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I AM ON DIALYSIS.
 
VITAL INFORMATION 

NAME
 

Network:_____ Toll-Free #: _________________________
 E

Kidney Community Emergency Response 
(KCER) Program 

www.kcercoalition.com 

Medication Dose Frequency 

Pharmacy Phone:_______________________________________
 
Special Needs: _________________________________________
 

Diagnosis: ____________________________________________
 
Allergies: _____________________________________________
 

Cut here
	

PERSONAL INFORMATION 

Address: ______________________________________________ 

Home Phone: __________________________________________ 

Cell Phone:____________________________________________ 

mergency Contact: ____________________________________ 

Relationship: __________________________________________ 

Emergency Contact Phone:_______________________________ 

Nephrologist:__________________________________________ 

Nephrologist Phone: ____________________________________ 

DIALYSIS PRESCRIPTION 

_______ Hours _______Times per week
 

Dialyzer: ______________________________________________
 

Dialysate: _____________________________________________
 

Medicare #: ___________________________________________
 

Medicaid #: ___________________________________________
 

Other Insurance ID: _____________________________________
 
FACILITY 

Name: ________________________________________________
 

Phone: ________________________________________________
 

Cut here 

Fold here 

Cut here 

Cut here Fold here Cut here
	

This material was prepared the Kidney Community Emergency Response (KCER) contractor, under contract with the Centers for Medicare & Medicaid Services (CMS), an 
agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy nor imply endorsement by the U.S. Government. 
CMS Contract #: HHSM-500-2006-00007C Publication Number: FL-KCER-7K1T4A-06072016-01 
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