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Transplant Center: 


Annual Anniversary Review
Date:


Re:
Patient Name: _________________________________
Date of Birth: __________________

Dear Dr. /Dialysis Center,

We would appreciate a brief medical update on your patient who is currently on the waiting list for a transplant at the XYZ Medical Center Division of Transplantation. Updated medical information will help ensure a safe and successful transplant experience. During the past year, has your patient had:

Patient’s current dry weight ______________________
Chronic infection of any type
(  NO
(  YES _____________________________
Cancer diagnosis


(  NO
(  YES _____________________________

Cardiac issues


(  NO
(  YES _____________________________

Stroke, TIA or seizure

(  NO
(  YES _____________________________

Serious hospitalization 

(  NO
(  YES _____________________________

Dialysis access problems

(  NO
(  YES _____________________________

Change in dialysis center

(  NO
(  YES _____________________________

Change in insurance


(  NO
(  YES _____________________________

Serious mental, emotional or 
(  NO
(  YES _____________________________
compliance problems

Weight changes > 10% over last year  (  NO
(  YES _______________________

Gain/loss
Intentional/unintentional

BMI:  ______________

Dialysis Representative Signature:  ___________________________________________

Nephrologists Signature: ____________________________________________________

Date completed: ____________________

Is there any reason that this patient should not be active on the transplant waitlist?
(  NO
(  YES 
Why? 

The completion of this form is very much appreciated.

This form may be faxed to (XXX) XXX-XXXX
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