PATIENT TRANSFER FORM

PATIENT INFORMATION DATE:
NAME: SEX: DATE OF BIRTH:
ADDRESS: NEXT OF KIN:
RELATIONSHIP:
PHONE # (H) (W) PHONE #:
HEALTH CARD # SOCIAL INSURANCE #
DIAGNOSIS: ALLERGIES:
BLOOD GROUP:
MOBILITY (ambulatory, wheelchair, etc.):
DIALYSIS INFORMATION
YEARS ON DIALYSIS:
VASCULAR ACCESS: LOCATION:
DIALYSIS: IN CENTER: SELF CARE: HOME:

FREQUENCY OF TREATMENTS:

AVERAGE BLOOD FLOW:

HEPARIN: BOLUS (UNITS):

IDEAL WEIGHT:

COMPLICATIONS DURING DIALYSIS:

LENGTH OF TREATMENT:

AVERAGE VENOUS RESISTANCE:

HOURLY INFUSION RATE (UNITS):

AVERAGE WEIGHT GAIN:

HEPARINIZATION OF CVL POST:

MEDICATION

MEDICATION

DOSE

MEDICATION

DOSE

REFERRAL-NOV. 01-1




DIALYSIS MANAGEMENT CLINICS INC.

PATIENT NAME:

HIN#

DIALYSIS ORDERS:

The following is available at DMC. PLEASE CIRCLE OR FILL IN THE APPROPRIATE SELECTION FOR THE PATIENT.

Other concentrate additives are not negotiable

DIALYSER: Fresenius Polysulfone: 160 200

Baxter: Exceltra 210
POTASSIUM CHLORIDE: (mEg/L) 1
CALCIUM CHLORIDE: 1.50 mmol/L (3.0 mEq)

SODIUM BICARBONATE: (32-40)

Gambro Polyflux

1.25 mmol/L (2.5 mEg/L)

170H 210H

2 3

1.00 mmol/L (2.0 mEq)

DIALYSATE FLOW RATE (ml/min): 300 400 500 600 700 800

Sodium base: (136-155) Sodium Ramp Yes No Sodium start: (136-155) #hrs
Sodium Program STEP __ LINEAR __ EXPONENTIAL

Manual Na Profiling: 1% hour 2" hour 3 hour 4™ hour

UF Profiling: 1st hour 2nd hour 3rd hour 4th hour

FREQUENCY OF TREATMENTS: /WK LENGTH OF TREATMENT: HOURS
BLOOD FLOW: ml/min HEPARIN BOLUS: UNITS
IDEAL WEIGHT: KGS. HEPARIN HOURLY: UNITS
ADVANCED DIRECTIVES: YES/NO HEPARIN OF CVL POST: A: UNITS
CLINIC SERVICES DISCUSSED: YES/NO V: UNITS

TREATMENT FOR COMPLICATIONS ON DIALYSIS:

ROUTINE CHEMISTRIES:
Routine Chemistries (detail ranges eg. INR and Hgb targets)

MONTHLY:

WEEKLY: INR TARGET

OTHER:

MEDICATIONS ON DIALYSIS:
(EPO/VENOFER/ANTIBIOTIC/CALCIJEX/ARENESP)
INCLUDE DOSE, FREQUENCY & ROUTE:

PRINT REFERRING DOCTOR’S NAME & BILLING #:

DOCTOR OFFICE #:

THIS PATIENT ISA LEVEL 1, AND ISFIT TO DIALYSE IN AN OUT OF HOSPITAL SETTING:

DOCTORS SIGNATURE:

DATE:

OTHER INFORMATION NEEDED (photocopies):
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History and Physical Hepatitis B VVaccination report

E.C.G. report _ HbsAg Report

Chest X-ray report o Monthly Chemistries

3 Recent Dialysis Records VRE, MRSA reports

Other pertinent info. o TB testing (advised)
Transplant Status Info . Medical Problem List (advised)
Advance Directives discussed with patient YES

NO

Dietary Note

Social Work Note
Release of Med. Info
Hospital Agreement

Patient Dialysis Consent

PLEASE SEND WITH THE PATIENT THEIR SUPPLY OF EPO, CALCIJEX AND ENGERIX.

REFERRING DIALYSIS FACILITY: PHONE NO:

REFERRING DOCTOR’S SIGNATURE:

DATE:
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