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Patient/Resident Name: (First)

(Last)

(Middle)


Patient/Resident#:

________________________________________________________________________________________________________________________ (Facility Name):







 
Room #/ Wing:

________________________________________________________________________________________________________________________Nursing Facility Attending Physician: (First)


(Last)

(Middle)


Date:

________________________________________________________________________________________________________________________

WEIGHT

HEIGHT

______________________________________________________________________________________________________________________

Enteral Feeding due to: (Diagnosis)

_______________________________________________________________________________________________________________________

Allergies (include past reaction)

_______________________________________________________________________________________________________________________

Tube Feeding: (nutrient)

ORDERS

	Enteral Feeding via:        Deliver feedings by:

( N/G                             ( Pump or ( Gravity

( J/T                               ( Bolus or ( Continuous

( PEG

For Bolus delivery: ______ ML   ______ times per day(or q ___ hrs)

For Continuous delivery: ______ ML per hours, ______ hours a day. 

Downtime _______ (AM  (PM to _______(AM  (PM   ( None

Total Nutrient ______ ML/24 hours.  

Total Calories _______ CAL/24 hours

Flush tube with ______ ML of water q ______ hours

Total volume of nutrient + flush= ______ ML/24 hours

Flush tube with ______ ML of water before and after each medication pass.

( Flush tube with 5 ML of water between each medication.


	Residual:

  Check for residual q ______ hours.

If  ______ ML or over, hold feeding for ______ hours then resume feeding and recheck residual in ___hrs.

Document in medical record.

  If residual ______ ML or over, notify MD. Document in medical record.

   Placement:

   Check tube for proper placement:

   ( Prior to each feeding

   ( Prior to flush

   ( Prior to medication administration

   ( May obtain x-ray for placement of feeding tube

   Elevate head of bed:

   ______ degrees during feeding and for _____ hours after.

   ( Constantly at ___ degrees.

   Tube:

   Change feeding set (spike, cap, bag) q _____

   Change syringe q ______

   Change Y-connector q ______

   Size: __________________


Additional Enteral Orders/Comments

	Cleanse site daily with ___________________________________________________________________________

( Mouth care q shift

( May   (May not replace tube PRN if dislodged or clogged 




	►Physician Signature:


	Date:
	Time:

	►Nurse Signature:


	Date:
	Time:

	►Transcribed by:


	Time:
	Time:


