MEDICAL QUESTIONNAIRE @5 Efra B EER1R No.3/3

Heparinnization(~ /31> %‘i’—i)
Initial dose(#HAEHE): __ u
[1 Hourly dose (FfEAan 'J‘J-?/E#) u/hour(u.” &)
[1 Heparin intermittent(An U R E) U Schedule:
Time off(~7 U 42 T B5RS) - '
Systolic/diastolic blood pressure(Il/E):
Pre-dialysis ((E4TH1): mmH Post-dialysis (4T ) mmH
Dry weight (FSA™TAF): ___ Kg Average weight gain(F¥EiA=E): _ Kg

Etiology of chronic renal failure (BB A~ £ DitE E?i.t-:?‘:#*ﬁfﬁ):

Complications (& {}f4E):

[1 EKG: _
[1 Chest X-ray:
O CTR(DMgEE): %

e

Medications list(EEFL 5 ZE) -

zi”% = $0)ﬁkﬁ%‘é7éﬁh’4’l %ﬁ".’: T&LY. Note:Please bring your own supply of oral medication(s)

Possible problems dunng sessmn(:@#ﬁfilﬂlhﬁu_'f)%?&ﬁ:ﬁmﬁ) ..

Medications and treatments during or at the end of session((FE T XL BT EDZEE-LE):

'REFERRING DIALYSIS UNIT INFORMATION
Referring M.D. (EAES): ~ Phone No.:

Referring hospital (f&R4): Fax No.:
Address({¥Fh):
Date(H 1)

As physician in charge, | authorize the above patient to receive dialysis treatment abroad.
(EREELLT: LREEFENENCBVWTENBEERITHEEHFILET, )

Physician's Signature(lEHEZH):

s




