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Medication Name Dose 
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Tests and Labs 

/\ 

BLAYK.BONZE ANNE ROSE 
A00088571823 M000597 4 60 
05/01/1956 62 F 
EhInke.Cl~fford 
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Route Frequency PRN? 
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Indication (required for PRN) 
Include parameters if applicable 
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Reason 
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All Other Orders 
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o Telephone Order ~Verbal Order 

Provider Taken & Read Back By 

Name: (Print) \)-r, RO\. ~ """''''-'''' 

Orders will be electronically signed by the provider. 
One set of tetephone orders per order form. 
Cross off unused Hnes. 

Name (Print) kV 1\ Irot r p if) (UJ 
Signature I Title: ~1,L\ tY..{Yp}---tf (W 
Telephone Number: _+'--3_0_'+'-----______ _ 

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

Chart checked by : ______________ _ Date: _____ Time: ___ _ 

White· Chart Canary · Pharmacy 
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M ED ICAL CENTER BLAYK, BONZ E ANNE ROSE 
A00088571823 M00 05 97 4 60 
05/01/1956 62 F 
Eh~~e , Cli!ford BSU 20 2 - 0 : 

HGT WGT DIAGNOSIS: SENSITIVITIES: 

I '" 100 {)Yl5~ ~.~ ~~L }JF-A ~fo % 
ATTENDING MD: DIET: CODE STATUS: 

o FULL CODE 
PRIMARY CARE MD: ACTIVITY: o DNR I MOLST 

O MOLSTE 
CONDITION: VITAL SIGNS: O DNR 

MEDICATIONS PER FORMULARY UNLESS OTHERWISE SPECIFIED 

DATE TIME ORDERS INDICATION/REA SON 

o OBV I Outpatient o Admit Inpatient 

O See OVT" Prophylaxis Form o See Anti-Coagulation Treatment Form 

o See Medication Reconciliation Sheet 

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

Temp> . OlSat < 

(0/11(/1 ? Oz.co 2-~/ ' I . 1 Q.6...-~ .. 11, N/.,.VI p 1:)J -;; /1;.. iZ. / 

-~J Ifr/t{, It: /JClr) f)V! v rlu/rlll iU..Jvrmlfy(f(,/ rfM II J. II j \ ~ , 
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Physician Signature: ____________ _ Date I Time: ______ _ 
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PHYSICIAN O RDERS BLAYK , BONZE ANNE ROSE 
MEO ICAl CENTER A0008 8 57182 3 M000597 4 60 

A M ember III C~)'tlgll H •• lth SY5t l: m 05 / 01/1 956 6 2 F 
Ehmk e , Cli f fo r d BS U 202 - 01 

HGT WGT SENSITIVITIES: 

N~ 
ATIENDING MD' DIET: COBE STATUS: 
~ __________________________________ -t ______________________________ ~ctFU LLCODE 

PRIMARY CARE MD: ACTIVITY' 0 DNR I MOLST 
~----------------------------------~------------------------------~D MOLSTE 
CONDITION: VITAL SIGNS' DDNR 

DATE TIME ORDERS INDICATION/REA SON 

OBV I Outpatient o Admi t Inpa tient 

See OVT ProphylaxIs Form O See Anti·Coagulatlon Treatment Form 

See Medication Reconciliation Sheet 

or < , SBP> or < 

, "ysician Signature: ___________________________ __ Date I Time _________ __ _ 

07094 (Rev 12114) 101 Dates Drive 0 Ithaca , New York 148500 (607) 274-4011 11 1~111 1I11111i11 ilili mill ~ 1111~~ 1 
0709~ 
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BLAYK , BONZE ANN E ROS E 
A0008857182 3 MC0059 746 0 
0 5 /0 1/ 1 956 62 F 
Ehmke , Cli f ford as u 202 - 0 1 

IIddressograph 

Physician Certification & Re-Certification 

Initial Certification 
Due Date: ---.9..-f~f t~ 

1 sl Re-Certi fication 
Day 12 

Due Date: ---1.-iLf~f/ 'is'' 

Cl;ln rcccrt rarm 72000 re v 11 0 2 

I certify that the inpatient psychiatric hosp ital admission is medica ll y 
necessary because: 

PJ'IcJ.. f:c. .. _ J 
• 

v. _t&.. ... + 

I estimate / days/ _ _ I_ weeks of hospitalization are necessary for 
treatment of this pa tient 

~
Ians for post hospital ca re for th is patient are: 

Home 0 Office Care 0 Home Health Agency 
Extended Care 0 Nursing Home o Other:_ -oo..---_________________ _ 

~tl e~ t .,./2 Dare 

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

1J't' .... +-;q .... d 1I...J".1c.. +. ave. (0, ,clt 

I estimate L daysf~ weeks of hospita tlzation are necessary for 
treatment of this patient . 

Myplans for post hospital care for this patient are: 
~ Home 0 Office Care 0 Home Health Agency 
o Extended Care 0 Nursing Home o Other:..,,--,,-___________ ______ _ 

IO/.s-/It 
Date 



Phys ic ian Re-Certification (continued) 
Every 30 D ays A fte r 2nd C ertifi cation 

2nd Re-Certificatio n 
Day 18 

Due Date : ~'_'_' _' 1& 

Re-Certifi catio n 
Day 30 

Due Date: __ , __ , __ _ 

ccnfIlCC" ' orm 72000 rev' 1 02 

I certify that the inpatient 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 furn ished were, either, intensive treatment services, 
admission and related services necessary for d.agnostlc study, or 
equivalent services. 

?"1.J...#b~ - c( v ... bte. -t. Oo-,c .p. .. , J ..... t£ 

I es timate ~ days'~ weeks of hospitalization are necessary for 
treatment of this patient 

Mv.t6lans for post hospital care for this patient are 
IZf Home 0 Office Care 0 Home Health Agency 
o Extended Care 0 Nursing Home 

o Ot e:~, "..c> 
" hysician Dale 

I certify that the inpatient hospital services furnished since the previous 
certification were, and continue to be, medically necessary for, en her, 
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 hosp,taLzatlon 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 
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A00088571823 M000597460 
05/0111956 62 
Eh~ke , Clifford BSU 202-0 1 
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