
Treatment Machine:
 نام و نام خانوادگی: ..........................................................................................................................................................................     سن: ......................................................

 كدملي: .......................................................................................................... بيمه پايه: ....................................................... بيمه تكميلي: .................................................
 RT technique:           IMRT sequential              VMAT sequential    
                                     IMRT SIB                          VMAT SIB  

Total dose/Fr Phase 1: Dose/Fr Phase 2: Dose/Fr Phase 3: Dose/Fr ................................................................................................ : Stage       ..................................................................................................................................................... :تشخيص
supine/prone پوزيشن بيمار: ...........................................................................................................................................................................................................................  

تجهيزات و Accessory بيمار : .........................................................................................................................................................................................................................

Verification
method:   EPID               Kv-CT               Mv-CT ............................................... Sessions EPID ................................................ Sessions KvCT ............................................... Sessions MVCT

شماره پرونده: .............................................................................

................................................................................... : ID Pace

پزشك معالج: ...............................................................................

تلفن ثابت: ..........................................................................................

تلفن همراه: ....................................................................................

تاريخ پذيرش: ............................................................................

تاريخ تكميل كارت : ...........................................................

عكس بيمار لوگوی مركز درمانی

Concurrent chemotherapy:                            IN ....................................................................................................... Fraction of Radiotherapy ( ........................ days of Week)
Bolus: yes/no                                                    Thickness: ........................................................................... Fraction: ..............................................................
 Aim of radiotherapy:        Radical            Palliation           Prophylactic          Reirradiation        Neoadjuvant          Adjuvant   

Field number 1 2 3 4 5 6 7 8 9
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Energy

Field dose

Fraction

Plan approval date      physician signature  physicist 1 signature     physicist 2 signature       PSQA

جمهوري اسلامي ايران 
وزارت بهداشت، درمان و آموزش پزشكي

معاونت درمان



تاريخ Weekly assessment مهر و امضا پزشك
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