CAMP DORSET HEMODIALYSIS PRESCRIPTION 
***REQUIRED 3 WEEKS IN ADVANCE OF PATIENT ARRIVAL
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Name:
Health Card:________________________
	DIALYSIS PRESCRIPTION
Dialyzer:   Optiflux 160

Dialysate:   K2       Ca  1.25

Dialysate Flow:
500

Tx Time (4hr max):____________times/wk

Ideal Weight:
Pump speed:​​​​​​_______
Bicarb:

Na:
Ramped:

Profile:
Ramped:


Temp:


Heparin-Bolus:
Hourly:



Stop:

	ACCESS TYPE
(please circle)
AVF / GRAFT / CVC / L / R

Needle Gauge:
 

Buttonhole:


Post CVC capping protocol
Heparin
Na Citrate


Art:
Ven:


	MEDICATION during DIALYSIS
               (please circle)
EPREX / ARANESP

Dose:________________

Freq:_________________

(please provide list for all other medications with package)
	ALLERGIES

	HEPATITIS /MRSA/VRE STATUS
Date taken:
 

HbsAg:


HbsAb:
 

MRSA:_________________________________

VRE:____________________________________

(must be drawn at least 30 days prior to camp)

	MEDICAL HISTORY/CURRENT ISSUES:


	Usual Blood Pressures:

Pre:
 

During:


Post:
 

BP/ UF Shut off point:





_______________________________________________         _________________________________________

Nephrologist Signature                                                                 Date                                              Revised May 2010
