6th European Transplant and Dialysis Games Dublin 2010
Medical Certificate Form (Transplant & Peritoneal Dialysis)
Please return completed forms to your Team Managers by June 30"
Incomplete forms will be returned.

Name: Tel. No.:

Address: Name and contact number of Next of Kin:
Team Manager /Country:

Date of

Birth:

Hospital Name:

Phone Number:

Consultant / Physician Name:

ALL PARTICIPANTS:

Date of Results:

Creatinine:

Hb: BP:

Virology (HIV, Hep B, Hep C):  Positive / Negative

Details of virology:

Musculo skeletal disorder: Yes / No

Diabetes: Yes / No Insulin dependent: Yes/ No

Vision: Normal / Impaired / Blind

Warfarin: Yes / No

Last INR: Date of INR:

ALLERGIES:

MEDICATION:




TRANSPLANT RECIPIENTS:

Date of Transplant:

Type of Transplant: (Please circle) Kidney / Heart / Lung / Liver / Pancreas / Bone Marrow / Other — Please

state:

Medical disease leading to transplantation:

LIVER TRANSPLANTS:

Bilirubin : Alk Phos:

ALT: AST:

HEART & LUNG TRANSPLANTS:

Cardio-angiography:

Echocardiography:

Exercise ECG:

Lung Function Tests:

HAEMOPOETIC CELL TRANSPLANTS:

WBC: Neutrophils:

Platelets:

PERITONEAL DIALYSIS:

Underlying Kidney Disease:

Any Ultrafiltration difficulties: Yes / No

Current PD Prescription:

Dry Weight:

medical information)

This comment section MUST be filled in by your consultant.

MEDICAL ADVISORS COMMENTS: (please comment on graft function & suitability to compete and any relevant

Medical advisor signature: Date:

Designation:

| declare that | have been in training for at least 3 months for the following events:

1. 2. 3.
4, 5.
Signature: (Competitor)

Date:




	Medical Certificate Form (Transplant & Peritoneal Dialysis)

