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Study Name: 
Study Protocol: 
Industrial Acct# 
Attn:  Research Pharmacy
Ext: 4-6865   Fax: 494-
1096  
Pgr
: 11932
Date: _____________________Time: __________________
The patient has signed a consent form approved by the IRB for this study.  ______
Please initial
Pt
 ID:______________
Patient Information: Height:________ Weight:_________ Other:_______
Patient Allergies:
Research Drug Order: (Include the following information)
  
Drug Name/Strength, Dose, Route, Freq
uency/Rate, Quantity, Start and
Stop Date/Time
  
    
    
       
           
_______ Pick up at Inpatient Pharmacy Window (date/time)________________
_______ Deliver to:_______________________ (date/time)________________
(Allow 24 weekday hours for processing).
  
Signature ________________________________________
Physician Name:___________________________________   DEA:_____________________
Extension: ____________ Fax: ____________ 
Pgr
:____________
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Oregon Health & Science University
O Hospitals and Clinics

PHYSICIANS’ ORDERS

Page 1 of 1 Stamp Patient Card Here
PATIENT DRUG ALLERGIES:
Pt. Weight: Kg
Attending has changed to: Pager #:
DATE

MO ‘ Day | Year l Hour

All verbal or telephone orders require a “READ BACK” to prescribing practitioner to verify accuracy.

9/03 (Supersedes 10/97)  Order Number 131832

PO-1500




