PATIENT INFORMATION SHEET o e wesica reatmont corporation

Please fill in all English (sxtsseaaLtcean) S Osaka Umeda Iseikai Dialysis Clinic

IDENTIFICATION DATA (—f®518)

: 1 Date of Birth DD/ MM/YY
Patient's Name (K4) (ZAH) / /
Dialysis Dates ‘

S el .
Requested (&iTH) 22 (Geadl) M F
Visiting Phone Departure Date
Number &=oE&sk) (HFH)

Hotel or Local
Address (TBBEEDERT)

HEMODIALYSIS DATA (EimaicoW\T)

Dry Weight (£44&) kg | Dialyzer (51751%-)

i Blood Flow Rate
Height (5&) cm | (I&7eE) mL/min
Usual UFR/TMP Blood Access
(BRINEER / BFRAKERE ) (F7SYRPIER)
Type of Needle Hours per Size of
(HDHF1T) Treatment (&) hour |Needle(#1x)
Heparinization: Hourlv D Heparin Before
Initial Dose (Dalteparin - et : Stop Time :
el ,sﬁyﬁg&b e ) iU | (ERmERsE) iu/h | Cnilssiersn) /min

GENERAL TREATMENT INFORMATION (JBEEC2WL\T)

ESRD Diagnosis (f&#. R&ERE)

Pertinent Secondary Diagnosis (&)

Contagious Diseases ( BHiE )

History of Clinical Hepatitis (FFADREE )

History of Diabetes (#EREDHE )

Allergies (7LJL¥—)

Medications received during dialysis
(Dose,Frequency,Route) (Bt Hois5EA)

LABORATORY DATA (MUFREICOWVT)

% Please submit copy of recent monthly lab results including HbsAg,HbsAb result.

% Unusual events/problems during dialysis and comments. GEMTHRICE T2 EEH)

MEDICAL INFORMATION (FZE&ESAlIDW\WTDZDMOERIIER)

* Physician's summary of past and current problems or complications,pertient psychosocial issues
and level of activity,wheelchair,ambulatory(DERKOBEE X HEE (B6BUPRN) ORFERIUAHHEEOREIC OV TOEMICESZ)

Any wheelchair (Erzx0E#) [0 YES
[0 NO




