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MRN: _______


	PATIENT HEALTH HISTORY QUESTIONNAIRE

	HOW DID YOUR KIDNEYS FAIL?
 

	HOW IS YOUR GENERAL HEALTH?


	HEALTH HISTORY

	HAVE YOU OR DO YOU HAVE ANY OF THE FOLLOWING: Please check all that apply
 FORMCHECKBOX 
 ARTHRITIS                          FORMCHECKBOX 
  BLEEDING PROBLEMS  FORMCHECKBOX 
  CANCER                       FORMCHECKBOX 
  DIABETES

 FORMCHECKBOX 
  HEART PROBLEMS          FORMCHECKBOX 
  HEPATITIS                        FORMCHECKBOX 
  HIGH BLOOD PRESSURE  

 FORMCHECKBOX 
  INFECTIONS                      FORMCHECKBOX 
  KIDNEY PROBLEMS       FORMCHECKBOX 
  LIVER PROBLEMS      FORMCHECKBOX 
  LUNG PROBLEMS 
 FORMCHECKBOX 
  MENTAL HEALTH            FORMCHECKBOX 
  MUSCLE/BONE                FORMCHECKBOX 
 NEUROLOGICAL PROBLEMS
 FORMCHECKBOX 
  SEIZURES                           FORMCHECKBOX 
 STOMACH PROBLEMS   FORMCHECKBOX 
  STROKE                         FORMCHECKBOX 
  THYROID PROBLEMS                                                                                                                                    
 FORMCHECKBOX 
   VISION PROBLEMS         FORMCHECKBOX 
  OTHER PAST MEDICAL OR SURGICAL HISTORY: 

	ALCOHOL USE?  FORMCHECKBOX 
 NO  FORMCHECKBOX 
 YES, HOW MUCH: _________________________________HOW LONG? _____________
TOBACCO USE?  FORMCHECKBOX 
 NO  FORMCHECKBOX 
 YES, PACKS/DAY? __________     DO YOU LIVE WITH SOMEONE WHO SMOKES FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES

	FAMILY HISTORY

	HAS ANYONE IN YOUR FAMILY EVER HAD ANY OF THE FOLLOWING: Please check all that apply

 FORMCHECKBOX 
  HEART DISEASE       FORMCHECKBOX 
 HIGH BLOOD PRESSURE      FORMCHECKBOX 
DIABETES       FORMCHECKBOX 
 STROKE         FORMCHECKBOX 
  MENTAL HEALTH  

 FORMCHECKBOX 
  KIDNEY DISEASE     FORMCHECKBOX 
 LIVER DISEASE                      FORMCHECKBOX 
 SEIZURES       FORMCHECKBOX 
  OTHER: 

	 FORMCHECKBOX 
 No Known Allergies                                                 ALLERGIES


PATIENT NAME:








DATE:



	Allergen
	Type of Reaction
	Allergen
	Type of Reaction

	
	
	
	

	
	
	
	

	
	
	
	

	MEDICATIONS: PRESCRIPTION / NONPRESCRIPTION / HERBALS / VITAMINS

	MEDICATION
	DOSE
	HOW OFTEN
	TAKEN TODAY
	MEDICATION
	DOSE
	HOW OFTEN
	TAKEN TODAY

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	Please use back of sheet if more room is needed

	Have you been able to follow your prescribed medications/ treatments?    FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO
      Why?

	NUTRITION / METABOLIC

	1. How many meals do you usually eat in a day: __________When? ______________________________________________
2. What is your typical daily fluid intake: ____________________________________________________________________

3. How would you describe your appetite:      FORMCHECKBOX 
  GOOD      FORMCHECKBOX 
  FAIR      FORMCHECKBOX 
  POOR     If poor, how long? _______________________________

4. Any recent weight changes:   FORMCHECKBOX 
  NO      FORMCHECKBOX 
  YES, If yes How Much, Over what time? ______________________________________

         4a. What was your usual weight prior to becoming ill? __________ lb or Kg

         4b. What is your height? ____________________ 

5. While eating have you experienced:   FORMCHECKBOX 
  DISCOMFORT   FORMCHECKBOX 
  DIFFICULTY SWALLOWING   FORMCHECKBOX 
  DIFICULTY CHEWING
6. Special Diet:   FORMCHECKBOX 
  NO   FORMCHECKBOX 
  YES, What Type?  __________________________________________________________________________________
          6a. Where did you receive your diet education & from whom? _______________________________________________________________________

7. Who prepares/cooks your meals? ________________________________________________________________________

8. Who does your food shopping? _________________________________________________________________________

9. How often do you eat out in a week? ________ What type? Fast Food ______  Casual Dining ______ Formal Dining _____

10. Healing: Skin scratches, cuts, and/or sores heal well:   FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO,  Please describe: ______________________________

11. Any recent experience with fever and chills?   FORMCHECKBOX 
  NO   FORMCHECKBOX 
  YES, Please describe: _____________________________________

12. If you have diabetes, what method and frequency of blood sugar monitoring do you use?  

           Meter Type: _____________________________________Frequency: _______________________________________
13. Other Comments:

	ELIMINATION

	Please Check all that apply.
1. BLADDER: How many times a day do you urinate? _______ How much? _______________________________________ 
                       FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Urgency   FORMCHECKBOX 
  Retention   FORMCHECKBOX 
  Frequency   FORMCHECKBOX 
  Burning   FORMCHECKBOX 
  Incontinence   FORMCHECKBOX 
  Blood in Urine   FORMCHECKBOX 
  Other: 

2. BOWEL:   FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Diarrhea   FORMCHECKBOX 
  Constipation   FORMCHECKBOX 
  Incontinence   FORMCHECKBOX 
  Pain   FORMCHECKBOX 
  Blood in stool   FORMCHECKBOX 
  Hemorrhoids   FORMCHECKBOX 
  Other 
         When you have problems, what do you do?   FORMCHECKBOX 
  Nothing   FORMCHECKBOX 
  Laxatives   FORMCHECKBOX 
  Enemas   FORMCHECKBOX 
  Other: ________________________
3. Other Comments: 

	SLEEP / REST

	Please Check all that apply.

1. How is your sleep?   FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Difficulty falling asleep   FORMCHECKBOX 
  Not rested after sleep   FORMCHECKBOX 
  Other: _________________________

          What helps you sleep? ______________________________________________________________________________

2. What is your sleep routine?  

          Bedtime: _________ Usual hours of sleep: ________ Do you take Naps?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, if yes how many?  ________

	ACTIVITY / EXERCISE

	Please Check all that apply.

1. I am able to:   FORMCHECKBOX 
 Walk without help   FORMCHECKBOX 
  Walk with help   FORMCHECKBOX 
  Transfer without help   FORMCHECKBOX 
 Transfer with help   FORMCHECKBOX 
  Bedrest only
2. I use:   FORMCHECKBOX 
  Cane   FORMCHECKBOX 
  Walker   FORMCHECKBOX 
  Crutches   FORMCHECKBOX 
  Wheelchair   FORMCHECKBOX 
  Prosthesis (type): ___________________________________________________

3. Do you have any limitations?   FORMCHECKBOX 
 None   FORMCHECKBOX 
  Weakness   FORMCHECKBOX 
  Fatigue   FORMCHECKBOX 
  Shortness of Breath   FORMCHECKBOX 
  Dizziness   FORMCHECKBOX 
 Fainting 

       FORMCHECKBOX 
 Pain, please describe _______________________________________  FORMCHECKBOX 
 Cough, please describe: ________________________________________
4. Do you require oxygen?  FORMCHECKBOX 
  NO      FORMCHECKBOX 
  YES, if yes how much and how often ______________________________________________________
5. Level of exercise:   FORMCHECKBOX 
  Sedentary   FORMCHECKBOX 
  Light   FORMCHECKBOX 
  Moderate   FORMCHECKBOX 
  High, how many times per week? _____

ACTIVITY / EXERCISE (Cont.)
6. Activities of Daily Living (ADL)       Please Circle your choice
  ADL

Independent

Assistance Required

Requires Total Care

Comments

Bathing

I

A

T

Toileting

I

A

T

Dressing

I

A

T

Medication Management

I

A

T

Meal Preparation

I

A

T

Housekeeping

I

A

T

Laundry

I

A

T

Transportation

I

A

T

Shopping

I

A

T

Finances

I

A

T

Medical Appointments

I

A

T

6. Other Comments:

	

	COGNITIVE / PERCEPTION

	Please Check all that apply.

1. Communication / Learning: 
     What is your Primary Language:   FORMCHECKBOX 
  English   FORMCHECKBOX 
  Spanish   FORMCHECKBOX 
  Other: ______________ 
      Do you speak English?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO, if no who usually interprets for you? _____________________________________________________

     Can you read English?  FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO, Can you read Spanish?  FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO, if not what language can you read: ________________
     Hearing:   FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Impaired: _________________________________ Do you use a Hearing Aid?  FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO 

     Vision:     FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Impaired: _________________________________ Do you use?   FORMCHECKBOX 
  Glasses   FORMCHECKBOX 
  Contacts
      Speech:     FORMCHECKBOX 
  No Problems   FORMCHECKBOX 
  Impaired: _______________________________ Do you need an interpreter?  FORMCHECKBOX 
  NO     FORMCHECKBOX 
  YES 
     How do you learn the best?   FORMCHECKBOX 
 Reading   FORMCHECKBOX 
  Demonstration   FORMCHECKBOX 
  Video/TV   FORMCHECKBOX 
  Pictures   FORMCHECKBOX 
  Groups   FORMCHECKBOX 
  Individual instruction
     Level of Education: Highest grade completed: _________ Degree held: _________________________________________
2. Pain / Discomfort:   FORMCHECKBOX 
  None   FORMCHECKBOX 
  Yes, please describe, ______________________________________________________

     Current level of pain (1-10) _____ What is an acceptable level of pain? ______ How is pain controlled: _______________

     Do you have any Numbness or Tingling?   FORMCHECKBOX 
  None   FORMCHECKBOX 
  Yes, please describe, ___________________________________

	SELF-PERCEPTION / SELF-CONCEPT

	1. What do you expect Dialysis to do for you? ________________________________________________________________

     ___________________________________________________________________________________________________

2. What are your concerns about Dialysis? ___________________________________________________________________



	FINANCIAL / INSURANCE

	1. How would you describe your current income?   FORMCHECKBOX 
 GOOD   FORMCHECKBOX 
 FAIR   FORMCHECKBOX 
 POOR
2. If you are not currently working, have you looked into Vocational Rehabilitation?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES
          If Yes, What agency: _______________________________________________________________________________

          If No, Are you interested in looking at a Vocational Rehabilitation program?     FORMCHECKBOX 
 YES   FORMCHECKBOX 
  NO 

3. Do you have Insurance?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, Do you have more than one insurance plan?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES
4. Do you have Medicare?   FORMCHECKBOX 
 NO    FORMCHECKBOX 
  YES, Have you applied?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, When: _____________________

5. Have you received or applied for SSI/D or other Financial assistance?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES  

          IF Yes, What type & when: __________________________________________________________________________

6.  Financial / Social Needs:  Would you like to explore assistance options?
No Problems

Would Like Assistance

Comments

Income (Wages, Social Security, Welfare, Etc).
 FORMCHECKBOX 

 FORMCHECKBOX 

Food (Purchase or Preparation)
 FORMCHECKBOX 

 FORMCHECKBOX 

Medication FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

Utilities

 FORMCHECKBOX 

 FORMCHECKBOX 

Housing/Rent

 FORMCHECKBOX 

 FORMCHECKBOX 

Legal

 FORMCHECKBOX 

 FORMCHECKBOX 

Immigration

 FORMCHECKBOX 

 FORMCHECKBOX 

Other

 FORMCHECKBOX 

 FORMCHECKBOX 

7. Other Comments:

	SOCIAL / SUPPORT

	1.  Do you live alone?   FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO, who do you live with? _________________________________________________

2.  Where to you reside?   FORMCHECKBOX 
 Own Home/Condo/Mobile Home   FORMCHECKBOX 
 Rented Apt/House   FORMCHECKBOX 
 Assisted Living   FORMCHECKBOX 
  ECF

                                          FORMCHECKBOX 
 Other: ________________________________________________________________________

3.  Who do you rely on to help you?   FORMCHECKBOX 
 Home Health   FORMCHECKBOX 
 Meals on Wheels   FORMCHECKBOX 
 Other: _______________________________

4.  What is your usual mode of transportation?  FORMCHECKBOX 
 Drive Self   FORMCHECKBOX 
 Public Trans   FORMCHECKBOX 
Walk   FORMCHECKBOX 
 Family/Friends   FORMCHECKBOX 
 Taxi

5. Who brought you to Dialysis today? ______________________________________________________________________    

6. Are you going to need help with regular transportation?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES
7. How often are you involved with family and friends?   FORMCHECKBOX 
 Daily   FORMCHECKBOX 
 Weekly   FORMCHECKBOX 
 Monthly   FORMCHECKBOX 
 Less frequently than Monthly

8. What do you enjoy for recreation? _______________________________________________________________________
9. How will your kidney failure affect your family/friends and recreational activities?  ________________________________

_____________________________________________________________________________________________________ 

10. Other Comments:



	COPING / STRESS / MENTAL HEALTH

	1. Has your Kidney failure caused stress?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, please describe________________________________________

     ___________________________________________________________________________________________________

2. How do you usually deal with stress?   FORMCHECKBOX 
 Keep to yourself   FORMCHECKBOX 
 Talk to family/friends   FORMCHECKBOX 
 Pray   FORMCHECKBOX 
 Talk with professional

3. Do you feel you are dealing adequately with this stress?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, please describe __________________________

     ___________________________________________________________________________________________________

4. Have you ever suffered from:   FORMCHECKBOX 
  Depression   FORMCHECKBOX 
  Emotional Illness, ___________________________________________

5. Have you participated in counseling?  FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, if yes are you still receiving counseling?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES 

6. Have you ever attempted suicide?  FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, _________________________________________________________

7. Other Comments:

	VALUES / BELIEFS

	1. Are Cultural or Religious practices important to you?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, _________________________________________
2. How involved in community activities, groups, social events or volunteering?   FORMCHECKBOX 
 Daily   FORMCHECKBOX 
 Weekly   FORMCHECKBOX 
 Monthly   FORMCHECKBOX 
 Less 

3. Do you have any of the following?

YES

NO

Comments:

Advance Directive (living will, durable power of attorney for healthcare, and health care proxy)
 FORMCHECKBOX 

 FORMCHECKBOX 

Appointee:

Do Not Resuscitate Order 

 FORMCHECKBOX 

 FORMCHECKBOX 

Court Appointed Guardian

 FORMCHECKBOX 

 FORMCHECKBOX 

Appointee:

Durable Power of Attorney for Financial

 FORMCHECKBOX 

 FORMCHECKBOX 

Appointee:

4. Would you like more information about Advanced Directives?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES
5. Other Comments:


	DIALYSIS & TRANSPLANTATION

	Has your physician or another healthcare professional discussed any of the following with you:

1. Treatment Options available to you?  FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, If yes which   FORMCHECKBOX 
 Hemodialysis   FORMCHECKBOX 
 Peritoneal Dialysis   FORMCHECKBOX 
 Home Hemodialysis
2. Vascular Access Options   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, if yes what type   FORMCHECKBOX 
 Fistula   FORMCHECKBOX 
 Graft   FORMCHECKBOX 
 Catheter
         a. Have you had an access placed?  FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, if yes what type   FORMCHECKBOX 
 Fistula   FORMCHECKBOX 
 Graft   FORMCHECKBOX 
 Catheter

         b. Surgeon’s Name: _________________________________  Hospital: ______________________  Date: ___________

3. Renal transplantation options?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES

          a. Are you interested in receiving a kidney transplant?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES

          b. If yes, have you begun the evaluation process?   FORMCHECKBOX 
 NO   FORMCHECKBOX 
  YES, if yes where? ​​​​​​​​​​​​​​​​​​​​​​​​​______________________________

3. Other Comments: 

	Patient Signature:                                                                        

	Signature of person filling out Questionnaire:
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