 Society for Transplant Social Workers Psychosocial Assessment Tool for Potential Organ Transplant Recipients 
IDENTIFYING INFORMATION 
Name__________________________________________________________ DOB______/_________/_________Age_________
Address________________________________________________________________________________________________________ 
Referring MD ______________________________  Your Contact Information____________________________________
Primary language____________________________ Religion _________________________________________________ 
Church Name___________________________ Do you have any religious, ethnic or personal objections to accepting blood products, surgery and/or transplant? ____________________________________________________
Citizenship 
Where were you born?___________________ What year did you move to the US? ____________________
 Status? ____________________Date of Approval/Expiration: ______________Do you have   concerns?_________                                                                       
FAMILY BACKGROUND & SUPPORTIVE RELATIONSHIPS 
Marital/Relationship Status/ Years:_______________________________Name/Age:_____________________________
Parental information: 
Mother’s Name/Age:__________________________________________________________________________________________
Father’s Name/Age:___________________________________________________________________________________________
Sibling information Names/Ages
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Children/For females: Number of pregnancies ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Home Environment 
Living Situation: ☐ Private Home ☐ Apartment ☐ Trailer ☐ Assisted Living ☐ Nursing Home ☐ Other: _________________________________________________________________________________________________________
Assistive devices in the home – grab bars, shower chair, lift chair, ramp, elevator, etc _________________________________________________________________________________________________________________



[bookmark: _GoBack]Support/Caregiver Plans 
Who will be your Primary Caregiver? _______________________________________________________________________
		Health status & availability: ________________________________________________________________
Who will be your Secondary Caregiver? ____________________________________________________________________
		Health status & availability: ________________________________________________________________
Other Important Supportive Relationships: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. Have you been or are you currently a caregiver for someone else? Who?_____________________________
3. Are there any ongoing family disagreements or issues that may be impacted by the Transplant?
    _______________________________________________________________________________________________________________
4. Does anyone in your household or caregiving team use tobacco, or abuse alcohol or illicit substances? __________________________________________________________________________________________
Donors
Do you have any potential donors?__________________________________________________________________________
Advance Directives 
Do you have a DPOA for Healthcare or Finances? Yes / No A Living Will ? Yes/No Who is the Proxy?__________________________________________________________________________________________________________ 
EDUCATION/EMPLOYMENT/FINANCIAL SITUATION 
What is the highest level of education you completed? ☐Grade: ____Grade ☐ HS graduate ☐Associates ☐Bachelors ☐Masters ☐PhD ☐ Where: ______________________________________________________
What type of work do you do? _______________________________________________________________________________
How long have you been employed? ________________________________________________________________________
Are you still working? ________________If still working, is it full time or part time? ________________________
If no longer working, your status is: ☐ Disability ☐ Retirement (start date) ___/___/______ ☐other: 
Date of last employment: _______________________
Spouse/S.O. Employment Status:_____________________________________________________________________________
Financial Status 
Do you have any current financial concerns? _______________________________________________________________
Is current income adequate to meet monthly needs and current medications? Yes / No 

Have you ever filed for bankruptcy? ☐No ☐Yes If Yes, When? ______________
Disability 
		             Date___________
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☐SSDI (filed/approved/pending) 
☐SSI (filed/approved/pending) 
☐Short-term disability (available, how long before it starts)
☐Long-term disability (available, started, pending) 
☐VA Disability (start/stop date/pending) 


INSURANCE/RESOURCES 
Primary Insurance: _____________________________Secondary Insurance: ___________________________________ 

Who currently pays your insurance premiums? Cost per month? _____________________________________

Medication coverage 

What are your medication costs for generic/ brand name?________________________________________________
What Pharmacy do you use? _________________________________________________________________________________

UNDERSTANDING OF MEDICAL SITUATION 
What is the cause of your kidney disease?__________________________________________________________________
How long have you known about your kidney failure? ___________________________________________
Dialysis Center, Schedule and Start Date:___________________________________________________________________
__________________________________________________________________________________________________________________
Treatment Compliance/Adherence 
How do you manage your medications now?   ☐ Memory ☐ List ☐ Pillbox ☐ Caregiver ☐Other: 
Do you have any difficulties in getting or taking your medications? Yes / No_________________________ 
Knowledge & Understanding of transplant process 
Do you know anyone else that has had a transplant? Yes   No ____________________________________________
What do you think your support system’s main concern is about you getting a transplant? __________________________________________________________________________________________________________________
Please describe a stressful time in your life and how you coped with that stress: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How do you think receiving a kidney transplant would change your life? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FUNCTIONING ABILITY/PERSONAL CARE 
Function Ability 
Ambulation:  ☐ Unassisted    ☐ Assisted  ☐ Non-ambulatory 
Vision:  ☐ No vision impairment ☐ Mild/Moderate Impairment ☐ Significantly Impaired 
Hearing:   ☐ No hearing impairment ☐ Mild/Moderate Impairment  ☐ Significantly impaired 
Transportation:  ☐ Drive self   ☐ Able but do not  ☐ Family drives  ☐ Public transportation
Sleep: ☐ No problems ☐ Some difficulty-uses sleep aide  ☐ Sleep Apnea – uses CPAP 
Exercise: ☐ Routinely   ☐ Occasionally ☐ Does not exercise 
Household tasks – are you independent with: 
☐ Cooking       ☐ Cleaning/laundry   ☐ Yardwork    ☐ Shopping (grocery and personal) 
Hobbies/Interests 
What are your hobbies/interests (pastimes and stress-relievers)? ______________________________________
Do you have any activities that you’re unable to do now, that you hope to return to after transplant? __________________________________________________________________________________________________________________
Cognitive Functioning/Health Literacy: 
How do you best learn new information? ___________________________________________________________________
Do you have any history of developmental delays/learning differences/special education/OT/PT/Speech? ___________________________________________________________________________________
Do you have any current or past problems with a medical issue that has impacted your cognitive function? _______________________________________________________________________________________________________

MENTAL HEALTH 
Do you have a history of: ☐ Depression ☐ Anxiety ☐ Panic attacks ☐ PTSD ☐ BPD ☐ Bipolar disorder ☐ Schizophrenia ☐ OCD  ☐ Anorexia ☐ Bulimia ☐ ADHD Other:_______________________
Has anyone ever physically, emotionally, or sexually abused you?________________________________________ 
Have you ever attempted suicide or thought about harming yourself or others? ☐ Yes ☐ No *If Yes, please described: ______________________________________________________________________________________________
Have you ever been hospitalized in a psychiatric hospital? ☐ Yes ☐ No *If yes, date: _________ Diagnosis: _____________________________ Symptoms: ___________________________________________________________ 
Do you currently or have you ever seen a therapist/counselor/psychiatrist? ☐ Yes ☐ No *If yes, indicate Name/Contact Information: ________________________________________________________________________
Have you used medications for mental health issues, sleep and/or pain now or in the past? ☐Yes ☐No *If yes, please indicated names/dosages/prescribing provider information: __________________________________________________________________________________________________________________

SUBSTANCE ABUSE 
Tobacco 
Have you ever smoked/chewed tobacco? If so, what age did you start and when was the last time you used tobacco? ____________________________________ How often/much?________________________
Alcohol 
Do you drink alcohol ☐Yes ☐No  How often/much?______________________________
Illicit Substances 
Have you ever used any illicit drugs?___________________________________________________________________
Any history of prescription drug abuse? How much?__________________________________________________
When was the last time you used (what & amount)? _______________________________________________
Substance Abuse & Treatment History 
What is your family history with alcohol and drug use? ____________________________________________
LEGAL ISSUES 
Are you currently or have you ever been on probation, parole, or had any warrants for your arrest?_____________________________________________________________________________________________________ 
Have you had any substance related legal problems? _________________________________________________
Do you have any current child support concerns? ____________________________________________________
Do you have a valid driver’s license? ___________________________________________________________________
VA Benefits 
Have you served in the military? ☐Yes ☐No  	Do you use a VA Clinic? Yes / No 
If yes: Branch: ______________ Years of Service:____________ Honorable Discharge ___________ 
Were you involved in active combat? Do you know what/if any benefits are available to you? ________


