	PLAN OF NURSING SERVICE

DIALYSIS
CARE REQUIRED BEFORE/AFTER 
NAME:       
DOB:      


	Home
	     

	Start Date
	     
	Revision  Date
	     

	Condition
	     

	RN Signature
	     
	Date
	     

	Condition Resolved
	     
	Date
	     

	All staff at time of initial training must read and sign the back of this form.



	INFORMATION / INSTRUCTIONS:
1. Complete Vitals:  BID every day, during AM medications and at 4pm, temperature, respirations, heart rate and BP.  Document on his/her MAR.  Notify RN when not within acceptable parameters (see MAR for parameters).

2. The time for some of his/her medications may be different on the days he/she has dialysis.  Please pay close attention to the MAR.
3. Provide pre dialysis relaxation medication as ordered/if ordered by MD on the day dialysis. 
4. The diet must be followed as ordered. Weigh a minimum of once per month, notify RN of a gain or loss of 5 pounds per month.

5. Adjust the three daily meals on dialysis days to ensure he/she is eating the recommended amount of food.

6. Dialysis is physically very exhausting.  Provide rest periods in bed, or in a recliner with lower extremities elevated.

7. Notify RN:  

· Edema (swelling in arms or legs)
· Chest pain
· Dizziness
· Nausea, vomiting
· Sweating
· Constipation
· Diarrhea
· Headache
· Muscle cramping
8. Additional instructions for this individual (if any):       
IF ANY EVENT OCCURS THAT CAUSES CONCERN FOR THE INDIVIDUAL’S WELL-BEING IMMEDIATELY NOTIFY THE RN!!

IF ANY EVENT OCCURS THAT MAY REPRESENT A THREAT TO THE INDIVIDUAL’S HEALTH/WELL-BEING, ACTIVATE THE EMERGENCY MEDICAL SERVICES BY CALLING 911
                                                                                                     


