
Frost Valley/Gottscho Kidney Camp

      DOBLast                 First

          

   HIC#

   Secondary_________________________________________

  Phone    Fax__________________

Social Worker

  Phone    Fax__________________

Emergency Pt. Contact Name__________________________Relationship________Phone  ________________

    Frost Valley YMCA/Ruth Gottscho Dialysis & Children's Kidney Program  Phone  845-985-2291

 Relationship  Phone________________

                  Kaskel      Phone  718-665-1120

__________Home     _________ In-Center Hemo     _________ Self Care     _________ Staff Assisted

Prescribed Time

  #kg   #lb

 Total Units____________________________



    Medication record (home and in-center)



Frost Valley/Gottscho Kidney Camp
UNIFORM ESRD TRANSIENT PERITONEAL DIALYSIS FORM

 HIC#_____________________

   Phone Fax

                  Social Worker
   Phone    Fax

Emergency Patient Contact Name________________________Relationship_________    Phone _____________

     Frost Valley YMCA/Ruth Gottscho Dialysis & Children's Kidney Program Phone: 845-985-2291

 Relationship

                   Kaskel   Phone:  718-655-1120

  CAPD_____CCPD  _____In Center____Home                                                 Date Started  

  #/kg         ___Empty  ___Full

  Connecting  System

  EPO             Self-Administers:  _____yes_____no                 ___Heparin

CCPD - Home Prescription

Night Volume  Dialysate__________________________________

Total volume_________________________

Dwell time Drain time__________________________________



PATIENT IS NOT ACCEPTED UNTIL OFFICIAL NOTICE IS RECEIVED FROM RECEIVING UNIT.


