[image: image1.png]\/
M London Health Sciences Centre




	CHRONIC RENAL INSUFFICIENCY

PATIENT QUESTIONNAIRE


IDENTIFYING INFORMATION:


Date:    _______________

NAME:                                                               
TELEPHONE NO.:










 Res.:  _______________

ADDRESS:                                                        


 Bus:   _______________










Cell:   _______________
Health Card No.:  ___________               

POSTAL CODE:                                                

      Version Code:  __________

DATE OF BIRTH:                                              

AGE:  ____________________               
D       /      M     /      Y

NAME OF KIDNEY SPECIALIST:  
____________________

SOCIAL INFORMATION:
Do you live alone?
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Place of Birth: ______________                                
If no, with whom:                                                
                                                                                                                                                                                              
Religion:                                                         

Personal Status:

 FORMCHECKBOX 
Single

 FORMCHECKBOX 
Divorced

Level of Education Completed:                          

 FORMCHECKBOX 
Married

 FORMCHECKBOX 
Separated

 FORMCHECKBOX 
Widowed

 FORMCHECKBOX 
Common-law

Immigration Status:                                            

 FORMCHECKBOX 
Same Sex Couple

Citizenship:                                                        



Language(s) Spoken:





Read:



Write:
1)
                                                                    

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No        FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

2)
                                                                    

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No        FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

EMERGENCY CONTACTS/SIGNIFICANT OTHERS:
NAME:                                                               

RELATIONSHIP:  ______________                           

ADDRESS:                                                        

TELEPHONE NO.: 

 Res.:              _____________        
                                                                           

 Bus.: ____________________

 Cell:  ____________________   
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EMERGENCY CONTACTS/SIGNIFICANT OTHERS: Contd

2) NAME:                                                          

RELATIONSHIP:  _____________                          

ADDRESS:                                                        

TELEPHONE NO.: 

 Res.:  _________________ 
                                                                           

 Bus.: __________________ 
 Cell:                                      


FAMILY PHYSICIAN INFORMATION:
NAME:                                                               

ADDRESS:  _________________                                    

TELEPHONE NO.:  _____________________

___________________________                                 
COMMUNITY AGENCIES INVOLVED:
1)
                                   

Contact Person:                              Tel. No.:  __________ 

2)
                                   

Contact Person:                              Tel. No.:  __________                    
3)
                                   

Contact Person:                              Tel. No.:   _________
POWERS OF ATTORNEY:

 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO    
  FORMCHECKBOX 
UNKNOWN

1)
Personal Care:
Name:                                           


TELEPHONE NO.:


  


 Res.: _________________       

ADDRESS:                                                                    

 Bus.: _________________       
 Cell:  _________________       
2)
Personal Care:
Name:                                                        


TELEPHONE NO.:  


 Res.: _________________       

ADDRESS:                                                                  

 Bus.: _________________       
 Cell:  _________________   
CURRENT EMPLOYMENT STATUS:
 FORMCHECKBOX 
Full Time




 FORMCHECKBOX 
Part Time


     FORMCHECKBOX 
Unemployed

 FORMCHECKBOX 
Short Term Disability

 FORMCHECKBOX 
Long Term Disability

 FORMCHECKBOX 
Homemaker

 FORMCHECKBOX 
Student  




 FORMCHECKBOX 
Retired   



 FORMCHECKBOX 
Other:  _____________  
OCCUPATION:
Current:                                                     

Previous:  ___________________ 
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SOURCE OF INCOME:
 FORMCHECKBOX 
Salary









 FORMCHECKBOX 
Employment Insurance


 FORMCHECKBOX 
Pension (specify):                                

 FORMCHECKBOX 
Other (specify): ____________                         
DRUG BENEFITS:  
 FORMCHECKBOX 
NO

 FORMCHECKBOX 
YES

If yes, please specify:


 FORMCHECKBOX 
Private (specify):                                 


 FORMCHECKBOX 
Senior Drug Coverage  

 FORMCHECKBOX 
Social Assistance Drug Card


            FORMCHECKBOX 
Trillium Drug Plan

RESIDENCE:
 FORMCHECKBOX 
House
 FORMCHECKBOX 
Apartment

 FORMCHECKBOX 
Room

 FORMCHECKBOX 
Institution

 FORMCHECKBOX 
No Fixed Address

 FORMCHECKBOX 
Owned
 FORMCHECKBOX 
Rented

Nearest Major Intersection: _____________________

CURRENT METHOD OF TRANSPORTATION:
 FORMCHECKBOX 
Public Transit

 FORMCHECKBOX 
Para-Transit #:                         
    FORMCHECKBOX 
Other: ________________          
 FORMCHECKBOX 
Car:    Do you drive yourself?:   FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO






        If no, who drives you?    _________________________________                                                 

ACTIVITY LEVEL:               
Do you keep active on a regular basis?   FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO  

If yes, please describe:  __________________________________________________

Do you have any physical limitations?
 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

If yes, please describe:  __________________________________________________                                                                                                                                             
Do you use any of the following?

 FORMCHECKBOX 
Wheel Chair

 FORMCHECKBOX 
Cane

 FORMCHECKBOX 
Walker

 FORMCHECKBOX 
Artificial Limbs

 FORMCHECKBOX 
Glasses

 FORMCHECKBOX 
Hearing Aid

 FORMCHECKBOX 
Other, please specify:  ________________________________                                                                  
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ACTIVITY LEVEL: Continued

Do you need the help of another person to:

Get out of bed:


 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Prepare meals:

 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Clean Home/Laundry:   FORMCHECKBOX 
YES
    FORMCHECKBOX 
NO

Walk:




 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Provide Transportation  FORMCHECKBOX 
YES
    FORMCHECKBOX 
O

Shop/Errands:

        FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Dress:         



 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Use the Toilet:

 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Manage Finances:

 FORMCHECKBOX 
YES
   FORMCHECKBOX 
NO

Bathe: 




 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Take Medications:

 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

Other, please specify: _______________                             
If yes, please specify who provides the assistance:  _____________________________ 
List your interests and/or hobbies:  __________________________________________ 

______________________________________________________________________

Do you know what caused your kidney disease?

 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

If yes, please identify cause(s): _____________________________________________________________________ 
______________________________________________________________________

Have you attended the renal chronic kidney disease classes?
 FORMCHECKBOX 
YES

 FORMCHECKBOX 
NO

If yes, which classes have you attended?  





 FORMCHECKBOX 

 FORMCHECKBOX 
 FORMCHECKBOX 
 

Do you anticipate any changes in your lifestyle as a result of having kidney disease?

______________________________________________________________________ 
______________________________________________________________________                                                                                                                 
COMMENTS/CONCERNS: ______________________________________________________________________ 
______________________________________________________________________

______________________________________________________________________ 
______________________________________________________________________
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