
TAIWAN ADVENTIST HOSPITAL 

HEMODIALYSIS TRANSFER SUMMARY 

                   TEL：(02) 27760001~2   FAX：(02)27760002 

NAME：_____________________ SEX：_______ DATE OF BIRTH：_____________________ 

ENGLISH NAME：________________________________________________________________  

 

CLINICAL DIAGNOSIS： 

 

 

CURRENT COMPLICATION： 

 

PATIENT’S SUMMARY： 

  Dry weight：______________Kg 

  Blood pressure：___________mmHg 

  Blood type： A    B    O    AB 

  Access：Site  Right   Left  /  Forearm   Arm   Thigh   

Vascular access:  Native   Graft   Perm cath.   Double lumen 

Date of intubation：              / Length from exit site to suture wing：       

  Allergies：_________ HBsAg：________ HBsAb：_______Anti HCV：_______ HIV：_______ 

TYPE OF HEPARINIZATION： 

   General      Local       None        Heparin      Fragmin 

  Initial dose：_____________________    Continuous dose：________________ 

  Other：______________________________________________________________ 

 

TIME OF DIALYSIS： 

  First dialysis：_____________________ Last dialysis：____________________ 

  Therapy required： Once   Twice   Thrice /week  _________hrs/time 

 

CURRENT MEDICATION：________________________________________________________ 

                           

                          ________________________________________________________ 

Recent Serum Chemistries：       /       / 

BUN  Cl  WBC  

Creatinine  Hct  TG  

Uric Acid  Ca  Cholesterol  

Hb  P  Alk-p  

Na  Gluose  AST  

K    ALT  

 

Prepared BY：                                                      

MACHINES  SUMMARY： 

(Bicarbonate dialysis) 

  Dialyzer：___________________________ 

  Dialysate Na：__________ Ca：_________ 

  Blood flow：____________ ml/min 

  

 

 
 

  Left Right 
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