PATIENT HISTORY

NAME DOB SEX DATE

MARRIED SINGLE 'DIVORCED 'WIDOW/ER SEPARATED

REFERRING DOCTOR

WHY WERE YOU REFERRED TO THE TRANSPLANT PROGRAM AT MEDICAL CITY

PERSONAL HISTORY

OCCUPATION 'SPOUSE'S OCCUPATION

PREVIOUS OCCUPATIONS

IF MARRIED, HOW LONG ‘PREVIOUS MARRIAGES-NUMBER

EDUCATION: HIGHEST GRADE LEVEL ATTAINED(YRS)

DEGREES?

BIRTHPLACE

FAMILY HISTORY

AGE 'STATE OF HEALTH IF NOT LIVING, CAUSE OF DEATH/AGE

FATHER

MOTHER

BROTHERS

SISTERS

SONS

DAUGHTERS

ANY ILLNESS WHICH RUNS IN YOUR FAMILY(BE SPECIFIC, DIABETES, HEART DISEASE,TYPE, CANCER, TB

HIGH BLOOD PRESSURE)AND WHO IN THE FAMILY HAS THE DISEASE




PATIENT HISTORY

PLACE A CHECK ON ALL ITEMS THAT PERTAIN TO YOU ON THE FOLLOWING PAGES

DO YOU HAVE ANY ALLERGIES TO THESE ‘

IODONE | TAPE | IVDYE LATEX SHELLFISH

MEDICATIONS

FOOD/OTHERS

REACTION

HAVE YOU EVER HAD BLOOD TRANSFUSIONS

DID YOU HAVE ANY REACTION TO THE BLOOD TRANSFUSION

DIAGNOSIS/CONDITIONS

DATE DIAGNOSIS
DATE DIAGNOSIS
DATE DIAGNOSIS
DATE DIAGNOSIS
DATE DIAGNOSIS
DATE DIAGNOSIS
DATE DIAGNOSIS

OPERATIVE/INVASIVE PROCEDURES

DATE PROCEDURE
DATE PROCEDURE
DATE PROCEDURE
DATE PROCEDURE
DATE PROCEDURE
DATE PROCEDURE

DO YOU HAVE SPECIAL DIETARY NEEDS

USUAL DIET ‘SPECIAL NEEDS

HOW MANY MEALS PER DAY

MEDICATIONS

MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN
MEDS DOSE HOW OFTEN




PATIENT HISTORY

DO YOU HAVE ANY PROBLEMS WITH EYE/EAR/NOSE/THROAT

HEARING LOSS VISION IMPAIRMENT EYE PAIN GLAUCOMA
CATARACTS SINUS PROBLEMS ‘ HAY FEVER SPEECH PROB
HEADACHES DENTAL PROBLEMS HEAD INJURIES COLDS
NOSEBLEEDS SORE THROATS RED EYES LOSS OF SMELL
HOARSENESS SORES IN MOUTH ‘ EARACHES EAR INFECTIONS
RINGING IN EARS DRAINAGE FROM EARS PAIN IN NECK THYROID PROB
DIZZINESS RETINAL DISEASE ‘ PAIN/BLEEDING GUMS

NEUROLOGICAL DO YOU HAVE ANY PROBLEMS WITH

STROKES SEIZURES HEADACHES SLEEP DISTURBANCES
TINGLING SPINNING LIGHT HEADED ANXIETY DEPRESSION
EXCESSIVE SWEATS ‘PARALYSIS ‘SUICIDAL THOUGHTS PSYCHIATRIC ILLNESS

RESPIRATORY DO YOU HAVE ANY PROBLEMS WITH

BREATHLESS WITH EXERCISE BREATHLESS AT REST WHEEZING ‘BRONCHITIS
PHLEGM ‘COUGH PAIN IN CHEST PAIN ON COUGH

PAIN WITH BREATH ‘COUGH BLOOD ‘HISTORY OF PNEUMONIA
CARDIOVASCULAR DO YOU HAVE ANY PROBLEMS WITH

HEART ATTACK HIGH BLOOD PRESSURE ‘EDEMA CHF

HEART DEFECT CHEST PAIN ‘RAPID HEART RATE MURMUR
IRREGULAR HEART RATE ‘BREATHLESS WHEN FLAT ‘BREATHLESS AT NIGHT
PASSING OUT ‘RHEUMATIC FEVER

ABNORMAL CHOLESTEROL ‘ABNORMAL TRIGLYCERIDES

GASTROINTESTINAL DO YOU HAVE ANY PROBLEMS WITH

ULCER HEPATITIS 'REFLUX OBSTRUCTION 'NAUSEA
LIVER DISEASE PANCREATITIS INCREASED APPETITE

DECREASED APPETITE ABDOMINAL PAIN BLACK/TARRY STOOLS

EXCESS GAS BELCHING VOMITING VOMITING BLOOD 'DIARRHEA
CONSTIPATION 'BLOODY BOWELS HEMORRHOIDS

INFECTIOUS DISEASE HAVE YOU EVER HAD

B CHICKEN POX HIV TRANSPLANT

MEASLES MUMPS 'OTHER CHILDHOOD DISEASES

BLOOD DISORDER/CANCER

MUSCULOSKELETAL DO YOU HAVE ANY PROBLEMS WITH

ARTHRITIS 'SCOLIOSIS RASHES BRUISES 'SORES

FRACTURES/SPRAINS/STRAINS

ENDOCRINE DO YOU HAVE ANY PROBLEMS WITH

DIABETES HOW LONG ‘INSULIN ‘DIET CONTROLLED

THYROID PITUITARY

GENITOURINARY DO YOU HAVE ANY PROBLEMS WITH

BLADDER/KIDNEY/PROSTATE INFECTIONS ‘BURNING ON URINATION PROTEIN IN URINE
BURNING ON URINATION ‘LOSS OF URINARY CONTROL FREQUENT URINATION
BLOOD IN URINE DIFFICULTY STARTING STREAM ‘KIDNEY STONES

KIDNEY DYSFUNCTION FLANK PAIN ‘URINATION AT NIGHT ‘HOW OFTEN

DO YOU REQUIRE OR HAVE ANY OF THESE

GLASSES CONTACTS 'HEARING AID 'PACEMAKER ICD MODEL

ARTIFICIAL ‘LOOSE TEETH ‘REMOVABLE DENTAL WORK |PARTIAL [FULL




PATIENT HISTORY

DO YOU REQUIRE ANY OF THESE

CRUTCHES CANE 'WHEELCHAIR 'WALKER

IMMUNIZATION HAVE YOU HAD

ADULT

PEDIATRIC

DO YOU OR HAVE YOU EVER USED

CAFFEINE CUPS PER DAY 'AMOUNT OF TEA AMOUNT OF SODA
ALCOHOL AMOUNT PER DAY

TOBACCO HOW LONG DID YOU SMOKE 'SMOKING NOW Quit

REPRODUCTION MALE HAVE YOU HAD ANY

LOSS OF SEXUAL INTEREST

‘DIFFICULTY WITH ERECTION

BUMPS OR SWELLING IN GROIN OR GENITAL AREA

‘HISTORY SEXUALLY TRANSMITTED DISEASE

HIGH RISK FOR HIV/AIDS

REPRODUCTION FEMALE HAVE YOU HAD ANY

AGE MENSTRUATION BEGAN

‘DURATION OF PERIODS INTERVAL BETWEEN PERIODS

PERIODS REGULAR BLEEDING BETWEEN PERIOD DATE OF LAST PERIOD
PAINFUL PERIODS HEAVY PERIODS ‘ ON BIRTH CONTROL

AGE OF MENOPAUSE VAGINAL DISCHARGE # OF PREGNANCIES‘ ‘# OF BIRTHS
DATE OF LAST PAP NL AB ‘LUMPS ON BREAST

LAST MAMMOGRAM DATE ‘LOSS OF SEXUAL INTEREST

BUMPS OR SWELLING IN GROIN/GENITAL AREA ‘ WARTS

HISTORY OF SEXUALLY TRANSMITTED DISEASE HIGH RISK FOR HIV/AIDS

HAVE YOU HAD AND DATE

CHEST XRAY DATE UPPER GI SERIES DATE EKG DATE
ABDOMINAL SONO DATE CT/MRI DATE STRESS TEST DATE
ECHO DATE CARDIAC CATH DATE HEART BIOPSY DATE




