
K.C HOLIDAY DIALYSIS CENTRE (BOURNEMOUTH) 
35 Southwood Ave. Southbourne, Bournemouth  BH6  3QB  Tel. 01202 422311; Fax: 01202 421022 

 
 

APPLICATION FORM 
 

Patient Details 
 
 
Full Name:  ……………………………………………………………………………………………… 
Date of Birth:  …………………………………………………………………………………………… 
Home Address:  ………………………………………………………………………………………… 
……………………………………………………………………………………………………………. 
Tel. no :  ………………………………………………………………………………………………….   
Holiday Address :  ……………………………………………………………………………………… 
……………………………………………………………………………………………………………. 
Tel. no :  …………………………………………………………………………………………………. 
 
 
Next of Kin:   Name:  …………………………………………………………………………………… 
                      Address:  ………………………………………………………………………………… 
                      …………………………………………………………………………………………….. 
                      Tel. No :  ………………………………………………………………………………….  
 
G.P                Name:  …………………………………………………………………………………… 
                      Address:  ………………………………………………………………………………… 
                      ……………………………………………………………………………………………. 
                      Tel. no :  …………………………………………………………………………………. 
 
Contact name, address and telephone number for funding enquiries: 
…………………………………………………………………………………………………………….. 
…………………………………………………………………………………………………………….. 
 

Referring Unit 
 
Name of Unit:  …………………………………………………………………………………………… 
Address:  ………………………………………………………………………………………………… 
……………………………………………………………………………………………………………. 
Tel. no:  ……………………………………………………….Fax : ………………….. ……………… 
Contact name:  ………………………………………………Tel. Ext:  ………………………………. 
 

Dates of Holiday Dialysis 
 
Date of first dialysis:  …………………………………………………………………………………… 
Date of last dialysis:  …………………………………………………………………………………… 
 
 
Total number of dialysis sessions:  …………………………………………………………………… 
 
 
 



 
Dialysis Information 

Days of week of patient’s dialysis: 
Hours: 

Dry weight: 

Dialysate prescription:            K+                                       Ca++ 
Dialyser Type and Size: 
Access details e.g type, site & needle size: 
 
 

Condition of access (e.g good, fair, poor) 
 

Blood flow rate:                         ml/ min 
Average B.P 
                      Pre-dialysis: 
                      Post-dialysis: 
 

Heparin requirements 
             Loading dose: 
             Continuous: 
             Stopping time: 

Average inter-dialytic weight gains: 
 
Recent blood results: U&E’s 
Pre: 
 
Post: 
 
Last Hb: 

Erythropoietin dose and frequency:  
 
 
 
 
 
( NB  Please bring your own EPO) 

Hepatitis B & C status:                                 HIV status:                      MRSA status: 
 
Date:                                                                           Date:                       Date: 
 
(NB Please send recent results 10 days prior to holiday)     
    

Medical History 
 
Initial diagnosis: 
 
Other major illnesses ( Please send accompanying letter if necessary) 
 
 
 
Allergies: 
 
Medications: 
 
 
N.B  No medicines will be administered to a named patient without a written prescription  
from the Medical Staff. 
Other relevant information/ Problems on dialysis/ Any special requirements: 
 
 
 
 
Signed:  …………………………………………………………………….Date:  ………………………. 
 
Authorising doctor’s name & signature : ………………………………………………………………..  
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