
Form 7

Version:  01
since:
page:

No.

Informed Consent for Plasma Exchange Therapy

Name: First name: Date of birth:

Adress: ID-No.

I was informed that an extracorporeal therapy named plasma exchange is a necessary therapy for me. Type,
purpose and performance of the therapy, the advantages and disadvantages or risks respectively also in
comparison to other treatments and the consequences of omitting the treatment were explained to me from

_____________________________________________

The potential physical complications during the time and after the treatment were discussed with me. Special
problems have extensively been mentioned especially hypotonia, venous problems and inflammations,
haematoma, infection (AIDS, hepatitis, if blood and blood components - 
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Plasma Exchange 

Name: First name: Date of birth: ID-No.

PNEUMO-CARDIAC DISEASES Yes No Remarks
Myocardial insufficiency _____________________________________
Arrhythmia ____________________________________
Myocardial infarction ____________________________________
Hypotonia ____________________________________
Respiratory insufficiency ____________________________________
Asthma ____________________________________
Pulmonary oedema ____________________________________
TBC ____________________________________
Artificial respiration ____________________________________

GASTROINTESTINAL DISEASES
Ulcus ventriculi / duodeni ____________________________________

UROGENITAL DISEASES
Compromised kidney function ____________________________________

ENDOCRINE DISEASES
Diabetes mellitus ____________________________________
Thyroidal diseases ____________________________________
Parathyroidal diseases ____________________________________

LIVER DISEASES
Hepatitis ____________________________________

DISEASES OF THE CENTRAL NERVOUS SYSTEM
Epilepsia ____________________________________
Cerebral sclerosis / Transitory ischaemic attack /apoplexia ____________________________________
Compromised consciousness  ____________________________________

DISEASES OF THE BLOOD AND COAGULATION SYSTEM
Anaemia ____________________________________
Bleeding tendency ____________________________________
Thrombophilia ____________________________________
Risk of embolism ____________________________________

INFECTIOUS DISEASES ____________________________________
____________________________________

DISEASES OF THE IMMUNSYSTEM
Frequent infections ____________________________________
Allergic diseases ____________________________________

PREGNANCY ____________________________________

DRUGS
Immunsuppressive agents none Glucocorticoids Azathioprin Cyclophosphamide
Anticoagulants none Heparin Cumarin
Digitalis none Digoxin Digitoxin
Antiarrhythmic drugs none
Antidiabetics none
ACE-inhibitors none
Others

________________________ ________________________ _______________________
Physician Date Signature
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Number:

Plasma Exchange 
Name: First name: Date of birth:

Street / No.: ID-No.:

Zip                   Address: Tel.::

Health insurance: Hospital: Board:

Treating physician:

DIAGNOSIS:
___________________________________________________________________________________________

Weight: ______________ kg Size: ______________ cm Blood volume ____________ ml

Plasma volume ___________ ml
BLOOD GROUP
___________________________________________________________________________________________

Laboratory tests (not older than 2 weeks prior to the treatment)
___________________________________________________________________________________________

1. ECG

2. X - ray - thorax*)

3. Infections
  HBSAg HCV-AK HIV 1/2-AK Lues (TPHA)

4. Blood count
Ery _______106 3 3
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             Plasma Exchange Therapy: Subsequent Treatment (cycle) No. _______

Name: First name: Date of birth: ID-No.

Changes following the first / last treatment (history / diseases?)
__________________________________________________________________________________________   

__________________________________________________________________________________________   

Allergy? Yes / No Against? ______________________________________________________      
Pregnancy? Yes / No
Medication
Immunsuppression none Glucocorticoids Azathioprine Cyclophosphamide
Anticoagulants none Heparin Cumarin
Digitalis none Digoxin Digitoxin
Antiarrhythmics none
Antidiabetics none
ACE-Inhibitors none
Other
______________________________________________________________________________________________________

LABORATORY DATA
__________________________________________________________________________________________   

Blood count
Ery  _______106 3 3

S


