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CAPD/ CCPD  INFORMATION

***REQUIRED IN ADVANCE OF ARRIVAL, IF POSSIBLE***
Name:
Health Card:


Mode of dialysis:   CAPD___________CCPD____________

24 hr emergency phone number in case of peritonitis etc: _______________________________

The patients is:

a) Self-sufficient:  Yes _______________No_____________
          If NO, who is the support person accompanying the patient?________________________
b) Aware of the peritonitis protocol:  Yes _______________No ________________

c) Has a supply of appropriate antibiotics: Yes ___________No _________________

Dialysis Protocol:

CAPD: Number of exchanges per day: ____________________System_______________

CCPD: Number of exchanges:               Night ________________Day__________________

Type of machine______________________

If diabetic – IP insulin regimen: 1.5%______________2.5%_____________4.25%____________

Medical History/ Current Issues
Allergies

_______________________________________________________________    ________________________________  

____________________________________________________________         ________________________________

____________________________________________________________         ________________________________

____________________________________________________________         ________________________________

_____________________________________________________________        _______________________________
Nephrologist: _________________________________________      Date:___________________________
