DIALYSIS UNIT VISITING/TRANSFER IN PATIENT FORM

INSTRUCTIONS:

Please complete this form and return to the Central Florida Kidney Center by 


.  Transient dialysis will be confirmed for your patient   after receipt of this completed form and ALL required copies of information. 

A. PATIENT INFORMATION

Name 







 DOB 



 Age 



Address 























 Phone 






SS# 




 Primary Insurer 



 Regular or HMO Medicare






  Home unit

Secondary Insurer______________________ Billing Phone 




Contact


 

Address while visiting there 




















Phone 












 Arrival date


 Departure date 

Mode of Transportation


 to Destination 


 from Destination 



Treatment dates Requested 





 Number of Treatments 



Emergency Contact Number 












E mail address:












Will be used only to send you a confirmation and map to our facility.

B. HOME DIALYSIS UNIT
Name 














Address 















Phone 







 Extension 





Contact Person at your unit 












Physician 







 Phone 






C. DIALYSIS PROCEDURE
Access site:  Subclavian- R. L.

 Fistula- R. L.


Graft - R.L

        
Date  created                              First use  ___________                                          

Dialyser   

  Dialyzer Co Efficient  


  Dialyzer allergies_________________
Frequency 

 / week, Length of treatment 


  Lines - Adult____ or Peds – Type________
Dialysate:  Na 

 K+ 
            Ca 
          Bicarb or Acetate       Other additives 







 Blood


Dialysate

Needles 


 Flow


Flow __________________ Dry Weight _______ Kg   Height______cm

Heparinization:

Initial 


 units, Maintenance 


 units.  Total Heparin Amt. 



Average



 Average


Average weight gain

PRE treatment BP 

 POST treatment BP 

 between dialysis





Average fluid 

replacement if needed 



Complications during treatment and how treated 
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D.  DIALYSIS HISTORY
Type:  Incenter 


 Incenter self care 


 Home dialysis





Date of initial dialysis 






Modality




E.  PATIENT MEDICAL INFORMATION

Diet : 



 Protein 


 Na 


 Ka 





24 hour fluid restriction 



  
URR 



  Date 



Hepatitis status of patient 



 
Hepatitis status of unit 






Frequency of Hepatitis testing 


 
Has patient completed Hepatitis B vaccine? 




Hepatitis antibody Titer 


  Date 

  
    
HIV (if available)



           
Last blood transfusion 


 (WRBC, PRBC, FRBC, WHOLE BLOOD) 





Is the patient a transplant candidate?



 

Transplant facility name and phone number:











ALLERGIES:

Médication allergies 












Dialyser or rebuse allergies 













OTHER MEDICAL INFORMATION:

Primary Language 

 Speak English 


        
Ambulatory:      yes or no

Type of assistance required 


 Sensory Problems (be specific) 





F. PATIENT HISTORY

Cause of renal failure 












Is there a history of Seizure activity? _______________________________ If yes last seizure__________________________

Other Diagnosis:  Diabetic Yes 
  No  
               Insulin Control Yes 

  No  
 
     Dose
 

Hypertension 

  Pericarditis 


Symptomatic Heart Disease:  CHF 
                 / Valvular 

           Coronary Artery 



Surgery in last 12 months 











Other 
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MEDICATION DURING / POST DIALYSIS   Dose and Frequency!!!

Epo or Aranesp (available)











Paricalcitol (available)












Venofer ( available )












Hectorol
 (available)












Other 














IF MEDICATION IS EVERY OTHER WEEK, OR EVERY TWO WEEKS. PLEASE NOTE IF DUE WHILE HERE!  
REQUIRED INFORMATION:

Please share our billing policies and requirements with your patient so they will be well informed, and have ample time to ask questions!!

1. Demographic/Facesheet
2. List of medications with dosage/frequency.
3. Legible copy of Medicare Card and all other applicable insurance cards (front and back).

4. Payment from the patient, if applicable, amount to be determined upon receipt of this form.

5. Most current Medical Summary/History and Physical (within 30 days of admission/travel).

6. Copies of recent lab to include CMP, and CBC.

7. Current Hepatitis panel (within 30 days of admission/travel)

8. PPD within 30 days of visit

9. URR / KT/V done within FOUR WEEKS OF ARRIVAL and lab copy on file here prior to patient arrival.

10. Copy of SSA 2728 form.

11. Copy of most current EKG and CHEST X-RAY 
12. Three most recent treatment sheets.

13. Completed Dialysis Unit Visiting Patient Forms.

14. Local phone number.

15. All Patients will be seen by a Doctor,  while having dialysis at the center
16. COVID-19 RESULTS MUST BE WITHIN 5 DAYS OF TRANSFER/TRAVEL
17. All transfers or visitors here longer than one month will also require:

              Copy of Most Recent IDCP/Comprehensive Assessment Forms
Copy of Psycho Social History

Copy of Nutritional Assessment
Completed by 






Title 



 Date 



Revised  03/2021
Please note our mailing address is:   

203 Ernestine St Orlando, FL 32801

                                                                      Fax:  407-425-1526
