PLACE LABEL HERE
Name:

Unit #:

Account #:

Premier Health

Methotrexate for Ectopic Pregnancy Order Form
(10-19)

Patient Name: DOB:

Height: (Measured Height) Current Weight (kg): BSA (m?:

Diagnosis: M Ectopic Pregnancy O Other:

Insurance:
*Please attach a copy of the patient’s insurance information to this order.

Prior to administration of Methotrexate, the following MUST" be documented in the medical
record and a hard copy must accompany order:

1. Baseline Lab Results: CBC, CMP, HCG Quantitative, Blood Type

2. Ultrasound results (performed prior to administration of Methotrexate) Date Ultrasound
Performed:

"If these criteria are not met, Methotrexate MUST be administered by an OB Provider.

Medication Orders:
M Methotrexate 50mg/m? = mg IM x 1 dose

Additional Orders:

Attestation by OB provider:

As the OB care provider, | have reviewed the clinical and laboratory data including the
ultrasound results. It is my clinical judgement that this is an ectopic pregnancy and that the
fetus or embryo has stopped developing and the tissue is dead. (your signature below serves as
both your attestation to the above statement and your authorization of the above orders)

PHYSICIAN SIGNATURE: ID #: DATE/TIME:

Orders complete by RN: DATE/TIME:

IMPORTANT NOTICE: The information in this document is considered CONFIDENTIAL and is only for the use of the healthcare providers of the
named patient. If you received this in error, you are prohibited from retaining, disclosing, copying, distributing, or using this information. Please
notify the PHP Privacy Officer at (937)208-9789 and immediately destroy any and all copies.
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