
Physician Order Form
Fax orders to: (502) 394-3636
Outpatient diagnostic scheduling: (502) 629-6200, option 2
Preregistration: (502) 629-5251 or MyNortonHealthcare.com 
Precertification fax: (502) 629-6360 
Preauthorization number (if applicable): __________________________

4910 Chamberlain Lane
Louisville, KY 40241

If you are not the parent of the child, you must bring proof of court-appointed guardianship/custody papers with you.  
The test or procedure will be canceled if you do not have this information with you. 

Full name (first, middle and last): _______________________________________________________ Birth date: ______________________  

Home phone:  _____________________________________________  Work phone:  _____________________________________________

Ordering physician:  ________________________________________  Special instructions:  _______________________________________

Definitive diagnosis, signs and symptoms, and/or ICD code (Must be completed. Do not use R/O, possible or evaluate.):  __________  

_________________________________________________________________________________________________________________

Test date:  ___________________________

Test time:  ___________________________

Please arrive at Norton Children’s Medical Center at least 20 minutes before your child’s 
scheduled test time if your child is not preregistered or 15 minutes before the scheduled 
test time if your child is preregistered. 

Notifying physician  
about results

Call with all results
Call results to phone number: 

  _________________________________
Call any positive/abnormal results to office

Notifying patient/family  
about results

May notify immediately  
 (as available) of all results

May notify of all results after  
 notification has been given to  
 physician office/phone

May notify only if results are normal
Notify office only

Radiology
  Chest X-ray
 ABD X-ray
 X-ray, specify:  _____________________
  Barium enema (colon study)*
  Esophagram*
  MBSS (modified barium swallow 

 study) with speech therapy*
  Small bowel follow through (SBFT)*
  UGI*
  UGI with SBFT*
  VCU* 

 With sedation 
  Culture
  Urinalysis

  IVP*
  CT scan,* specify:  __________________

   With contrast
  Without contrast

With sedation
 MRI,* specify:  _____________________

  With contrast
  Without contrast

With sedation

 Ultrasound,* specify:  _______________
 Other:  ___________________________

  _________________________________

Laboratory
  Basic metabolic panel
  Bilirubin 

14 days old – Neonate
 14 days old – Total

14 days old – Fractionated
  CBC
  Comprehensive metabolic panel
  Culture sensitivity

 Source:  ___________________________
  Glucose
  Glucose tolerance test*

     Hours: ___________________________
  Hepatic function panel
  Immunoglobulin series
  Lipid panel
  Newborn metabolic screen 

  Repeat
  PT/PTT

 On anticoagulant? Yes  No
  SED rate (Westergren)
  Strep screen
  Urinalysis
  Other tests not listed:  _______________

  _________________________________

  _________________________________

  _________________________________

Cardiology
  EKG
  Holter monitor

Outpatient procedures

IM injections:  ______________________

IV fluid therapy/rehydration:  

 NS__(20 mL/kg) x 1

IV antibiotics: ______________________

Port flush
  With __________units of heparin  
     (100 units/mL)

Other:  ___________________________

Additional options
 J-Tip – Buffered lidocaine for pain  

 management (Select this option if  
 needed for any blood draw or  
 IV start.)

Physician’s signature: ___________________________________________________ Order date:  ___________________________

*This test requires special preparations or advanced scheduling. 
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