McLAREN FLINT
FLINT, MICHIGAN 48532

ACUTE HEMODIALYSIS TREATMENT FLOW RECORD

Time On Pre B/P AP/HR Temperature Resp. Rate Pre Weight Dry Weight Machine #
Time Off Post B/P AP/HR Temperature Resp. Rate Post Weight Last Weight Off Station #
Primary Nurse Report and Treatment Initiation Note:
Acute Nurse Signature / Title: Initials: Date:
) BFR AP Con- Fluid |Heparin| NS Safety "
Time BP Pulse SFR vP Temp. ductivity! T™MP UFR Removal | Infused | Flush mi| Check* Notes and Comments Initials
TOTAL —> Total Blood Processed:
Post Hemodialysis Note: UF Goal Met? [ Yes or[J No. If no explain
Acute Nurse Signature / Title: Initials: Date:
Time Medication /Blood Dose Volume Route Reason Nurse Signature
If (blood given, 2nd RN Signature Required)
Pre-Tx - Report from Hospital RN: [] Yes Name: Time:
Post-Tx - Report to Hospital RN: [J Yes Name: Time:
MD Signature (optional): Date: Time:
* Safety Checks are the following: Access and Face visiable at all times,
all connections and blood lines are secure with no kinks, air detector engaged. PT.
WHITE - CHART YELLOW - DIALYSIS
L#/P.M.
T
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