
 

 

 

 

 

 

 

 

 

 

 

 

 

 

       

AVALIAÇÃO UROLÓGICA 

TRANSPLANTE RENAL 

Cód. TXR-0007 

Data: ___/___/_____ 
 

Nome: __________________________________________________________________  
 

Prontuário: ______________        Liberação para transplante:         Sim            Não      
 

 

Avaliação: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 

Conduta: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 

 

Retorno: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 

Conduta: 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 
 

 

Médico Responsável: ________________________________________________ 

CRM: _______________________ 

 

________________________________________________________________________________

________________________________________________________________________________


