Bleeding Disorder Caregivers Sheet

Place on Refrigerator - For Emergency Use & Daily Reference

BLEEDING Name of child/Loved One:
DISORDER
DETAILS
Date of Birth
Diagnosis
(e.g., Hemophilia A Severe <1%, VWD Type 2)
BLEEDING Type:
DISORDER
DETAILS .
Severity:
Inhibitor status:
Product/Factor Name:
Dose: units/kg
Usual Infusion Schedule/
last prophy dose:
EMERGENCY e Head injury or hard bump
INFUSION e Injury or accident to spine
PLAN sians to Infuse: e Joint pain or swelling
9 : e Bleeding that does not stop after 10 minutes
Call your HTC e Abdominal pain with unknown cause

nurse/provider
24(7

e Mouth/tongue bleeding that doesn't stop

First Step:

Second Step (if no response):

ER/Hemophilia Center to call:

MEDICATIONS

Including Factor,

Pain Meds

Medication Name

Dose Time Given Notes




ALLERGIES

Factor,
Medication,
Food
BLEED LOG Location fused
Date (Joint, Muscle, Infuse Notes
(Yes or No)
Most Recent etc.)
Bleeds
[ Yes [ No
[ Yes [ No
/] Yes [ No
/] Yes [ No
EMERGENCY Name Relationship Phone Number
CONTACTS
Call your HTC

nurse/provider
24[7

HEMOPHILIA HTC [ Hematologist: Phone:
TREATMENT
CENTER .
Primary Care: Phone:
Pharmacy (Specialty): Phone:
Preferred Hospital [ ER: Phone:
ADDITIONAL Insurance Info:
NOTES

Factor Location:

Emergency Dose Stored In:
(fridge, cabinet, etc.)

Pump/Port Access Info:

Download additional sheets here:

grco.de/bgCQFz



