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Arizona Transplant Associates, PC
	2218 North Third Street

	Lawrence J. Koep, M.D., FACS
	Phoenix, AZ  85004

	James L. Cashman, M.D., FACS
	Ph: 602-252-2543

	Jeffrey A. Brink, M.D., FACS
	MEDICAL HISTORY

Please complete entire form
	Fx: 602-252-3861



	Patient Name:
	
	Date:
	

	Date of Birth:
	
	Age:
	

	Allergies:
	
	

	

	History of Illnesses:
	
	Current Medications:

	
	
	

	
	
	

	History of Surgeries/Hospitalizations: (Please include dates)
	
	

	
	
	

	
	
	

	
	
	

	Do you smoke?
	   FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes, packs per day 
	
	
	Do you drink?      FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes, drinks per day 
	

	
	
	______ Week  ______ Month

	

	Family History:

	Related to Kidney
	
	
	Related to Liver
	

	
	
	
	
	

	
	
	
	
	

	
	 FORMCHECKBOX 
none
	
	
	 FORMCHECKBOX 
none

	

	Please indicate any personal history of the following by circling Yes or No

	Recent weight change
	Yes
	No
	
	Abdominal pain
	Yes
	No

	Fatigue
	Yes
	No
	
	Painful bowel movements or constipation
	Yes
	No

	Blurred or double vision
	Yes
	No
	
	Nausea or vomiting
	Yes
	No

	Difficulty in walking
	Yes
	No
	
	Diabetes (Insulin or non-insulin, circle one)
	Yes
	No

	Joint stiffness or swelling
	Yes
	No
	
	Excessive thirst 
	Yes
	No

	Rash or itching
	Yes
	No
	
	Heat or cold intolerance
	Yes
	No

	Change in skin color
	Yes
	No
	
	Slow to heal after cuts
	Yes
	No

	Hearing loss or ringing in ears
	Yes
	No
	
	Bleeding or bruising tendency 
	Yes
	No

	Sore throat or voice change
	Yes
	No
	
	Frequent urination
	Yes
	No

	Light headed or dizziness
	Yes
	No
	
	Blood in urine 
	Yes
	No

	Numbness or tingling sensation
	Yes
	No
	
	History of skin reaction or other adverse reaction to:

	Memory loss or confusion
	Yes
	No
	
	Penicillin or other antibiotics
	Yes
	No

	Chronic or frequent coughs
	Yes
	No
	
	Morphine, Demerol, or other narcotics
	Yes
	No

	Shortness of breath
	Yes
	No
	
	Other:
	Yes
	No

	

	Liver Patients:
	
	Kidney Patients:

	Have you ever been jaundiced?
	Yes
	No
	
	Do you use peritoneal dialysis (CAPD)?
	Yes
	No

	If yes, when? 
	
	
	Hemodialysis?
	Yes
	No

	Do you travel outside the United States?
	Yes
	No
	
	For how long?
	

	Have you had any signs of internal bleeding?
	Yes
	No
	
	Where do you dialyze?
	

	Does your abdomen swell?
	Yes
	No
	
	What is your dialysis schedule?
	

	Have you had a liver transplant?
	Yes
	No
	
	Have you had a kidney transplant?
	Yes
	No

	If yes, when?
	
	
	If yes, when?
	

	
	
	

	Patient Signature
	
	
	Date

	
	
	

	Patient Name  (Please print)
	
	


