
  
 

Patient Name:  _______________________________________________   DOB:  _____________   Sex:        M         F 

Delivery Address: _____________________________________________ Patient SSN: ________________________ 

City: __________________________ State: _______  Zip: ____________  Phone: _____________________________ 

     Demographics attached      VITAS demographic sheet included (required documentation for admission) 

 

!IINNSSUURRAANNCCEE IINNFFOORRMMAATTIIOONN::  PPLLEEAASSEE AATTTTAACCHH CCOOPPYY OOFF PPRREESSCCRRIIPPTTIIOONN//MMEEDDIICCAALL CCAARRDD((SS)),, FFRROONNTT AANNDD BBAACCKK 

MEDICAL INFORMATION 

Hospice Diagnosis: ______________________________________________________________________________________  

Treating Diagnosis: ______________________________________________________________________________________ 

Height: __________    Weight: __________    Allergies: _________________________________________________________ 

Line/Access: _________________________________________________ # Lumens: __________________________ 

Ordering Physician: _________________________________________________________ Phone: ________________ 

SUPPLIES 

 

 

HOSPICE ORDERS -- Please attach DEA triplicate for all pain management orders if applicable 

[] Check one of the following PCA medications !

[ ] HHyyddrroommoorrpphhoonnee IIVV PPCCAA  

Basal Rate:    ______ mg/hour Bolus Dose:    ______ mg/dose    

Loading Dose:    ______ mg  Bolus Frequency:   Every ____ minutes as needed 

Lockout Interval:   ______ mg/hour Total Grams Ordered:   ______    

May Titrate to Comfort    Yes  No 

[ ] MMoorrpphhiinnee IIVV PPCCAA 

Basal Rate:    ______ mg/hour Bolus Dose:    ______ mg/dose 

Loading Dose:    ______ mg  Bolus Frequency:   Every ____ minutes as needed 

Lockout Interval:   ______ mg/hour Total Grams Ordered:   ______    

May Titrate to Comfort    Yes  No 

[ ] FFeennttaannyyll IIVV PPCCAA 

Basal Rate:    ______ mcg/hour Bolus Dose:    ______ mcg/dose 

Loading Dose:    ______ mcg  Bolus Frequency:   Every ____ minutes as needed 

Lockout Interval:   ______ mcg/hour Total Milligrams Ordered:  ______    

May Titrate to Comfort    Yes  No 

 
HOSPICE INFORMATION 

 

Hospice Agency: ________________________________________________________________________________________ 

Person Submitting Order Signature: _________________________________________________            Date: ____________ 

Print Name: _____________________________________________  Call Back Number: ______________________________ 

 
 

Confidentiality statement: This communication is intended for the use of the individual or entity to which it is addressed and may contain information that is privileged,
confidential, and exempt from disclosure under applicable law. If the reader of this communication is not the intended recipient or the employee or agent responsible for

delivery of the communication, you are hereby notified that any dissemination, distribution or copying of the communication is strictly prohibited. 
If you have received this communication in error, please notify us immediately by telephone. 

866.790.3580945.212.3707
HOSPICE ORDER FORM
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