
_______________KETAMINE HCl ORDER FORM

PATIENT INFORMATION

MEDICATION ORDER - KETAMINE HCl

ADMINISTRATION DIRECTIONS

SUPPLIES (check all that apply)

Patient Name:______________________________________________________________________

Delivery Address (Home) :_____________________________________________________________

DOB:_______/_______/________ Phone #:____________________________________________

Allergies:___________________________________________________________________________

Primary Diagnosis:____________________________________________________________________

PRESCRIBER INFORMATION
Prescriber Name (Printed):_______________________________ Date:_______________________

Prescriber Signature :_________________________________________________________________
DEA #: ______________________________________________________________________________

Office/Facility Address:________________________________________________________________
             ________________________________________________________________

Concentration (check one): Volume (check one):

Quantity: _________ bags Route (check one):

**To Be Delivered via CADD Pump - For Terminally Ill Hospice Patient**

Infuse at ______ mg/hour.

Adjustments may be made by provider based on patient response.

Standard Pain Control

BAYVIEW PHARMACY
3844 Post Road, Warwick, RI 02886
Phone: 401-284-4505 Fax: 401-284-4506


