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Title: 
(IRB Number)
1. Date/Time of Visit:       
2. Subject Name:                                      UCSF MRN:      
3. Date of Birth:                                         Allergies:  FORMCHECKBOX 
NKA or List:      
4. Visit #      
5. Subject ID:      
6. Diagnosis      
7. Verify presence of signed consent and HIPAA




8. Contact Information

·     PI/Responsible MD:


Office:  

·     Study Coordinator: 


Office: 

·     Nurse Practitioner: 


Office:
Category: Study linked to                      , Study; Acct. No  

9. Obtain VS: BP, P, RR, Temp, Weight and Height
10. Perform/ [] Phlebotomy [] Insert Peripheral IV [] Access central Line/ Port
11. Labs/PK’s  
 FORMCHECKBOX 
 Tubes provided by Study Coordinator  FORMCHECKBOX 
  Orders in APeX for Clin lab  FORMCHECKBOX 
 specimens to Core Lab
Provide a list of the tubes we are collecting and how much in each tube and check the box where the labs should go or add a name and phone number if someone is picking them up: 
i.e. 2ml-Lavender EDTA; 3ml-Gold SST; 6ml-Yellow ACD
12 Perform procedures: i.e. PK, oral glucose tolerance test (OGT), post med administration observation
13. Medications:

      3 mL NS flush per PIV prn to keep line patent for blood draw.   
14. ANAPHYLAXIS PRECAUTIONS:  In event of suspected anaphylactic reaction during infusion

15. Diet: [] NA [] Specify
16. [] Discontinue IV [] Heparin Flush Lock port/Central Line after completion of MD orders
17. Patient may be discharged upon completion of these orders. 
MEDICATION RECONCILIATION ATTESTATION - I have compared and reconciled all of the medications ordered for this protocol with any current medications and any medications taken by this participant before beginning this study including OTCs (over the counter) and herbals as listed in the protocol and concomitant medications today.

INCLUSION CRITERIA By my signature below I certify that all inclusion/exclusion criteria have been applied to this participant and that the participant either meets all criteria to be included in this study, or that an exception has been approved for a condition that does not affect the study.
Provider Signature: ___________________ Date: ____________ Time: ____________

Print Provider Name and UCSF Provider Number:       #      
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Title:
Tips for completing PCRC MD Orders
Instructions Only - PLEASE DELETE THIS TEXT IN FINAL VERSION 
OF MD ORDERS
1. Only include items to be done by PCRC on orders.
2. For numbers 9-17 delete/add to modify to fit your protocol.  

3. No need to put Core lab processing instructions in orders. 
4. Do include specifics Ex: place immediately on ice, must be processed within 10 minutes, etc.

5. Medication orders required to have: 

· Study drug name, including the dose 

· Route – PO, IM, IV, Sub Q

· Frequency 

6. If home medication is to be utilized – add “patient may take own study med” notation, so we know to have verified by pharmacy. Also include if medication needs to be dispensed for home use so that we make sure they get med before discharge.
· Examples: 
· Acetaminophen 650mg PO, once prior to medication administration.
· Study MED: A 3 mg caps – Take two caps (total dose = 6 mg) PO once. One cap from bottle A & one capsule from bottle B.  Patient may take own study med.
7. Provider signature to be included at the bottom of each page of the order set.
PCRC MD Outpatient Orders Template - 5/2023 


                                                      PHYSICIANS ORDERS

