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Medical History Form – Kidney Transplant Evaluation 
Please fax this form to: Transplant Referral Center at 713-704-0081
Patient Name: _________________________________________________   Age: _                   _________
Primary Care Physician: _______________________________      Phone Number: _ _________________
Nephrologist: ________________________________________    Phone Number: _________   ________
Dialysis Center: _______________________________________   Phone Number: __________________
Medical History

What is the cause of your child’s kidney failure? ____    ____________  ___________________________
Have they had a kidney biopsy?   □No  □Yes   Date:__ ______ Name of hospital:_____________  ____
Are they on dialysis?   □No  □Yes    If yes, what is the date of their first treatment?:_______          ____
Dialysis Type: □Hemodialysis  □Peritoneal   Type of access: □AVF □Peritoneal □Graft □Catheter
Have they ever had a clotted dialysis access?  □No  □Yes     If yes, how many times?______    __ _____

Have they had any blood transfusions?   □No  □Yes     How many? _____  Date of last: _______  _____
Have they ever had a blood clot?  □No  □Yes     If yes, how many times? ______                      ________
Do they make urine?    □No □Yes      If yes, how much daily?  □less than 1 cup     □more than 1 cup
If no, what is the estimated date they stopped making urine? __________ _____
Do they have any difficulty urinating?  □No  □Yes    If yes, please describe: ______________________
Birth History

Delivery by?  □Vaginal birth  □Caesarean    Delivery Complications? __________________  _________
Please indicate any medical problems during pregnancy:   □None
Specify:

_____________________________________________________________________________________  

Birth Weight: _    _________
Birth Length: _    _________
Gestational Age at Birth: _______     ___
Allergies
Does your child have any drug allergies?  □No  □Yes            Do they have a latex allergy?  □No  □Yes   

List allergies:

_________________________________________ Reaction: ___ ________________________________
                        ______________________________ Reaction: __________________    ________________       
                   _______________________________ _ Reaction: ____________________ _______________
Transplant History                
Is your child on the UNOS wait list for a transplant?   □No   □Yes   

If yes, what is the name of the transplant center? _____                                          ____________________
Date they were activated on the UNOS wait list? __               ____                                               ___________

Has your child had a transplant before?  □No   □Yes    
If yes, what is the name of the transplant center: ____                                                      ______________   _
Number of previous kidney transplants: ________          Date of their previous transplant: ___  ________                                
Date transplant failed: ____________________     Date they restarted dialysis: _____________________

Living Donors 

Please do not list names.
List any possible living kidney donors your child may have. Include age, relationship, and health status.  

1. ___________________________________________________________________________________
2. ___________________________________________________________________________________
3. ___________________________________________________________________________________
4. ___________________________________________________________________________________
Routine Health Maintenance
Is your child up to date on their vaccinations? □No  □Yes

*Please be prepared to provide a current vaccination record at your child’s evaluation appointment.* 

Does your child see a dentist?  □No  □Yes

Name & phone number of dentist: ________        ___    ________________________________________
Does your child see an urologist? □No  □Yes  

Name & phone number of urologist: ________                  _______________________________________
Does your child see a cardiologist? □No  □Yes
Name & phone number of cardiologist: ___________    ________________________________________
Medical History
Has your child ever been diagnosed with the following?

	Disease
	Yes
	Age at Time of Diagnosis
	Comments

	Hypertension (HTN)
	
	
	

	Diabetes
	
	
	Diet controlled □         Oral meds □        Insulin □ 

	Tuberculosis (TB)
	
	
	Have you had treatment?    □No  □Yes

	Lung Disease
	
	
	

	Heart Disease
	
	
	

	Hepatitis
	
	
	Type A □                   Type B □           Type C □
Have you had a liver biopsy?   □No  □Yes

	HIV
	
	
	

	Cancer
	
	
	

	Other:
	
	
	

	Other:
	
	
	


Diagnostic Studies      
In the last year, has your child had of the following tests?

Echocardiogram:   □No  □Yes   Date: _______________ Facility: _______________________________
Renal Ultrasound:   □No  □Yes   Date: _______________ Facility: ______________________________
Please list any other imaging tests your child had.
Test: _________            _____         Date: _______________ Facility: _______ _______________________
Test: ___           _______ ____         Date: _______________ Facility: ______________________________
Surgical History

Please list all surgeries your child has had.

	Date of surgery 
	Type of surgery
	Location of surgery (hospital)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Family History                     
Please check all that apply. 

	Disease
	Mother
	Father
	Grandmother
	Grandfather
	Brother(s)
	Sister(s)

	Kidney disease
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	

	Heart disease
	
	
	
	
	
	


List any other diseases not mentioned above.

	Disease
	Mother
	Father
	Grandmother
	Grandfather
	Brother(s)
	Sister(s)

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Current Medications
Please list all of the medications your child is currently taking.

1.________________________________________   7. _______________________ _________________
2.________________________________________   8. _______________________ _________________
3.________________________________________   9. _______________________ _________________
4.________________________________________   10.______________________  _________________
5.________________________________________   11._______________________  ________________
6.________________________________________   12.________________________  _______________
Social History
Who is your child’s primary care giver? _____________________________________________________

Who lives in the home with the child? ______________________________________________________
Are there any custody issues?   □No □Yes    

If yes, please explain:  ___________________________________________________________________
Does anyone smoke cigarettes in the house?  □No  □Yes   If yes, whom? ______   ________________
Is your child in school?   □No □Yes   If yes, what grade? ______ _____________________________ __
Does your child have any issues in school? ______ ____________________________________________

Is there anything else you feel the transplant team needs to know about your child’s health history?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Review of Systems                                   
Check all that apply.
	Genitourinary
	Yes
	No
	Comments

	Urinary infections
	
	
	

	Kidney stones
	
	
	

	Blood in urine
	
	
	

	Bed Wetting/Accidents
	
	
	

	Reflux of urine
	
	
	

	Skin
	Yes
	No
	Comments

	Skin rash
	
	
	

	Ear/ Nose/ Throat
	Yes
	No
	Comments

	Repeated sinus infections
	
	
	

	Repeated ear infections
	
	
	

	Dental problems
	
	
	

	Last dental exam
	
	
	

	Eyes
	Yes
	No
	Comments

	Glasses or contacts
	
	
	

	Eye disease
	
	
	

	Eye surgeries
	
	
	

	Respiratory
	Yes
	No
	Comments

	Asthma/ Bronchitis
	
	
	

	Lung disease
	
	
	

	Tuberculosis (TB)
	
	
	

	Sleep apnea
	
	
	If yes, do they use a CPAP machine?   □No  □Yes

	Cardiovascular
	Yes
	No
	Comments

	Chest pain
	
	
	

	Irregular heart beat
	
	
	

	Stroke
	
	
	

	Increased cholesterol or triglycerides
	
	
	

	Neurology
	Yes
	No
	Comments

	Reaching appropriate developmental milestones? (i.e. crawling, walking, talking, etc.)
	
	
	

	Seizures
	
	
	

	Bones/Joints
	Yes
	No
	Comments

	Bone pain
	
	
	

	Elevated PTH (Parathyroid)
	
	
	

	Fractures of bones
	
	
	

	Gastrointestinal
	Yes
	No
	Comments

	Heartburn/Reflux
	
	
	

	Stomach ulcers
	
	
	

	Constipation
	
	
	

	Diarrhea
	
	
	

	Vomiting /Vomiting blood
	
	
	

	Blood in bowel movements
	
	
	

	Decreased  appetite
	
	
	

	Gallstones
	
	
	

	Pancreatitis
	
	
	

	Endocrine
	Yes
	No
	Comments

	Diabetes
	
	
	

	Thyroid problems
	
	
	

	Growth failure
	
	
	

	Precocious puberty
	
	
	

	Delayed puberty
	
	
	

	Gynecology
	Yes
	No
	Comments

	Irregular menstruation
	
	
	

	Psychiatric
	Yes
	No
	Does your child see a psychiatrist? If yes, provide name and phone number:

	ADHD
	
	
	

	Depression
	
	
	

	Anxiety
	
	
	

	Psychosis
	
	
	

	Other
	Yes
	No
	Comments

	
	
	
	

	
	
	
	


Physician signature: ______________________________________ Date: _________________________
Coordinator review: ______________________________________ Date: _________________________
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