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Patient:      



MR #                                             

____________________________________________________________________________________________________________
System Review:

Renal:

 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment:  Kt/V=____

 FORMCHECKBOX 
 Kt/V inadequate

                                ________________________________________

 FORMCHECKBOX 
 Barriers to adequacy
  

    
      ________________________________________

 FORMCHECKBOX 
 Residual renal function    


      ________________________________________
 FORMCHECKBOX 
 Transplant candidate
Cardio: 
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 HTN  FORMCHECKBOX 
 Controlled
 FORMCHECKBOX 
 Uncontrolled
      ________________________________________

 FORMCHECKBOX 
 CHF       


             

      ________________________________________

 FORMCHECKBOX 
 Ischemic heart
   


      ________________________________________
 FORMCHECKBOX 
 PVD       




      ________________________________________
 FORMCHECKBOX 
 Dyslipidemia      



      ________________________________________
 FORMCHECKBOX 
 Other: ______________________
Pulmonary: 
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________

 FORMCHECKBOX 
 Smoker
 FORMCHECKBOX 
 Smoking cessation educ.
      ________________________________________

 FORMCHECKBOX 
 COPD       




      ________________________________________

 FORMCHECKBOX 
 O2 use___lpm  



      ________________________________________

 FORMCHECKBOX 
 Sleep apnea

Diabetes:      
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment:  HbA1c=____
Controlled by:




      ________________________________________

 FORMCHECKBOX 
 Diet       




      ________________________________________

 FORMCHECKBOX 
 Oral hypoglycemics      


      ________________________________________
 FORMCHECKBOX 
 Insulin      




      ________________________________________
 FORMCHECKBOX 
 Insulin pump      



      ________________________________________
 FORMCHECKBOX 
 Retinopathy      



      ________________________________________
 FORMCHECKBOX 
 Foot ulcer

Bone Disease:
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment:  Ca=____ P=____ PTH=____
 FORMCHECKBOX 
 High / Low PTH



      ________________________________________


 FORMCHECKBOX 
 Vitamin D deficiency


      ________________________________________


 FORMCHECKBOX 
 Parathyroidectomy      


      ________________________________________

 FORMCHECKBOX 
 High / Low calcium      


      ________________________________________

 FORMCHECKBOX 
 High / Low phosphorus      


      ________________________________________

 FORMCHECKBOX 
 High / Low Ca x P       
Anemia:      
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: Hgb=___ Hct=___ Ferr=___Sat=___
 FORMCHECKBOX 
 EPO dose: __________


      ________________________________________


 FORMCHECKBOX 
 Iron parameters adequate / inadequate
      ________________________________________


 FORMCHECKBOX 
 Barriers to response  

Nutrition: 
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: Alb=____
 FORMCHECKBOX 
 Albumin inadequate

      

      ________________________________________


 FORMCHECKBOX 
 Malabsorption   



      ________________________________________


 FORMCHECKBOX 
 Failure to thrive      



      ________________________________________
 FORMCHECKBOX 
 Other: ______________________
Gastro:       
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 Hx GI bleed




      ________________________________________


 FORMCHECKBOX 
 Liver disease


    
      ________________________________________

 FORMCHECKBOX 
 IBD        




      ________________________________________
 FORMCHECKBOX 
 GERD       




      ________________________________________
 FORMCHECKBOX 
 Gastroparesis         



      ________________________________________
 FORMCHECKBOX 
 Other GI: ____________________
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Patient:      



MR #                                             

____________________________________________________________________________________________________________
Neuro:

 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 Disoriented




      ________________________________________


 FORMCHECKBOX 
 CVA




      ________________________________________


 FORMCHECKBOX 
 TIA   
      



      ________________________________________
 FORMCHECKBOX 
 Peripheral neuropathy
      

      ________________________________________
 FORMCHECKBOX 
 Other ___________________

Infection:   
 FORMCHECKBOX 
 N/A

 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
Acute:
     FORMCHECKBOX 
 Access
 FORMCHECKBOX 
 Sepsis
 
      ________________________________________



     FORMCHECKBOX 
 Ulcers
 FORMCHECKBOX 
 UTI


      ________________________________________


      
     FORMCHECKBOX 
 Other _____________
      
      ________________________________________

Chronic:   FORMCHECKBOX 
 Hep B
 FORMCHECKBOX 
 MRSA        

      ________________________________________
     FORMCHECKBOX 
 Hep C   
 FORMCHECKBOX 
 VRE  

Access:

 FORMCHECKBOX 
 Cont same



 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 AVF




      ________________________________________


 FORMCHECKBOX 
 AVG




      ________________________________________


 FORMCHECKBOX 
 Perm Cath 
      



      ________________________________________
 FORMCHECKBOX 
 PD catheter
      



      ________________________________________
 FORMCHECKBOX 
 Functioning well        


      ________________________________________
 FORMCHECKBOX 
 Refer for intervention
Mental Health:  FORMCHECKBOX 
 N/A
 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 Anxiety




      ________________________________________


 FORMCHECKBOX 
 Depression



   
      ________________________________________


 FORMCHECKBOX 
 Dementia  
      



      ________________________________________
     
 FORMCHECKBOX 
 Mental health disorder        


      ________________________________________ 

 FORMCHECKBOX 
 Substance abuse     

Fall Assessment:  FORMCHECKBOX 
 N/A
 FORMCHECKBOX 
 Cont same

 FORMCHECKBOX 
 Rx/Comment: ____________________________
 FORMCHECKBOX 
 Gait unsteady


                   ________________________________________


 FORMCHECKBOX 
 Physical limitations



      ________________________________________


 FORMCHECKBOX 
 History of falls      



      ________________________________________
 FORMCHECKBOX 
 Postural hypotension      


      ________________________________________
Assistive devices:


 FORMCHECKBOX 
 Cane    
 FORMCHECKBOX 
 Walker    
 FORMCHECKBOX 
 Wheelchair   
 FORMCHECKBOX 
 Prosthesis    

Health Maintenance:  
 FORMCHECKBOX 
 All current per guidelines    
 FORMCHECKBOX 
 Rx/Comment: ____________________________ 

Maintenance Items Due:      


      ________________________________________
 FORMCHECKBOX 
 Followed at PCP       


      ________________________________________
 FORMCHECKBOX 
 Vaccines (Review nursing vaccine records)         ________________________________________
 FORMCHECKBOX 
 PSA ___________________________
      ________________________________________
 FORMCHECKBOX 
 Mammogram  ___________________   
      ________________________________________
 FORMCHECKBOX 
 PAP ___________________________
      ________________________________________
 FORMCHECKBOX 
 Colonoscopy ____________________                 ________________________________________
 FORMCHECKBOX 
 Dental _________________________
      ________________________________________
 FORMCHECKBOX 
 Eye exam _______________________
      ________________________________________
Review of Labs/Diagnostics done: 

 FORMCHECKBOX 
 Labs      FORMCHECKBOX 
 CXR    
 FORMCHECKBOX 
 Renal US   
 FORMCHECKBOX 
 EKG   
 FORMCHECKBOX 
 ICG      FORMCHECKBOX 
 Other ____________________
Additional Remarks:

____________________________________________________________________________________________________________________________________________________________________

______________________________________________________________  
_______________     

Physician Signature


              



Date               
                                          







