*Please ask your doctor to fill out this sheet in English.

Patient Information Sheet

Identification Data

Date of filling out
MM/DD/YY (B /B /)

(M) / (D)/

(Y)

Patient Name (B2& %)

Date of Birth
MM/DD/YY (B /B /4E)

(M) / (D)/

(Y)

Hospital (fEke#)

Referring M.D.

Tel

Fax

ESRD Diagnosis
(Rfm8)

Allergies
(FLILE¥—)

If yes, please list your allergies.
Yes / No

Date of transfusion within 6

months

(6 o BN D)

If yes, please date of the transfusion.
Yes / No

Date Dialysis Initiated
(B EAR)

MM/DD/YY(R/B/E)

Latest Date dialysis
(EWRETFEH)

MM/DD/YY (B /B /4E)

General Treatment Information

Medications: PO
(REELZTDE)




Dry weight (& &) (Ka)

Vascular access CArteriovenous fistula (AVF) [1Arteriovenous graft (AVG)
[1Subcutaneously fixed superficial artery  [1Catheter

Hours per Treatment (HRS) | Days per week /a week

Dialyzer Dialyzer Surface Area

(FEER) (EMEOER) (m)

Dialysate (GE#i&) Needle size (1)

Usual UFR/ TMP (mlf min) {(mm/ Hg)

Initial Heparinization Hourly Dose

(I~ U ERE) (U) | (g~ B8

Quantity of blood

(miE=) (ml/min)

Blood Pressure Pre (:EHTHD): Post(F#E4T#&):

(I JE) (mmHg) (mmHg)

Puncture directions Example (A1) | R/G L/

R/& L/

Unusual Events/ Problems During Dialysis and Comments ($#:2%18)

Others

Doctor’s signature

Please send the following documents by attachments as well as this form.
A certificate which shows test results of hepatitis B / hepatitis C / HIV virus
* A certificate of test results you provide has to be issued within 90 days pricr to the dialysis date.

WE MUST HAVE ALL OF THE ABOVE VALUES BEFORE ACCEPTING THE PATIENT.

Ohno Memorial Hospital
(Aug/26/2017)




