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CVD PATIENT TREATMENT CARD  

Name of   Health   Facility:                                                      Name of District/   State/Province:                                           Date   of   registration:  

A. Patient identification information   B.  Diagnosis  

Patient ’s file number: :   Patients Full Name:    Nationality:    P atients National ID   or Passport ID :      Hypertension:   a.       Yes,  treatment   initiated   b.   Yes,  was already on treatment when registered    c.   No   Age at diagnoses of hypertension : [             ]   Age at diagnoses of DM : [             ]        if not diagnosed with diabetes, please write 999    

Sex:  1.  Male    2.  Female          Age:____________     Phone number:      1.   Prior heart attack:                 Yes      No   2.   Prior stroke:                 Yes      No   3.   Chronic kidney disease:    Yes      No   4.   Diabetes:                            Yes      No   5.   S moking:                            Yes      No    

 

Hypertension treatment at registration  Diabetes treatment at registration  

Medication  Dose   Medication  Dose   

    

    

    

    

    

    

 

Additional notes  

Life - style modification (LSM)        Life - style   modification   alone      Both lifestyle modification &   medication    
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Treatment dose  and code  

E. Initial and follow-up visit 

SL n°  At Rx  start  Visit  Visit  Visit  Visit  Visit  Visit  Visit  Visit  Visit  Visit  Visit  Visit  

1 Date attended                 

2 Blood pressure  –   systolic               

3 Blood pressure  –   diastolic               

4 Blood sugar fasting                 

5 A mlodipine                 

Valsartan               

E nalapril                 

C hlorthalidone                 

A spirin                 

S tatin                 

B eta blocker                 

M etformin               

Glimipride                

  Insulin               

   Glimipride               

 

F Referred to specialist               

G Date of next visit               

H Signature of doctor               

Treatment dose and code. Indicate dosage. Note when starting (N for new), and stopping (D for discontinued). 

I. Additional investigations if available  J. New complications  K. Additional information  

Visit date     Visit date     

1. Serum potassium     1. Stroke     

2. Serum creatinine     2. Hypertension     

3. Total cholesterol     3. CVD     

4. Urine protein     4.  Renal failure     

5. Fundus examination     5. Lower limb amputation     

6. Foot examination     6. Others     

 


