
SY 2026-2027 Nutrition Order 

Form E     Gastrostomy Tube Feeding Order Form for School Feedings

Student Name: ___________________________________________  DOB: ______________ 

Date this form is being completed: __________ 

Gastrostomy Tube Size: ________FR ________cm 

If GJ Tube is present, please check here: _____ Size: ______  Button/Long (circle one) 

Formula Name:_____________________________________ Which port for formula G or J (Circle one) 

Blenderized (prepared at home):  YES    NO 

Times Formula Amount Water Amount Rate 

***Nothing By Mouth (NPO):  Yes   No  (If no, please fill out Forms B, C, and D as needed)*** 

Feeding Method: _____ Bolus           Water Flush Method: _____ Bolus 
     _____ Gravity Drip/Feeding Bag           _____ Feeding Pump 
     _____ Feeding Pump (type of pump_______)  _____ Push 
     _____ Bolus-push feeding           _____ Mix with Formula 

Feeding Position: _____ Sitting 
     _____ Supine with head elevated 
     _____ Side-lying on the right with head elevated 
     _____ Side-lying on the left with head elevated 
     _____ Prone on wedge with head elevated and to one side 
     _____ In a prone stander 

Physician PRINTED First and Last Name Physician Signature 

Physician Address Date 

Physician Phone Number Physician Fax Number 
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