
GROVE MEDICAL, INC 

1089 PARK WEST BLVD 

GREENVILLE, SC 29611 

   864-675-9540 (Phone) 
      864-272-1569 (Fax) 

Enteral Nutrition Order Form 
 

 
Patient Name: ________________________________________ Patient’s Date of Birth: ________________________ 
 
Order Start Date: ___________________ Patient’s Height: ____________ Patient’s Weight: ____________________ 
 
Patient’s Clinical Diagnosis: ____________________________________________________ Circle: ICD-9 or ICD-10 
(NOTE: Failure to thrive and Anorexia are not acceptable standalone diagnosis.) 
 
Has the patient had a recent hospital stay, hospice services or home health services?   YES     NO 
 
If you answered yes to the above question, please list the Name of the Agency/Service, their address, telephone 
number and NPI: 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Formula Requested: _______________________________________________________________________________ 
 
 
Rate of Administration: ____________________________________________________________________________ 
 
 
Total Calories per day: __________________________________  
 
 
Quantity to Dispense: ____________ Bags/Cans/ or Units per 100 calories 
 
 
Length of Need: _________________________________________ or   Number of Refills: _____________________ 
 
 
Please circle:  Syringe (Bolus)  Pump  Gravity (Bolus) 
 
Spike sets required: ___________Frequency of Use: ___________ Amount to Dispense per month: ____________ 
 
 
Syringes requested: ___________Frequency of Use: ___________ Amount to Dispense per month: ____________ 
    
 
Gravity sets requested: ________Frequency of Use: ___________ Amount to Dispense per month: ____________ 
 
 
Physician’s Name (Printed): ______________________________ Physician’s NPI #: __________________________ 
 
Address: __________________________________ City: _____________________ State: _______ Zip: ___________ 
 
Physician’s Signature: ____________________________________________ Date: ___________________________ 
 
Required: A current History and Physical and/or Progress Notes, signed and dated by the doctor must be included. Please 
make sure the text references the patient’s current condition as it pertains to this order.  
 
* If a special nutritional formula is required for diabetic needs (e.g. Glytrol, Glucerna, Diabetisource) or Gastrointestinal 
absorption and tolerance (e.g. Peptamin, Vital) additional documentation and/or explanation is required stating the necessity 
for the specific nutritional formula. (e.g. Diagnostic/Lab Results, A1C Results) 


