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1. Calculated Weight: __________ kilograms

2. Gestational Age: __________ weeks

3. Ampicillin (100 mg/kg/dose):

Give __________ mg IV every 12 hours

4. Gentamicin:
Place check mark next to the appropriate dose below

Give __________ mg IV every __________ hours. Infuse over 30 minutes.

5. Gentamicin levels: (Optional)

� Obtain trough level immediately before and peak level 30 minutes after the 
__________ dose

� Notify physician for trough level > __________ .

� Notify physician for peak level < __________ or > __________ .

Physician Signature: ____________________________________ Date: _____________ Time: __________
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