MEDICAL QUESTIONNAIRE

Please fill in English (£ T

Patient Information ( BH 153k )

FRRABFEONOIZULEY)

ENEEERSE

Name (& #0)

Date of birth (%A H)

Age ( i )

Sex (M)

Blood type ( IL&Z )

Country ( EE)

Address (1EFfT )

Phone number ( B5F& S )

Name
Emergency contact person (& n0)
(BREEH L) Phone number
(BHEES)
©Medical history ( &FE )
Drug allergies
(YT LLF¥—)
O Yes
No
Hep. B:
Yes
History of clinical hepatitis
(xR AE)
No
Hep. C:
Yes

Etiology of chronic renal failure
(EMETZOHEA )

HO|x| 1

(YYYY/MM/DD)



©Schedule (27 ¥ a—J)

From

Visiting date (B&R1THAR)

To

1
Requested date 5
(BWHERRE)

3
Hotel name

(CHHEL, KRTVE)

Hotel phone number
(SHEDEFES)

Dialysis Treatment ( iEH7A% )

O HD (fos&EH) O HDF (fi7&@@&EH ) O other (2 Dth)

Type of replacement fluid
(BH¥HRD 24 7 - HDF)

Type of dialyser
(FAT794%—R)

Surface area
(RMER )

Type of vascular access
(MME7 2+ 20EH )

Vascular acess site
(ENIE D NE)

Type of needle / Size
($tda4 7 /42 )

Note (JEEEIE)

Date of dialysis treatment for the
first time  (3EMTRALAHE )

Dialysis treatment per one time
(113 D EATEERE )

Number of sessions per week
(EWEE /B )

Last scheduled dialysis date before the
requested date(FZ3EHT B BRI D& A)

Venous outlet pressure range

H
(BIRBIE ) mmne
Usual water removal rate mi/hr
(1EF—EL7-Y ORKE )
Blood flow ( BARAIRE ) ml/min
Dialysate flow (ZEMERE ) ml/min

Weight ( 4K E& )

Dry weight ( F24 7 x4 k)

Average weight gain ( ¥R EEM )

Blood pressure
(MmE)

Pre-dialysis ( &R )

Post-dialysis (E#7# )

Ho|x| 2

(YYYY/MM/DD)
(YYYY/MM/DD)
(YYYY/MM/DD)
(YYYY/DD/MM)

(YYYY/DD/MM)

(YYYY/MM/DD)
Hours
/week ( F)

(YYYY/MM/DD)

kg

kg

mmHg

mmHg



Erythropoiesis stimulating agent
(ESA)

[ required

[ not required

type op ESA (ESADE$)

Dose (B&) / Cycle (1 2 W)

Administration (&5 753%)

[J Subcutaneous

0 Intravenous

Anticoagulant ( FisEH] )

[0 Heparin sodium [ Dalteparin sodium

[J Nafamostat mesilate

[ not required

Applied dose (B£ )

initial dose

Hourly dose

time off

LABORATORY DATA ( RERR)

Lab Test (HEIER )

Date (fR& H)

Result ( ERfE )

Hemoglobin

Hematocrit

BUN ( Blood urea nitrogen)

Creatinine

Potassium

Calcium

Phosphate

AST

ALT

Please enclose laboratory copy.

( Within 3 months valid date )

(RDOEBE L2\ TIRGEZRBEERMIL TR E W)

1.HBs Ag / Ab 2. HCV 3. HIV 4. VDRL

ECG(Electrocardiogram)

Date of examination

Chest X-ray

Date of examination

CTR(Cardio thoracic ratio)
(OBt )
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/hour (/Al)

g/dl
%
mg/dl
mg/dl
mEq/L
mg/dl
mg/dl
1U/L

1U/L

(YYYY/MM/DD)

(YYYY/MM/DD)

%



Medications list ( R 3 ZE )

Active ingredient ( K58 )

Brand name

(BEE) Quantity ( Bi%, AE)

Note: Please bring your own supply of oral medication(s) (& : ERAFOEERFCHSL TCRLEWL, )

Special Instructions

(BRlET )

Possible problems during session
(BT OBE)

Medications during or at the end of session
(BT, BENRICRAT %)

REFERRING DIALYSIS UNIT INFORMATION ( #/#8 HE )

Referring M.D. (184 E)

Referring hospital (&)

Phone number({&kx D BFEES)

Address (1EFf)

Date (A1)

Agreement (fR1TENEEE)

| certify that the information given regarding

(patient's name)

is correct and permission is granted by

(physician's name)

Physician's Signature
(BZE BE)

HO[X| 4




