
  
 
 
 
 
 

Patient Identification Information    
� SISTERS OF CHARITY HOSPITAL • Buffalo, NY      �  SISTERS OF CHARITY HOSPITAL  ST JOSEPH Campus • Cheektowaga, NY  

 � KENMORE MERCY HOSPITAL • Kenmore, NY  � MERCY HOSPITAL • Buffalo, NY      � MERCY HOSPITAL  Orchard Park division •  Orchard Park, NY 

Allergies & Sensitivities:    

�  No Known Allergies                                                 � (Indicates automatic order. MD to draw line through order to discontinue)    

 GASTROINTESTINAL BLEED ADMISSION ORDERS                                                                 

  (Upper, Lower, Both, Undetermined)                                                                                  page 1 of 2      
Authorization is hereby given to dispense the generic/therapeutic equivalent unless otherwise indicated by the prescriber 

Date: Time:              Prescriber Orders 
 

Level of Care:   Admit to:   � Observation   � Ambulatory surgery (ASU)   � Inpatient 

Location:   � Med Surg  � Telemetry (Indication)_________________   � Critical Care Unit    
Reminder: Clinical and endoscopic variables can be used to identify low-risk GI bleeding patients who can be managed in 
an ambulatory setting.  Consider appropriate therapy for Alcoholic Withdrawal Syndrome. 

Diagnosis: GI Bleed: � Upper � Lower   � Variceal bleed        � Unknown         

� Other diagnoses: ________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________      
Admitting Physician: ________________________________________________________________________________ 

Condition:  � Stable � Fair   � Serious     � Critical   

Consults: � GI Consult: ___________________________________________________________________________ 

                  � Colorectal Consult: _____________________________________________________________________   

 � Other Consults: ________________________________________________________________________ 

�Obtain Health Care Proxy if not available            � Old Records to unit 

� Vital Signs as per unit/floor protocol                � Vital Signs every____hour X _____ hours 

� Orthostatic B/P _________ (unless hypotensive)  

� O2 at ____ Liters/minute by ______________________    Monitor O2 saturation and titrate oxygen per protocol   

� Notify MD if:  BP less than 90 or greater than 170,  HR less than 50 or greater than 120,  

    RR greater  than 24, SPO2 less than 92%, Temp less than 95°F or greater than 101°F 
1. ACTIVITY:  

� Bed rest  � Elevate head of bed___degrees  � Bathroom privileges/bedside commode     

� OOB with assistance      � Ambulate                                  � Activity as tolerated       

2. DIET:   

� NPO  � NPO until seen by Colorectal/GI consult then:____________________________________ 

� Ice chips  � Clear liquid                         

� Other: _________________________________________________________________________________________   
 

� Nutrition Consult:_________________________________________________________________________________ 
 
   

3. NURSING ORDERS / ASSESSMENTS:                    

� NG tube insertion to low intermittent suction (if not done in ED) 

� Measure Intake/Output      Notify MD if urine less than 30 mL/hour   

� VTE Prophylaxis:  Sequential Compression Device until ambulatory 
 

4. TRANSFUSION:   

� Type and Screen 

� Type and Crossmatch for _____units packed red blood cells (PRBC) 

� Type and Crossmatch and transfuse   _____units packed red blood cells   � Rate: __________ 

� Platelets 

� Fresh Frozen Plasma _____ units ( for reversal of warfarin (Coumadin)) 

� Diuretics: __________________________________________ 
 
 
Prescriber Signature: ____________________________________________________________________________ 
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� SISTERS OF CHARITY HOSPITAL • Buffalo, NY      � � SISTERS OF CHARITY HOSPITAL • ST JOSEPH Campus • Cheektowaga, NY  

 � KENMORE MERCY HOSPITAL • Kenmore, NY        � MERCY HOSPITAL • Buffalo, NY                � MERCY HOSPITAL • Orchard Park, NY division 

 GASTROINTESTINAL BLEED ADMISSION ORDERS 

  (Upper, Lower, Both, Undetermined)                                                                           page 2 o2 

Authorization is hereby given to dispense the generic/therapeutic equivalent unless otherwise indicated by the prescriber 
 

Date: Time:                  Prescriber Orders 
 

5. IV INFUSION:   

� Saline lock 

� Dextrose 5% with 0.45% NaCl at ________mL/hr  

� Dextrose 5% with 0.9% NaCl  at ________mL/hr    

� Sodium Chloride 0.45% at _______mL/hr          

� Sodium Chloride 0.9%  at _______ mL/hr 

� Other: ______________________________at _______mL/hr 

 6. MEDICATIONS:   
UU GI Bleed:     

    � Vitamin K _______________mg    �  Oral    �  Subcutaneous     � IV in 50 mL normal saline to run over 1 hour  

  � Pantoprazole (Protonix) 80 mg IV bolus followed by continuous infusion at 8 mg/hour  

  � Octreotide (Sandostatin) 50 mcg IV bolus followed by 50 mcg/hr infusion 

 If  the patient is at risk for alcoholic withdrawal syndrome please consider management/treatment for 
    DT’s (Delerium Tremens) 
 

Nausea:  

� Metoclopramide (Reglan) 10 mg IV every 6 hours prn for nausea 

� Ondansetron (Zofran) 4 mg IV every 6 hours prn for nausea 

� Hold all warfarin (Coumadin), aspirin, clopidogrel (Plavix), heparin, enoxaparin (Lovenox), dalteparin (Fragmin), 
other injectable anticoagulants and NSAIDS (such as ibuprofen (Motrin), naproxen (Naprosyn),  
celecoxib (Celebrex, etc) unless approved by physician 
 
Other Medications:  
_________________________________________________________________________________________________ 

  
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

 _________________________________________________________________________________________________ 
  

7.LAB STUDIES:     If not done in the ED 

� Hemoglobin and Hematocrit every____ hours X ______ hours   � Repeat Hemoglobin at________ 

� Hgb/Hct post transfusion    

� Call if Hemoglobin below: ___________________________ 

� PTT / PT / INR  � BMP   � CMP         � UA – Routine         � EKG        
 

DIAGNOSTIC TESTS:  

� Bleeding Scan  � Angiography   � Other: __________________________________ 
 

 
Prescriber Signature:  _____________________________________________________________________ ________ 
Dev:  4/08 
CSC Form # 9074 


