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ADDENDUM to ORDERS for  SPID ________ Visit #__________

Date of Visit:______________  Time:______________      □ Outpatient             □ Inpatient




PLEASE NOTE:   Addendum Orders are for ONE TIME ONLY additions or deletions to a specific visit. 
If your intention is to permanently change a portion of a specific visit, you need to go through the order change & approval process with your protocol nurse, NP, nutritionist and Faith. The new version of the order will then be placed in the DO drive

	
Omit the following: ____________________________________________________________________________
    ___________________________________________________________________________________________
    ___________________________________________________________________________________________


	
Additional for Nursing:             NOTE!!:  if adding labs, please fill out the processing instructions on the next page
                                                       NOTE!!:  All medications must be ordered in EPIC.
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   ___________________________________________________________________________________________
   

	
Additions for Nutrition (please check items and specify):
· DEXA (ex. Whole body, hip, spine, etc & if urine hcg is needed): 							_____
· Measurements (ex. Metabolic weight, hip, iliac and umbilicus waist, skinfolds, etc): 				_____
· Questionnaires (ex. MAQ, Provide or Review Food Record, Ca/Vit D, etc): __________________________________    ___
· Tests (ex. Met Cart, BIA, handgrip, etc): 							                        __	_____               
· Food (ex. Snack, house lunch, doses, etc.): 									_____
· Counseling/Diet Screening: 											_____




        
MD/NP/PA Signature:_______________________ 
Print name:    _____________________________
Phone/Pager: _____________________________
	

	Tube:  Indicate specimen type (urine/ blood/ CSF..), tube color, size and amount
	Test:  
	Processing instructions:
	Special instructions:
	Storage/Send To:

	

	Name of test:


	Clot: 
Spin: 
Aliquot: 
Temp: 

	Label each tube and aliquot with: Name, MRN, SPID#, V#, Tube, Test, Time point
	

	

	Name of test:

	Clot: 
Spin: 
Aliquot: 
Temp:

	Label each tube and aliquot with: Name, MRN, SPID#, V#, Tube, Test, Time point
	

	


	Name of test:


	Clot: 
Spin: 
Aliquot:
Temp:  
	Label each tube and aliquot with: Name, MRN, SPID#, V#, Tube, Test, Time point

	

	

	Name of test:

	Clot: 
Spin: 
Aliquot: 
Temp: 
	Label each tube and aliquot with: Name, MRN, SPID#, V#, Tube, Test, Time point
	

	

	Name of test: 


	Clot: 
Spin:
Aliquot: 
Temp:  
	Label each tube and aliquot with: Name, MRN, SPID#, V#, Tube, Test, Time point

	 





	


