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CHECK LIST PARA REALIZAÇÃO DE QUIMIOEMBOLIZAÇÃO 
 

NOME: ________________________________________________________________________ 

REGISTRO:______________________ IDADE:_________ ANOS (DN:____/____/____) 

TELEFONE:____________________________________________________________________ 

CIRROSE: (  )SIM (  )NÃO ETIOLOGIA:_____________________________________________ 

ASCITE: (  )SIM (  )NÃO      EH:(  )SIM (  )NÃO 

TROMBOSE PORTAL (  )SIM (  )NÃO   → SE SIM: TUMORAL (  )SIM (  )NÃO 

CHILD:__________(________ PONTOS) MELD:_________ 

COMORBIDADES:______________________________________________________________ 

MEDICAÇÕES: _________________________________________________________________ 

_______________________________________________________________________________ 

 

 

INDICAÇÃO: (  ) DOWNSTAGING  (  ) PALIATIVO  (  ) PONTE 

 

QUIMIOEMBOLIZAÇÃO PRÉVIA (  ) SIM (  ) NÃO 

(___/___/___):___________________________________________________________________ 

(___/___/___):___________________________________________________________________ 

(___/___/___):___________________________________________________________________ 

 

EXAMES COMPLEMENTARES 

 

EXAMES LABORATORIAIS (___/___/___) 

HB____ HT____ VCM____ LEUCO____ NEUT_____ LINF_____ PLAQUETAS____________ 

AST____ ALT____ FA____ GGT____ BIL TOTAL____ BIL DIRETA____ RNI____ 

ALB____ AFP________ CREA_____ URE_____ NA_____ K_____ 

 

TC TÓRAX (___/___/___):_________________________________________________________ 

AVALIAÇÃO PNEUMO (  )SIM (  )NÃO _____________________________________________ 

 

CINTILOGRAFIA ÓSSEA  (___/___/___):___________________________________________ 

_______________________________________________________________________________ 

 

TC ABDOME (___/___/___):_______________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

RNM ABDOME (___/___/___):_____________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 


