Patient Information (B E&:)

Patient Name Sex [(OMan [JFemale
(BEMZ) Last (#) First () (HE51) B &
DOB / / Age
(£H) Day(H) Month(8) Year (%) (FE#5)
Address
(E=:13)
Primary
ESRD Diagnosis (8 535E)
(RBIEETR) Secondary
(BBIE)
Allergies 01 YES ( ) O NO
(BEE8)
Hep B [ YES ( ) [JNO
Medical history of Hepatitis Hep C O YES ( ) O NO
(FFARBRRE) Other [ YES ( ) [JNO
(If Yes, about when)
Medication (ZE%l)
Medication p.o.
(D ARZEH)
Intradialytic Medications &4 H HIZEE))
( ) |Dose/RzEE ) Frequency/$83(
( ) |Dose/RzEE ) Frequency/$83(
Erythropoietin Dose/F#EE ) Frequency/483(

Physician Summary (2&EiE=R)

X Reports on physical and mental conditions, electrocardiograms and X-rays if necessary

ECG

CHEST X-RAY

CTR

Mobility (75 &h)

OAmbulatory(B 3z #1T)

COAmbulatory with assist(E#Bh#4T)

OWheel Chair (81%)

Special Instructions (45487%)

X Also specify if special measures are required.
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Hemodialysis Summary (I i&EFI5E4)

Initial Dialysis Date
(AR ENT B ) Day(H) / Month(5) / Year(ZE)
Dialysis Time Frequency of Dialysis
HRS k
(GEATESR) (BESBRR) /wee
Type of Dialysis
. O HD O HDF O Other( )
(ErEaa)
product mame of Dialyser
(BHraR)
Surface Area V2 o
(RETEHE) Blood Access(II & @)
Blood Flow i LJAVG LJAVF
(78) rmin
Type(oj; Njedle OSubcutaneously fixed superficial artery(BBEE)
B
Venous outlet pressure H CRA LA
rm rm
(R ) mmne
Dry Weight K
(rE) &
Interdialysis weight gain
Kg
(BEmn)
BP Pre mmHg
B
(%) Post mmHg
=, &
Usual UFR h A7 |
(BIBEER) m
Usual TMP H Dot
(BRI 2) mm/ne ers
Dialysate Methods of Hemostasis(1k 115 7%)
Na+ : K+ : Ca++: Mg++ : (mEg/L)
Bicarbonate (mEq/L) Glucose (mg/dL)
Initial Dose
() i
H . Maintenance H
eparin
P (735) !
Time off in bef HD closing ti
min. before closing time
(53R EER) ! ' ne
Oth Initial Dose
ers
(BphEE) i
Maintenance H
_ u
[ ] (RI6R)
Time off in bef HD closing ti
min. before closing time
(5 ER) ! ' ne

Respose to Drop
in Blood Pressure
(M ERPEE R RO FEET)

OStop fluid removal ((Z I IR7KE)
OUse vasopressor ({28 F+/BRZE)

OOthers: (

(Raise Legs(#REE TAR)
[(OReinfusion of Saline solutionGE AEE7K)

)
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Laboratory Data (#6&=&%})

Blood Type 0O A 0O B 0o o O AB Rh: 0+ 0)
Items Results Standard Level (R%{E) Unit Day / MDOT; / Year
BUN mg/dl / /

Creatinine mg/dl / /

Sodium(Na) mEq/I 7 /

Postassium(K) mg/dl / /
Chlorode(Cl) mEq/I 7 /
Calcium(Ca) mg/dl / /

Phosphorus(iP) mg/dl / /

Albumen(ALB) g/dl / /

AST(GOT) u/L / /

ALT(GPT) /L / /

WBC Count 103 /ul / /

RBC Count 10°/ul / /

Hemoglobin g/dl / /

Hematocrit % / /

PLT Count 103 /uL / /

HBsAg O(+) 0oe) / /
HBsAb O+) ae) / /
HIV O(+) 0oe) / /
HCV O+) ae) / /
RPR Test O+ 0c) / /
VDRL O+) ae) / /

please either fill out the form or send blood test result sheet with the information for the above tests.

please send the result of the tests that must been performed within three months of the planned date for the dialysis.

Referring Dialysis Unit Information(&ft& )

Referring M.D.
(EAREEKS)

Hospital
(Bke4)

Address
(E=13)

Phone

Fax

| authorize the patient to receive trasient dialysis in Japan, as physician in charge, and

send this patient information sheet.

Date:

Physician's Signature(%4)

Email

info@shimada-hp.jp

Fax

+81-96-324-5190

The information contained on this sheet will be used for the sole purpose of reception checks at the facillity the patient booked to have the dialysis
and for the dialysis. The sheet will not be used for any other use beyond the stated purpose. Please make sure that the email address where you are
sending your documents is correct. We are not responsible for any problems as a result of inadvertent transmission of your documents through email.
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Medical History (&%)

Name of injury or illness Start date End date Outcome Expected expiration date
(BmE%) (FBBEA) (FEsRBHA) (EEIRER) A% - hiE|  (FEETRIEAR)

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Cure / Discontinue

Prescription Contents (EHFRAZR)

Brand name Dose Dosing schedule For days
(ZEmETE) (=) (FREERFRIR) (ARZEXRE)
ex: LOXONIN®TABLETS 60mg 1 tablet 3 times a day Tdays

Problem List

Allergy Information, surgical history, and other precautions (B - FHE - HfjT=EIE)




