
PHYSICIAN’S ORDERS 

 

                                                                                          NAME: 

                                                                                          ROOM NO: 

                                                                                          (ADDRESS) 

                                                                                          HOSP. NO. 

                                                                                          PHYSICIAN 
 

 

Another brand of drug identical in form and content may be dispensed unless checked.  

OB/GYN Pre-op Order Set 

  Admit Inpatient             Outpatient 

Diagnosis: 

 

  Consent for surgery: 



  Fleets enema the night before surgery. 

  CBC                                  CBC with automated Diff          CBC with manual Diff 

  Basic Metabolic Panel      UA with microscopy                  UA without microscopy 

  Type & screen                  SPT                                             Other ____________________________ 

  EKG                                       

  Chest xray

  NPO after 2200 day before surgery (includes ALL tube feedings). 

  SCD Hose knee high. 

  TED Hose knee high. 

  Heparin_______________ units SubQ preop. 

  Ancef 1 gram IV prior to surgical incision.  If allergic to Ancef give Clindamycin 900 mg IV piggyback  

      x 1 dose and Gentamicin 80 mg IV piggyback x 1 dose 30 to 60 minutes prior to surgical incision. 

  Other antibiotics:  _____________________________________________________________________ 

  Pre-op meds given by Anesthesia.  

  Insert foley catheter in surgery 

  Special Orders ________________________________________________________________________ 

                              ________________________________________________________________________ 

                              ________________________________________________________________________ 

                              ________________________________________________________________________ 

                              ________________________________________________________________________ 

 

 

MD Signature: ________________________________ Date & Time: _________________ 

Please use Ball Point Pen ONLY 
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