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FACILITY NAME: ________________________________________________________

ADDRESS: ____________________________________________________________

Phone #: __________________________

Fax# ________________________

Facility Emergency Preparedness Contact: ____________________________________

Patient Information

Name: _______________________________________ ID# ______________________

Location: __________________ Room#: ____________ Ambulatory: Yes ____ No ____

Physician: _______________________ Preferred Hospital: ______________________

Emergency Contact: _____________________________________________________

Dialysis Schedule: Circle   MWF   TTS     Time: _____________   Length: ____________ 

Last TX Date: _____________________ Transportation: _________________________

Emergency Arrangements

Dialysis Date: _____________________ Time: ____________ Length: _____________

Transportation Requirements: ______________________________________________

Dialysis Clinic Back-up (B/U) Facility: ________________________________________

Address: _______________________________________________________________

Phone#: ______________________​__
 Fax# ______________________________

​

B/U Facility Contact Person: _______________________________________________

Medical Record Sent to B/U Facility:  Yes ___ No ___  
 By/Date: _______________

Comments/Instructions: ___________________________________________________

______________________________________________________________________

Emergency Preparedness Plan:


Skilled Nursing Facility / Nursing Home











