medication Name Dose Route Frequency PRN? 

Indication (required for PRN) 
Include parameters if applicable 

OY O N 

OY O N 

" OY O N 

" 
'O Y O N 

/ 
/ OY O N 

Tests and Labs ''\ Reason 

X 
// ~ 

/ -------/ 
/ 

All Other Orders 

Name (Prinl) )::)t<-, 7:b t\¥-.o--
Name: (Print) __ S",~,,-,-:::Q::,-,:f'\~A-,,-,-::>-,:rA_:--c..~-,-_-=--_-;-
Signature I Title: __ ~S&"",,----=_CAJL ___ ~_~_=' ,--.!.N----==",,-I On/ers will be electronically signed by the provider 

One set of telephone orders per order form, 
Cross off unused lines. 

I T~I"nhnM Number: ':1 ') 'J':-\ 
\ 

Orders entered by: _______________ _ Oate: ____ _ 

Chart checked by : _______________ _ Oate: ____ _ 

• White - Chart Canary - Pharmacy 

Time: ___ _ 

Time: ___ _ 

17265 (09/1 5/1 4) 101 Dates Drive . Ithaca, New Yor\( 14850. (607) 274-4011 11111111111111111 111111111111111111 
07094 



~ lm~~~I~~~m~~I~~ Cayuga T ELEPHONE I VERBAL ORDERS , 8LAYK,80NZE ANNE ROSE 

MED ICAL CENTER 

A Member of Cayuv_ Health System 

Medication Name Dose 

+-\.-, 0 ,) I'l ( 5fl1c 

~.radr\f ( OD<y. ,y 

Tests and Labs 

All Other Orders 

o Telephone Order 11![ Verbal Order 

1ime: cY 3:94 

_ '?Jte '00 082793308 M000597460 
- ' 01/1956 60 F 

~e,Clifford BSU 202- 01 
,,0 11111111 11 111 11 111 1111111111 11111 '" 11 11111 11111 11111 111111111 1111 

Route Frequency PRN? 
Indication (required for PRN) 

Include parameters if applicable 

rO/J(lm 'iT o y t'§ N ( PD O'W'ffl ;)0,;; 8 
96~(1fl7 X7 O Y IlZ! N poq '/.W') f)3C;8 

o y O N 
v 

O Y O N 

O Y O N 

Reason 

Name: (Prinl) --"--Il-""--''-l'-''''''-1..L.<'-.L::::lL.L-____ _ Name (Print) aj lc..heJ L nrowt? 2) 
Orders will be electronically signed by the provider, 
One set of telephone orders per order form , 
Cross off unused lines, 

Signature I Hle: mj~ f!v.z ) 
Telephone Number: Lim - f} 74 -4 3 0 4-

Orders entered by : _______________ _ Date: _____ Time: ___ _ 

Chartcheckedby : _ ______________ ___ Date: _____ 1ime: ___ _ 

.' White - Chart Canary - Pharmacy 

17265 (09/1 5/14) 101 Dates Drive o Ithaca, New York 14850 0 (S07) 274-4011 1111 11 11111111111 11111 11111 11111111 
07094 



~LCayuga 
MED ICA L CENTER 

111111111111 11111 11111 11111 11111111111111111111 11111 1111111111 11111111 

PHYSICIAN ORDERS BLAYK,BONZE ANNE ROSE 
AOOOB279330B M000597460 
05/01/1956 60 F 
Ehmke,Clifford BSU 202-01 

eA Momb" or c.",. H .. ,," "",m 

~GT WGT DIAGNOSIS: SENSITIVITIES: 

5']" I ro::if P5!jchos/s NO.5 NKDA. 

ATIENDING MD: DIET: COOE STATUS: 
o FULL CODE 

PRIMARY CARE MD: ACTIVITY: ODNR ' MOLST 
OMOLSTE 

CONDITION: VITAL SIGNS: ODNR 

MEDICATIONS PER FORMULARY UNLESS OTHERWISE SPECIFIED 

DATE TIME ORDERS INDICATION/REASON 

OBV 1 Outpatient o Admit Inpatient 

See DVT Prophylaxis Form o See Anti-Coagulation Treatment Form 

See Medication Reconciliation Sheet 

or < , SSP > or < 

t"'hysician Signature: ______________ _ Date I Time: ______ _ _ 

07094 (Rev. 12/14) 101 Dates Drive . Ithaca. New York 14850 . (607) 274-4011 1111111 111 11 11111 1111111111 11111111 
070g4 



~Cavuga 
M EO rc ~\l CEN TE R 

• A M e m b e r 0 1 CIyu9Q ~e"l\h Sy . Hm 

PH YS ICIAN O RDERS 
I Il\llllllll 1\111 1\111 I\lll Illll Illll Il\ll Illl\ 1111\ IIIII I\lll Illl 11\1 
BLAYK BONZE ANNE ROSE 
AOOOS;7933 0S M000597460 

05 / 01 / 1956 60 F01 
' ff d BSU 202 -Ehmke , Cl~ •• ,_ ,?";".,, , •• ,. ,., •• ", •• "", •• ", "" , •. , 

" .. , ... .. " ."'" ... ". . 

~ GT W pT DIAGNOSIS: SENS ITIVITIES : 

~11' , 
~ I ~~ lS~chCMS {\J\LGf\ 

ADENDI G M p: DIET: COOE,STATUS: 
f----+------------jf------------jD FULL CODE 
PRIMARY CAR MD: ACTIVITY: 0 DNR I MOLST 

~NDiiloN~----------lrvrrALS~s:----------jO MOLST E 

~.m3E O DNR 

DATE ' [IME ORDERS INDICATIONIREASO~ 

I 10 OBV I Outpatient 0 Admit Inpatient 

10 See OVf Prophylaxis Form o See Anti-Coagulation Treatment Form 

10 See Medication Recon:illation Sheet 

"·f--.,-__ H_-f:c~all .::Ph~YS~iCia~n~lf H~R~>==~o~r <:"===='-' S~B:::,P ':.,' ==~or .:.:< ==4 ____ _ 
I Temp' 0,5.1 < 

, 

... hysician Sign,acl,uu T1e=:, _____ ___ ___ _ Dale I Time: _____ _ 

07094 (Rev, 12/14 101 Dates Drive . Ithaca, New York 14850 . (607) 274-4011 1111111 111111 111111 11111111 11111111 

. -



Im~"mIHIIIHI"ml~I~J~rlm~'~~'/r~'/IIIID~IUII'ml 
BLAYK,BONZE ANNE ROSE 
A00082793308 M000597460 
05 / 01 / 1956 60 
Ehmke,C1ifford BSU 202-01 

F 

Addressograph 

Physician Certification & Re-Certification 

Initial Certification 
Due Date: __ , , __ _ 

• 
1st Re-Certification 

Day 12 
Due Date: __ , 

• cortrocert form 72000 rev 11 02 

I certify that the inpatient psychiatric hospital admission is medically 
necessary ecauijf: , ~ , 

"'-'l ~1 ~~.--z.;; 
/ 

I estimate 1Z2..- days/ __ weeks of hospitalizatl 
treatment of this patient. 

My plans for post hospital care for this patient are: o Home 0 Office Care 0 Home Health Agency 
~ Extended Car 0 Nursing Home 
'0'0 he : 

~~~------------~~~~~~p~ 

I certify that the i atient hospital services furnished since the previous 
certification were, and continue to be, medically necessary for, either, 
treatment which could reasonably be expected to improve the patient's 
condition or diagnostic study and that the hospital records indicate that 
the services furnished were, either, intensive treatment services, 
admission and related services necessary for diagnostic study, or 
equivalent services. 

I estimate __ daysl __ weeks of hospitalization are necessary for 
treatment of this patient. 

My plans for post hospital care for this patient are: 
o Home 0 Office Care 0 Home Health Agency 
o Extended Care 0 Nursing Home o Other: ____ _______________ _ 

Attending Physician Date 

Paga10{3 



1111111111111111111111111111111111111 1111111111 11111 11111 1111111111111 
BLAYK , BONZE ANNE ROSE 
A000 8 27 93 30 B M000 597460 
05 /0 1/ 1956 6 0 

Physician Re-Certification (cc ' ED M • 

Every 30 Days After 2nd Certification _ 

2nd Re-Certification 
Day 18 

Due Date: __ , __ , __ _ 

Re-Certification 
Day 30 

Due Date: __ , __ , __ _ 

C"6rt rS(; i i't fann 7:000 r::v 11 02 

I certify that the inpatient hospita l services furn ished since the previous 
certification were, and continue to be, medically necessary for, either, 
treatment which could reasonably be expected to improve the patient's 
condition or diagnostic study and that the hospital records indicate that 
the services furnished were, either, intensive treatment services, 
admission and related services necessary for diagnostic-study, or
equivalent services. 

I estimate _ _ days/ __ weeks of hospitalization are necessary for 
treatment of this patient. 

~ plans for ~st hospital care for this patient are: 
U Home 0 Office Care 0 Home Health Agency 
o Extended Care 0 Nursing Home o Other. ___________________ _ 

AttendIng Physician Date 

I certify that the inpatient hospital services furnished since the previous 
certification were, and continue to be, medically necessary for, either, 
treatment wh ich could reasonably be expected to improve the patient's 
condition or diagnostic study and that the hospital records indicate that . 
the services furnished were, either, intensive treatment services , 
admission and related services necessary for diagnostic study, or 
equivalent services. 

I estimate __ days/ __ weeks of hospitalization are necessary for 
treatment of th is patient. 

~ plans for post hospital care for this patient are: 
U Home 0 Office Care 0 Home Health Agency 
o Extended Care 0 Nursing Home o Other. _________ _________ __ _ 

Attending Physician Date 

• Pa9,, 2013 


