The Christ Hospital Health Network

RECIPIENT REGISTRATION INFORMATIONPRIVATE 

Phone: 513-585-2493    Fax: 513-585-0433
Please complete this form prior to your appointment.

INFORMATION GIVEN IN THIS QUESTIONNAIRE WILL REMAIN CONFIDENTIAL AND AVAILABLE TO THE CHRIST HOSPITAL TRANSPLANT TEAM ONLY
Date: __________ Name: ______________________________ Preferred name ________________



               (Full legal name with middle initial)
DOB: _______________ Social Security ______________________ Marital status:______________   

Race____________​​​​____ Preferred language: ______________ Height ________Weight _________  
Address: _____________________________City/ST:___________________Zip:_______________
County: ______________________       Email: ___________________________________________
Home Ph#:___________________ Cell Ph#:___________________ Work Ph#_________________
Best way to contact you during the day? (Please circle one)     Home Ph #          Cell Ph #         E-Mail 
Emergency Contact: _________________________________ Relationship: ___________________
Emergency Contact’s Home Ph #:_______________________ Cell Ph #:______________________
Primary Nephrologist: ________________________ Nephrologist’s Ph #: ______________________
Type of Dialysis: HEMO _____ PD_____  Type of Access _____________  Start date ____________
Name of Dialysis Unit _____________________________  Dialysis Ph #:______________________
Do you still make urine:  Y/N



Blood Transfusions: Y/N            How many: ___________  When: ____________________________
Previous transplant: Y/N            How many: ___________  Dates: ____________________________
# of Children_____________  # of Pregnancies______________   # of Miscarriages______________
History of Cancer: Y/N      Type: _______________   When: ____________      Radiation/chemo: Y/N
Diabetes: Y/N           Type: I/II
    Insulin dependent: Y/N
        Age of onset of diabetes ________
Please Check Yes or No to the following questions:
	Have you ever been treated for the following?
	YES
	NO 
	Have you ever been treated for the following?
	YES
	NO

	Abdominal Pain
	
	
	Impaired Hearing
	
	

	Alcohol abuse
	
	
	Impaired Vision
	
	

	Anemia
	
	
	Irregular Heartbeat
	
	

	Anxiety
	
	
	Kidney Infection
	
	

	Arthritis
	
	
	Kidney Stones
	
	

	Backache
	
	
	Leg Cramps
	
	

	Bladder Infection
	
	
	Liver Disease
	
	

	Bladder Problem
	
	
	Long Term Skin Disease
	
	

	Bleeding Problems
	
	
	Lung Disease
	
	

	Blood Clots
	
	
	Lupus
	
	

	Bruising
	
	
	Marijuana Use – Amt per day / Date last used
	
	

	Cancer
	
	
	Menstrual History
	
	

	Cataracts
	
	
	Night Time Urination
	
	

	Change in Bowel Habits
	
	
	Nose Bleeds
	
	

	Chest Pain
	
	
	Numbness
	
	

	Chronic Pain
	
	
	Pacemaker
	
	

	Concussion
	
	
	Polycystic Kidney Disease
	
	

	Congestive Heart Failure
	
	
	Pulmonary Hypertension
	
	

	Constipation
	
	
	Prostate Difficulties
	
	

	Convulsions
	
	
	Prostate Enlargement 
	
	

	Depression/Worry
	
	
	Rectal Bleeding
	
	

	Diarrhea
	
	
	Rheumatic Fever
	
	

	Difficult Urination
	
	
	Sickle Cell Anemia
	
	

	Dizziness/Vertigo
	
	
	Skin Cancer
	
	

	Drug Addiction
	
	
	Smoke Cigarettes – How Many per day?
	
	

	Ear Drainage
	
	
	Street (Illicit) Drug Use – Name / Date last used
	
	

	Ear Ringing
	
	
	Stroke
	
	

	Fainting Spells
	
	
	Swelling 
	
	

	Glaucoma
	
	
	Thyroid Imbalance
	
	

	Gout
	
	
	Tuberculosis
	
	

	Headaches
	
	
	Ulcers/Heartburn
	
	

	Heart Attack
	
	
	Urinary Tract Infection
	
	

	Heart Disease
	
	
	Venereal Infection
	
	

	Heart Murmur
	
	
	Vomited Blood
	
	

	Hemorrhoids
	
	
	
	
	

	Hepatitis
	
	
	
	
	

	Herpes
	
	
	
	
	

	Hiatal Hernia
	
	
	
	
	

	High Blood Pressure (Hypertension)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Testing/Date/Where
Colonoscopy: Y/N ___________________

EGD: Y/N ________________________
PAP: Y/N__________________________

Mammogram: Y/N__________________
Dental exam: Y/N___________________


Sleep Study: Y/N ___________________ CPAP or BIPAP: Y/N _____________________________
Kidney Biopsy: Y/N ________ Where:_________________________ When: ___________________
Please list your doctors: 
Primary Care: _________________________
  Dermatologist______________________________

Cardiologist: __________________________
  Pulmonologist:_____________________________

Gyn/OB: _____________________________
  Urologist: __________________________________

Hematologist: _________________________
  Neurologist: ________________________________

________________________________________________________________________________

If you have answered “Yes” to any of the previous questions, please use this space to provide us with as much detail as possible, including dates and any other pertinent data.
1._______________________________________________________________________________________________
2._______________________________________________________________________________________________
3._______________________________________________________________________________________________
4. _______________________________________________________________________________________________
Please list prior surgeries / hospitalizations:

    Date           Reason                                                        Hospital (City, State)                           Doctor  

1._______________________________________________________________________________________________

2._______________________________________________________________________________________________
3._______________________________________________________________________________________________

Any additional questions or comments?  

1._______________________________________________________________________________________________

2._______________________________________________________________________________________________

3._______________________________________________________________________________________________ 
List all medications you are currently taking including all over-the- counter medicines /Birth Control pills/Hormone Replacement Therapy /herbals/supplements:

1.____________________________________________       7. ______________________________________________

2. ____________________________________________     8._______________________________________________

3. _____________________________________________   9. ______________________________________________

4. ___________________________________________     10. ______________________________________________
5. ___________________________________________     11. ______________________________________________
6.____________________________________________     12.______________________________________________

Do you have any known allergies? Please list  and what type of allergic reaction did you experience? 

________________________________________________________________________________________________

________________________________________________________________________________________________

If yes, please explain________________________________________________________________________________

Living donor champion name: ________________________________

List of possible donors:






relationship
1. ___________________________________________________________________________
2. ___________________________________________________________________________
3. ___________________________________________________________________________
4. ___________________________________________________________________________
5. ___________________________________________________________________________
