APPLICATION FORM FOR HOLIDAY DIALYSIS

(To be completed by medical staff)


Surname: __________________ Name: __________________ Date of birthday ___/___/___  Country:________________

Home address: ________________________________________________________________ Tel.:  ____________________
  
The patient has been treated with dialysis since: ___/___/___; Dialysis Center at home: _______________________________  

Tel. Dialysis Center:__________________               Blood group: ____________ Rhesus factor:__________________________
  Diagnosis: ___________________________________________________________________________________________
   ____________________________________________________________________________________________________
   ___________________________________________________________________________________________________
  ALLERGIES: _________________________________________________________________________________________
 
VIRAL MARKERS: HBsAg _________(___/___/___)     HIV _________(___/___/___)

       HCV _________(___/___/___)



Vascular access: _______________________________________________________________________________ 
       left- / right _________       upper-/lower arm__________      one / two needle(s)_________      Needle size: ______G

Haemodialysis schedule: ________times/week
                       During: ______:______(h:min)

Dry weight: _________ Kg
            Avg interdialytic gain:______ Kg     Heparinization: ________________________________
  Total amount:____________ME,   Initial bolus:_____________ME,   horly: _________ME,  stop: ________________min

Blood pressure:    pre  ______/______      post ________/__________
  Type: HD or HD-F: _________

  Type of machine:  _________

Dialyser: 


__________  membrana _______ (___m2)



Blood flow: 
_________ ml/min

UF max: 
_________ L/h

Dialysate temperature: 
_________ °C

Dialysate flow:  
_________ ml/min
Composition of dialysate:

Na++
______  mmol/l; K+

______  mmol/l; 

Ca++
______  mmol/l;Mg++
______  mmol/l; 

Cl- 
______  mmol/l; HCO3-
______  mmol/l; 

Glucosio ______  g/L

Basic concentrate: _____________________
History the last six months: ______________________________________________________________________________
____________________________________________________________________________________________________
__________________________________________________________________________________________________
Dialysis problems (Hypotension, Muscle Cramps, Angina, Nausea,Vomiting): _____________________________________
__________________________________________________________________________________________________
Blood tests (__/__/__): Urea ____ mg/dl; Creatinine  ____ mg/dl;  Na+ ____ mEq/l; K+____ mEq/l; Ca++ ______ mg/dl; Glucosio ____ mg/dl; Hb g/dl  ____ (__/__/__)
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NOTE:____________________________________________________________________________________________
Data ___/___/___
Doctor's signature and stamp


___________________________________________________
Ladis-tour, Russian, Moscow, Tel.: +7 495 776 2538  info@ladis-tour.ru

