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NEPHROLOGY:  PSYCHOSOCIAL ASSESSMENT


PATIENT INFORMATION

Date of Assessment:      
	Name       
	PIN       
	Nephrologist  FORMDROPDOWN 
      

	Street       
	City   FORMDROPDOWN 
  FORMDROPDOWN 
      
	Postal Code      

	Tel. #   
	Home      
	Work      
	Cell      

	Gender  FORMDROPDOWN 

	Date of Birth:       
	Age       
	Marital Status  FORMDROPDOWN 


	Next of kin      
	Relationship  FORMDROPDOWN 
      

	Tel. # 
	Home      
	Work       
	Cell      

	POA for Personal Care      
	Relationship:  FORMDROPDOWN 
      

	Tel. # 
	Home      
	Work      
	Cell      

	POA for Property      
	Relationship  FORMDROPDOWN 
       

	Tel. #
	Home      
	Work      
	Cell      


MEDICAL HISTORY

	Cause of renal failure: 
	 FORMDROPDOWN 
      

	How long did he/she know of CRF?       

	Other medical concerns: 
	     


FAMILY HISTORY

	Place of Birth:        
	Culture/Ethnic Background:        

	Age of Parents:
	Mother:       If deceased, cause:      

	
	Father:        If deceased, cause:      

	List Siblings: 
	     

	Significant childhood illnesses/events:      

	Patient’s quality of relationships with siblings, parents and extended family members:

     


MARITAL/LIVING SITUATION

	Marital History:      

	Previous Relationships/Marriages:      

	Number, location and age of children:      

	Current living situation:       

	Agencies involved with patient (family):      

	Leisure/social activities:      


EDUCATION/EMPLOYMENT

	Grade level completed/type of school:      

	Employment/Vocation (past/present):      

	Ability/motivation to work:      


FINANCIAL

	Present means of income:      

	How illness will affect current standard of living:      

	Drug Coverage:   FORMCHECKBOX 
 ODB    FORMCHECKBOX 
 Other   FORMCHECKBOX 
 Trillium - date application given?     


COPING STRATEGIES

	Patient’s description of his/her emotional state/coping/problem solving skills:      

	High risk coping/problem solving with patient and family:      

	Patient’s reaction to illness:      


SUITABILITY FOR TREATMENT MODALITIES

	 FORMCHECKBOX 
 Home Hemo
	 FORMCHECKBOX 
In-center Hemo
	 FORMCHECKBOX 
 CAPD/CCPD
	 FORMCHECKBOX 
 Satellite Unit Hemo

	 FORMCHECKBOX 
 Transplant Cadaver/LRD 

Why would he/she be a good candidate for above checked modality:       


TRANSPLANTATION




Date of Assessment:        

	Patient’s perceptions and expectations:      


	Risks/benefits:      


	Patient’s attitude related to possible rejection:      


	Factors motivating patient towards transplantation:      


	Unusual fears/misconceptions:      


	Patient’s/family’s feelings/concerns about it:      


	Social worker’s comments re patient’s adjustment to illness:      


	General Comments/recommendations:      
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