
ADU LT

Patient Packet

MUST be com pleted and returned within 1

week of receiving this notification.

lf vou are unable to return within l week
please call me at 4O5-27L-7498 to advise.

(Postage paid envelope enclosed, or fax to 405-27t-432g
Attention : Transplant Social Worker)

Tra nspla nt Eva luation
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Nanre:

TRANSPLANT PATIENT INFORMAl'ION
(MTJST BE COMPLETED AND RII'I'I.JRNED WITTIIN ONT] WBBI< OF RECEIVING)

Ci State zipAdd rcss:

Contact Phone Number:

How many miles from your horne is the Oklahoma Transplant Center?

EVALVATION TYPE (Check all that appty)
r I l(idrreylPancreasn Liver

INSURANCE PROVIDER (Check att that appty)
o I Medicare n Medicaid/Sooner Care E ACA Plan n Indian Health n Commercial Insurance n Other

FAMILY BACKGROUND (Please provide name and phone number for all)
o MaLital/Relationship Status: D Married D Single tr Widowed E Divorced tr Other

Name:
o Parents:
o Siblings:
. Children
. Additional Support:

LIVING DONOR(S) (Kidnev ONLY)
r Wlro will be youl living donor? (Nanre and Relationship)

RELIGIOUS/SPIRITUAL
. Do you belong to a religious/spiritual conrmunity? (Church, Terrrple, Mosque, SynagogLre) ! Yes ! No

(lfyes, nanre of institution.)
o Do you have atry persorral, religious or spiritual beliefs tlrat would hinder your healthcare in any way? E Yes n No

HOME ENVIRONMIINT

' Type of Residence: ! Mobile Honte E Apartnrent tr Single Family l-lonre E Nr,rrsing l-lorne/Assisted Living E Section 8
. Who lives in your home with you?
o Do you have any pets? n Yes n No (lf yes, what kirrd(s) and how many?)
. Do you have any stairs? E Yes n No
o Are your bedroom and bathroonr on the sante floor? n yes tr No
o Are all of your r,rtilities in good working order? E yes tl No
. Do yor.r have ally strtlctural damage? (Leaking windorvs/roof, molcl, etc.) E Ycs E No
o Do yotr have any assistive devices in the horne? (llanrps, grab bars, lift chairs, etc.) E Yes D No

BMPLOY T/ITETIIT.EM ENT/I) ISABILITY (Chcclt all tlrnt .rpply)r I Ftrlltinre E Parttirrre n Retirecl n StLrclent n Unernploycrl n SSI tr SSDI n MilitaryDisability n Shqrt-rcrprclisability
n Long{erm clisability [] Woll<ers Conrp E LJrre rnployecl n Lookiug flor rvork

o Nante of current or. last enrp
o Do yort have access to: ! Paid tinre off tr FMLA E Sholt-term disability I l-ong-terrn clisability tr N/A
o Do you plan to l'eturn to work after transplant? fl yes tr No D N/A

End Date:

Date:

TRANSPORTATION
o Do you have a valid license? E Yes tr No
o Do you drive? ! Yes tr No
. How do you get to and from rnedical appointnrent, grocery store, etc?
. Do you have access to and/or utilize sooner ride or soorrer ride nrileage reimbursenrent?

Start Date:
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a

a

a

Do yor"r have any concenls about your job post-transplant? n Yes tr No ! N/A
How do you plan to cover your expenses while off work?
If you are on disability, what is yourdisability based on and when were you deenrecl disabled?

FINANCIAL
. Is your current incoure enough to pay your living expenses (housing, utilities, food, meds, etc?) E Yes E No
o What do you do when you do not have enough utoney during the month to pay your bills?

r Do you receive food starnps? E Yes E No
. Do you have any payday loans/finance loans? n yes E No
o wilt your caregiver being off work have an effect on your income? E yes n No

MILITARY SERVICB

' Have you served in the military? tr Yes E No Branch: _ Years of Service: _ Discharge Disposition. Do you use the VA Clinic? E Yes tr No tr N/A

EDUCATION
o What was the highest grade you completed in school?
. Are yor.r able to read/write/comprehend English? ! yes E No
o What is your native language? Do you read/write/comprehend in your native langr"tage? E Yes n No
r Do you require an interpreter'? E Yes n No

CITIZENSHIP
o Where you born in the United States? E yes D No
o What year did you rnove to the US?

' What is your current citizenship status? E Pennanent Resident ! Naturalized Citizen fl Unclocumented E Work/Student Visa
o Date of Approval Date of Expiration:
r Do you have any outstanding citizenslrip concerns?

ADVANCBD DI RECTIVES/GUARDIANSH IP
. Are you able to urake your owu healtlrcare/fiuancial decisions? ! Yes E No
o Do you have a legal guardian/representative payee? n yes E No
o Do you have an Advance Dir.ective? E yes E No

MEDICAL/ADHERANCE
o What nredical condition caused you to need a transplant?
r What year did you becorne aware of your diagnosis?
o What other health issues do you have?
o Do yott have a Prinrary Care Doctor n Yes n No (lf yes, nanle and phone nurrrber)
o How do you ulanage youl medications? ! Menrory tr List n piilbox ! caregiveL E Other
o Do you have any difficulties paying for, picking up, or taking your nredications? E Yes D No

' Have you ever changed the way you take a medication without talking to the cloctor? n Yes E No

DIALYSIS
.Areyouondialysis?nYesENoDateyotrstarteddialysis?
o What type of dialysis do you do? E l-leuro E PD E Houre Herno E Nocturnal
o Nanre and nunrber of your dialysi s center

What clays clo yor.r do clialysis: E Mon, Wed, FLi E Tues, Thurs, Sat n 7 clays a rveel< E Other
FIow long are you orr the nrachine?

Ho'uv often clo you rtriss clialysis, get on late, or corne off early?

FUNCTIONAL ABI LITY/PBRSONAL CARE
o Do yort have any issttes rvitlt your (check all that apply) nVision n Speech E l-learilg
r Do yotl tlse EWalker E Wheelchair E Cane D Shower Chair n Beclsicle Conrmode ! Electric Wheelclrair/Scootcr

a

a

a

What time are you schedulecl to get olt the clialysis ntachine?
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. Do you exercise? E Yes D No

. Are you able to corrrplete basic houselrold tasks? n Cook E Clean E Laundry E Yard Work E Glocery Slropping

. Are you able to bathe and groorn yourself? E Yes n No

COGNITIVE FUNCTIONING/HEALTH LITERACY
o How do you best learn new information (check all that apply)? n Reading/Personal lesealclt E Verbally E Hancls-on

' Do you have any history of developmental delays/learning differences/special education? E Yes n No

' Do you have any current or past rnedical issues that have affected your cognitive functioning? E Yes E No
r Have you lloticed any problerns with or changes in? n Attention/Concentration I Safety at holtre n Managing nreclical regipren

MENTAL HEALTH and DEPRESSION

' Do you have any curreut or past mental health diagnosis? E Yes E No (check all that apply) tr Depression n Anxiety n panic
attacks n OCD n Bipolardisorder! Anorexia I Bulirniatr ADHD tr PTSDE PersonalityDisorder

o Have you ever been abused (check all that apply) tr Physically E Emotionally E Sexualty
o Have you ever attenrpted suicide or thought about harming yourself or others? D Yes E No
o Have you ever been hospitalized in a psychiatric hospital? E yes n No
o Do you currently or have you ever seen a therapist/counselor/psychiatrist? E Yes n No
o Do you currently or have your ever taken medications fol mental health issues? n Yes n No

COPING STRATEGIES
r Do you have any current stressors in your life? tr yes E No
r What are your coping strategies for dealing with stressful situations?
o Have you had major surgery in the past? E yes E No
r Did you have any physical, emotional, or financial complications after surgery? n Yes n No

SUBSTANCE USE/ABUSB/DEPENDENCE

o Do you now or have you ever smoked, used chewing tobacco, or vapor/e-cigarettes? fl Current E Past
. Do you now or have you ever currently drink alcohol? n Current E past

r Do you now or have you ever used any illegal drugs? E Cnrrent n past
o Do you rlow or have you ever abused prescriptio. drugs? n current E past
o Have you ever been to an alcohol/dr.ug treatmellt program? E yes E No
o Does anyone in your family have a history of drug or arcohor abuse? n yes n No

LBGAL ISSUES

' Are you now or ltave you ever lreen on probation or parole? n Current n Past
o Do you have any current pending legal issues including outstanding warrants? ! Yes E No
o Have you had any substance related legal problerns? E yes ! No

KNOWLEDGE AND UNDERSTANDING OF TRANSPLANT PROCESS
o Do you know anyone else that has had a transplant? E yes E No
. Do you understand the risks associated with having a ttansplant? n Yes E No
o What is your biggest concenl about the transplant or transplant process?
. Have you ever been transplanted before? [J yes E.No
o Have you ever been evaluated for transplant sonrewhere else? fl yes n No

WILLINGNESS AND DESIRE FOR TRANSPLANT
r who referred you l'or transplant evaluation? E l(iclney cloctor E Dial
o what do you think would be soure benefits to having the trarrsPlant?

ysis social worker fl Printary care cloctor n Sell' n Other

. Why clo you want the transltlant?

Patient Signature Date



INSTRUCTIONS: PLEASE READ CAREFULLY AND COMPLETE IN FULL

Please list ALL INCOME coming in to the home (lncluding side jobs,

under the table work, part time jobs, etc.). Please report

ALL EXPENSES monthly. lf expense is paid quarterly or annually,
please divide the amount to come up with a monthly payment.

Do not leave off any regular expenses (including tithes, hair, nails

casinos, cigarettes, alcohol, etc). For bills that vary month to month
please estimate the average monthly expense.

!nCOmg-rvronthly (Brine home after taxes, ins, etc.)

Self Other

Checking/Savings Self Other

FINANCIAL WORKSHEET

EXpenSeS-Monthry

Patient and/or Support (Sign and Print)

Employment

SSI/SSDI

Social Security Retirement (due to age)

Retirement (Employment)

Military Disability

Child Support
Food Stamps (Don't count as income)

Renta I Properties

Royalties

Annuities
lncome from boarders/family
Sooner Ride Gas Reimbursement

Other income

Total lncorne:

Rent or Mortgage (Please circle)

Home/Rent lnsurance

Property Tax

Gas- Natural or Propane (Please circle)

Water - City or Well (Please circle)

Electric

Cable/Home Phone/l nternet

Cell Phone

Car lnsurance

Car/Boat/RV Payment

Gasoline for your car

G roce ries/Toi letries (a bove food sta m p a mount)
Medical Bills

Prescription Meds

Medical lnsurance Premium

Other lnsurance Premiums (Life, etc)

Credit Card Debt

Student Loans/Tuition
Payday Loans

Bank Loans (other than car/home)
Furniture/Applia nce Payment

Tax Payments (lRS, State Tax)

Fines (Tickets, Probation, Parole)

Child Support

Other Debt (Tithes, Cigarettes, Casino, Alcohol

Lawn Service/Housekeeper/Alarm System, etc.)

Totallncome:
TotalRemaining: (+/)

Checking Acct Balance

Savings Acct Balance

401K
tD n

Help, Hope, l-ive

Other Accounts

Saved at home (in safe, under mattress)

PLEASE COMPLETE PRIOR TO MDT APPOINTMENT

Date

Totol Debt:



Employment Benefit Worksheet
ONLY COMPLETE IF EMPLOYED FULL OR PART TIME

Please take to vour HR Depa ftment to have them assist vou in completine th is form !

Benefit Type

Employee

currently has

this benefit
YES OR NO

Employee
can enroll in
this benefit
YES OR NO

0pen
enrollment

period How is time accrued How is benefit paid
Current Availability (total hours

of pTO, etc.)
Paid time off includes vacation
and sick

Paid time of,r (vacation only)

Paid time off (sick only)

Fl\/LA

Shortterm disability

Long{erm disability

401K or other retirement

account

Health Savings Account

Paid time off donation program



Transplant Nutrition Assessment Form

Please fill out this questionnaire prior to your appointment. This information will
contribute to the development of nutrition therapy based on your needs and current
lifestyle habits, Please feel free to include any additional information you feel might be
relevant to your current situation.

Name Gender Age

Height Dry Weight

Please provide information aboutyour past medical history. Check allthose that may apply

O Diabetes
O Cardiovascular Disease
O NeurologicalCondition
O other

O Hypertension
O Cancer
O Osteoporosis

O High Cholesterol
O Kidney Disease

O Liver Disease

Do you have any trouble chewing or swallowing?
Do you have any food allergies or intolerances?
lf yes, please list:

OYes O
OYes O

No

No

Do you take any vitamin, mineral, or herbal supplements?
lf yes, please list all such medication:

OYes ONo

Please list your current exercise/physical activity patterns:

Do you follow a special diet?
lf yes, please describe:

OYes ONo

Please remember to bring your dialysis lab report card with you to your appointment

(qr,n
(r; iry

()lU At I( )N1A

1'I{ANSI'I-AN"I'
CtiN't'El(

Q1 Mc.licll ( i,rrn.r



Pharmacy Appointment Check List

ln vour ment with ph the winq imm un record
be r to to u, ne e

this packet.

lMMUNlzATloN REcoRDs: Please provide the following vaccine records or worr< on obtaining the vaccines. your
dialysis center' primary care provider, local health department , andf orany retail pharmacy will be able to help.

PATIENT NAME (print)

Vaccine name Date of my vaccine My appointment date for the
vaccine (fill out blank bettow if
you did not hove the record but
hove oppointment to get vaccine
in the

lnfluenza (Only needed during
September to March)

Hepatitis B series My last HBsAB titer at

nurse to help you)
Or fill out the date of your shots

dial (ask dialysis

#1 shot:
#2 shot:
#3 shot:
#4 shot:

Shot #2

Shot #3

Tetanus, diphtheria, and
whooping cough (Tdap)

within the last 10 rs

Prevnar 13 (conjugated
pneumonia vaccine)

(one shot
for life). Ask your dialysis nurse
for hel

eumovax 23 (polysaccha ride
pneumonia vaccine)

Pn

(must be
within the last 5 years). Ask your
dialysis nurse for help.

Shringrix (Shingtes) (only if you
are 50 years old or above)

Shot

Shot #2

Shot #L

Shot #2

Patient Signature
Date

Shot #1----



MEDICATION REcoRD: Please provide a complete list of your current medications including over the counter, herbalsupplements' natural products, insulin products, etc... Please include medications that you only takes on an as neededbasis as well' (please use separate sheet of paper if additionar space is needed.)

Medication name

Metoprolol tdrtrote 25 mg 2 tqbs (50m9)two times o doy high blood pressure

ln addition to listing your medicotion(s) obove ond submitting this form,
Foilure to provide any of this information or bring yourmedicotions to this appointment may result in transplont evoluation. Thank you for your cooperotion andwe ore looking forward to meeting with you!

Dose lndications

Patient Signature

deloying your

Date


