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AGGIORNAMENTO  CLINICO – LABORATORISTICO
Da inviare semestralmente  nei mesi di Maggio – Novembre.

Per la sede di Bari: Fax 080.5593227 o spedizione postale presso il Centro Regionale Trapianti Puglia – Policlinico di Bari, P.zza Giulio Cesare, n. 11 – 70124  BARI.

Per la sede di Lecce: Fax 0832.661326 o spedizione postale presso il Centro Trapianti – Presidio Ospedaliero Vito Fazzi, Via Filippo Muratore – 73100 Lecce.



Centro Dialisi di
________________________________________________________________

Tel.  

_______
/
____________
Fax  
_________
/
_______________
E-mail  
____________________________

COGNOME e  NOME del Paziente


_______________________________________________

DATI  EMATOCHIMICI  RECENTI




DATA

Glicemia




/

/


GOT 




/

/


GPT




/

/


Fosfatasi alcalina 




/

/


Bilirubina totale 




/

/


Colesterolo 




/

/


Trigliceridi 




/

/


Proteine totali 




/

/


Albumina




/

/


Gamma-Globuline




/

/


Calcemia 




/

/


Fosforemia 




/

/


Hb 




/

/


Ematocrito




/

/


Piastrine 




/

/


HBsAg 




/

/


HBsAb




/

/


HBcAb




/

/


HBV – DNA (quant.)




/

/


anti HCV




/

/


HCV – RNA (quant,)




/

/


anti HIV




/

/


anti CMV – IgG/IgM




/

/


anti VZV – IgG/IgM




/

/


PSA Totale









Urinocoltura




/

/


TERAPIA  FARMATOLOGICA  IN  ATTO
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Variazioni cliniche di rilievo
                                                              data  _____ / _____ / _____________


(specificare)



Cardiovascolare

              __________________________


Respiratorio
              
__________________________


Osteoarticolare
              __________________________


Digerente
              __________________________

Malattie dell’apparato ---
Vascolare Periferico
              __________________________


SNC e periferico
              __________________________


Genito-urinario
              __________________________


Allergie
                                                                 ____________________________


Altro
____________________________

NOTE

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Data  ____ / ____ / ____________

Firma del MEDICO compilatore ___________________________________________________________

NO





SI





SI





NO





NO





SI





NO





SI





NO





SI





NO





SI





SI





SI























NO








NO








NO








SI











_1107523976.doc
[image: image1.png]






