Name:  _______________________



Home:  ___________


Clinic Number:  ________________

D.O.B.   ______________________

Referred by:  __________________

Purpose of visit: 






Co-morbids:

Cause of renal failure:





1.










2.


Labs:


Date:





3.
K+    ___________________




4.

Bun   ___________________




5.

Cr     ____________________




6.

Hgb  ____________________




7.

WBC  ___________________




8.

Platlets ___________________




9.

Iothalmate  ________________




10.

Fluid status / ESRD symptoms:

Allergies:







Transplant status: ________

R handed

L handed
Anticoagulation:   aspirin      coumadin   plavix
Steroids:     yes     no

Diabetic:

Insulin dependent            diet regulated             oral agent

Pacemaker:


Echo:


Chest x-ray date:

EKG date:

VRE   Hx    yes / no

MRSA Hx    yes  /  no

PAME complete:   Yes       No        Pending           MD______ PA/NP __________
Prior access history (concerns for stenosis upper extremities)

Prior fistulagrams

Central vessel / artery eval





Database entry: _____  
Admission information:  NPO, Insulin, B/P meds, cardiac meds, A/C

Surgeon:







Plan of care:

Date seen:                                                  


Surgery date: 
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