
 
 
 
 
 
 
 
 
 
PATIENT NAME_______________________________________________ BIRTHDATE__________________ 
 

SEX:    
            FEMALE                MALE  

SOCIAL SECURITY NUMBER  
(OR LAST 4 DIGITS) 
 

STREET ADDRESS 
 
 
 

CITY STATE ZIP 

PRIMARY PHONE NUMBER 
 

SECOND PHONE NUMBER 

EMAIL ADDRESS 
 
KIDNEY DOCTOR 
 

PRIMARY CARE DOCTOR 

EMPLOYER 
 

OCCUPATION WORK PHONE 

EMERGENCY CONTACT 1, NAME & PHONE NUMBER 
 
EMERGENCY CONTACT #2 NAME & NUMBER 
 
RESPONSIBLE PARTY        
                                     PATIENT                   OTHER                       RELATION TO PATIENT       SPOUSE              PARENT      
 
RESPONSIBLE PARTY NAME 
 

RESPONSIBLE PARTY BIRTHDATE 

RESPONSIBLE PARTY STREET ADDRESS 
 

CITY STATE ZIP 

PRIMARY INSURANCE 
 
 

POLICY NUMBER GROUP NUMBER 

SUBSCRIBER NAME 
 

SUBSCRIBER BIRTHDATE 

SECONDARY INSURANCE 
 

POLICY NUMBER GROUP NUMBER 

SUBSCRIBER NAME 
 

 SUBSCRIBER BIRTHDATE 

 
  



 
 

 
 
 

 
 
PATIENT NAME_______________________________________________ BIRTHDATE__________________ 
 

HEIGHT WEIGHT ARE YOU ON DIALYSIS? 
                              YES                      NO  
    

HOW LONG HAVE YOU BEEN ON DIALYSIS? 
 
 

   

NAME OF YOUR DIALYSIS CLINIC? 
 
 

DIALYSIS CLINIC PHONE NUMBER 

WHAY DAYS DO YOU DIALYZE? 
 
 

WHAT TIME TO YOU DIALYZE? 

HOW DO YOU DIALYZE? 
                        CATHETER                   AV FISTULA                    AV GRAFT                    ARM / LEG      LEFT /RIGHT  
 

DO YOU HAVE RELIABLE TRANSPORTATION?  
                                                                            PRIVATE CAR                 MEDICAL TRANSPORT  
 
DO YOU SMOKE? 
 
YES                 NO 

 PACKS PER DAY? WHEN DID YOU QUIT SMOKING? 

 
CIGARETTES                    PIPE                     MARIJUANA 
 
ALCOHOL USE 
 
 YES               NO                      BEER                 LIQUOR                 WINE                  HOW MUCH/OFTEN? 
 
STREET DRUG USE 
 
 YES               NO                     COCAINE               METH                OTHER                    
 
ARE YOU AGREEABLE TO RECEIVE BLOOD TRANSFUSION IF MEDICALLY NEEDED?  
 YES               NO             
        
FAMILY HISTORY   (MOTHER, FATHER, BROTHER, SISTER)  
 
HEART DISEASE                STROKE                ANEURYSM                 DIABETES                   CANCER    

 
 

  

             



 
 

 
 

 
 
 
 
 
PATIENT NAME_______________________________________________ BIRTHDATE__________________ 
 

Some medications can cause serious bleeding.  
Please list ALL medications, prescription or over the counter.  

Include vitamins, patches, inhalers, oxygen, and C-PAP. 
 

 
MEDICATION 

 
MILLIGRAMS 

 
TIMES PER DAY 

 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
  



 
 

 
 
 

 
 
 
PATIENT NAME_______________________________________________ BIRTHDATE__________________ 
 

Are you allergic to CONTRAST DYE? 
 
YES               NO                  WHAT TYPE OF REACTION DO YOU HAVE? 
 
Are you allergic to SHELLFISH? 
 
YES               NO                  WHAT TYPE OF REACTION DO YOU HAVE? 
 
Do you have any other allergies? 
 
YES               NO                  LIST YOUR ALLERGIES BELOW 
 

 
ALLERGIES 

 
MEDICATION / FOOD                                    

 
REACTION 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
  



 
 
 
 
 
 
 
 
 
PATIENT NAME_______________________________________________ BIRTHDATE__________________ 
 
Past Medical and Surgery History 
 

 
DATES 

 
PREVIOUS SURGERIES / PROCEDURES / STENTS                         

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
Anything else you want to tell us about you… 


