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C ADMITTING ORDERS
Admitting Impression: Urinary Tract Infection

Concomitant diagnosis:
____________________________

Please admit to room of choice under the service of Dr. ________________
Diet:______________________ 






Vital signs: 

 
q 4o

 q______
Lab:


CBC


Urinalysis


BUN, Creatinine

Urine culture

Pregnancy test

Others: __________________________



__________________________



__________________________

IVF:__________________________ 
Antibiotics:
(Adjust dose according to the patient’s creatinine clearance)
· 
Cefuroxime 1.5 gms. IV infusion for 30 minutes every 8 hours 
Co-amoxiclav 1.2 gms. IV infusion for 30 minutes every 8 hours  
· 
Ampicillin/sulbactam 1.5 gms. IV infusion for 30 minutes every 8 hours 
· 
Piperacillin/tazobactam 4.5 gms. IV infusion for 30 min every 8 hours 
· 
Ticarcillin/clavulanate 3.2 gms. IV infusion for 30 min every 8 hours 
· 
Ertapenem 1 grm IV infusion for 30 min every 24 hours 
Meropenem 1 gm. IV infusion for 30 min every 8 hours 

Imipenem 500 mgs. IV infusion for 30 min every 6 hours 


Ciprofloxacin 400 mgs. IV infusion for 30 min every 12 hours


Others: 
_________________________________________________




_________________________________________________




_________________________________________________

Other medications:




_________________________________________________




_________________________________________________




_________________________________________________




_________________________________________________




_________________________________________________




_________________________________________________

Ancillary Therapy:


_________________________________________________


_________________________________________________


_________________________________________________

Referral to other services:

Infectious Disease

Nephrology

Others: 
_________________________________________________




_________________________________________________




_________________________________________________

Inform attending physician(s) and resident-on-duty of patient’s room number

Refer for 

a. decrease in urine output

b. difficulty in breathing
c. hypotension 
d. rashes

e. severe back pain








______________________

Signature over printed name

Attending Physician
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