  RECIPIENT EVALUATION – FORM I

Entered By: Dr…………………………………………………..Date:
	Name:                                                                                       Age:                 Sex:

	Hospital Number:                                    Unit:                        Consultant:

	Blood Group:                                    

	Occupation:

	Education Status:

	Address:

	

	Contact number 1:                                            Contact number 2:

	Email address:

	Native Kidney disease:

	Renal Histology (if available)



HISTORY 
History of Illness (when and how CKD was diagnosed, treatment taken, complications, histological diagnosis, other relevant history)


RENAL REPLACEMENT THERAPY

Whether on dialysis or not 				Date of initiation:
________________________	________________________

Dialysis Modality -------HD/CAPD   		Current Dialysis unit 
___________________				__________________

If on HD: Frequency of dialysis			Average daily ultra filtration 
_____________________	______________________

Residual urine output _____________________________

Previous blood transfusions	Total 	External       Internal   	
____                                          _______          	  ______    

Any dialysis related complications (hypotension/cramps/hypertension/CAPD peritonitis/Catheter sepsis etc).



Access History:-
Femoral catheterization done					Right/Left/Both 
___________________________

Iliofemoral Doppler done:

____________________________________________________________________

Other accesses and related problems.
1.__________________________________________________________________
2._________________________________________________________________

Co morbidities:- 
Diabetes:-_____________________________ Yes/No

· Number of years since diagnosis:-_______________
· Age of the time of diagnosis Target organ damage:__________________

1. Retinopathy ________________ 	Yes/No		

Previous vitreous hemorrhage _________Yes/No
  
History of laser treatment       _________Yes/No		

Ophthalmology   report_____________________________	 (attach)  
Neuropathy 	_________________________________Yes/No
3. Ischaemic Heart Disease   		Yes/No/Minor CAD (USE DSE REPORT FROM JKCI TO CONFIRM)
a. CAG done on:________________________________________________

b. Intervention:________________________________________________

c. Antiplatelets started on:________________________________________

d. Cardiac clearance for Tx________________________________________

e. Prior acute coronary events with their management 




4. Peripheral vascular disease (including RAS)		Yes/No
    Interventions 

5. Cerebrovascular Disease 				Yes/No
When ____________________________________________________________

Haemorrhagic/Thrombotic ___________________________________________

On antiplatelets/Anticoagulation _______________________________________

Treatment 
(Conservative/Operative)____________________________________
	
Carotid Doppler done:________________________________________________

6. Autonomic Dysfunction	 Gustatory hyperhidrosis, Orthostatic dizziness,Impotence, Gastroparesis, Diarrhoea (especially nocturnal)

7. Nephropathy						    Yes/No
	
8. Diabetic foot 						    Yes/No
    
History of amputation ___________________________________________________

Status of wound Iif any __________________________________________________
    Surgical opinion ________________________________________________________





Hypertension:-
Year of diagnosis _________________________________________________________
Number of antihypertensives ________________________________________________

History of previous hypertensive emergencies:__________________________________
(LVF, hypertensive encephalopathy)

OTHER CO-MORBIDITIES:-
COPD_____________________________________________________________

Asthma _________________________________________________________________
Cardiac Disease___________________________________________________________
Cerebrovascular Disease ___________________________________________________


Past History:-
TB______________	Peptic ulcer Disease____________ Jaundice________________ 
Other viral illness ________________________________________________________
Herpes simplex. Herpes Zoster, Chickenpox, Measles, Mumps 

Surgeries (with dates)______________________________________________________

_________________________________________________________________




Personal History 
Married 	Yes/No			How long:_________________________________
Number of Children _______________________________________________________
Smoking 	Yes/No			Pack years:________________________________
Alcohol 	Yes/No	      Frequency, quantity, duration:__________ /________/______
Drug abuse ______________________________________________________________
Allergies ________________________________________________________________

In women:
Menstrual history:___________________________________________________
Obstetric history (including abortions/stillbirths/OCP use):_____________________________________________________________

_________________________________________________________________

Drug History 
Past history of immunosuppression and duration:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
NSAID/native medicine use and duration:__________________________________________________________
_________________________________________________________________

Hepatitis B vaccination status:_______________________________________________


Current drug list:-
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Family History: (Family Tree to be drawn at least two generations, document any medical illness)














Finances:-
	Clearance from employer attached:                                   Yes/No

	Financial status: Self paid/Government/Company paid/Reimbursement (%)

	Monthly income

	Other sources of income:                Land

	                                                    Assets 

	Loans taken if any:

	Any relief scheme applied for:

	Money sanctioned:                                 Yes/No         If so, amount:

	Document to support financial status:        Yes/No                   (Please attach)





Clinical Examination 

HT:   __________ cms _________WT:_______   kg ___________BMI_________

General Physical Examination
Pulse_____________________   Peripheral pulses:_______________________________

BP (right arm) _______________   (Left arm)___________________________

Pallor_____ Pedal edema ________ Icterus____    Lymphadenopathy____

JVP__________Oral Cavity_________

AVF/Graft (thrill/bruit/collaterals/limb edema/pseudoaneurysms) 

___________________

Systemic Examination:-

CVS:-


RS:-



P/A. Groin and External Genitalia:-





CNS:
RECIPIENT EVALUATION-FORM II

Entered By: Dr.  _________________________________________ 

Date:____________

Donor Name:_______________________________________________________
Age:_______	Sex :__________H.No: _______________Blood Group:_________ 

Recipient Name:____________________________________________________
Age:_________ Sex:__________ H.No: ___________Blood Group:_________

Relationship: ____________________________________Pediatric:	Yes/No:

Native Kidney Disease:_____________________________________________

Crossmatch:-	

HLA
Donor:	A:		B(w):		DR (DRB):		DRQ:

Recipient:	A:		B(w):		DR (DRB):		DRQ:

Final impression of HLA: _______________________________________________________

Kinship Testing: (To be done for single Ag and NIL match on HLA, second degree donors and foreign nationals)

Cardiology Clearance (For all patients>40yrs)________________________
_________________________________________________________________
_________________________________________________________________
Gynecology Clearance (includes consultation and Pap smear)
_________________________________________________________________
_________________________________________________________________
Pulmonology Clearance (If required for Asthmatics and Smokers)
__________________________________________________________________________________________________________________________________
Psychiatric clearance _____________________________________________
_________________________________________________________________

Urology clearance _______________________________________________
_________________________________________________________________

Investigations
	Investigation
	Baseline
	Entered by
	Date
	Repeat (If required)
	Entered by
	Date 

	Hb
	
	
	
	
	
	

	TC
	
	
	
	
	
	

	DC
	
	
	
	
	
	

	Platelets
	
	
	
	
	
	

	PT with INR 
	
	
	
	
	
	

	aPTT
	
	
	
	
	
	

	Urine C/S
Colony count organism sensitivity 
	
	
	
	
	
	

	24 hour urine protein (mg/ml)
	
	
	
	
	
	

	Urine manual 
RBC
WBC
	
	
	
	
	
	

	SPC C/S (if reqd) colony count organism sensitivity 
	
	
	
	
	
	

	Stool occult blood 
1.
2.
3.
	
	
	
	
	
	

	Stool for parasites
	
	
	
	
	
	

	Pre and post
Urea
URR
	
	
	
	
	
	

	Creatinine
	
	
	
	
	
	

	Na/K/HC03
	
	
	
	
	
	

	Calcium
	
	
	
	
	
	

	Phosphorus 
	
	
	
	
	
	

	
Uric acid
	
	
	
	
	
	

	TSH
	
	
	
	
	
	

	LFT
Tot Bil/DirBil
Prot/Alb
SGOT/SGPT
ALP
	
	
	
	
	
	

	VDRL
	
	
	
	
	
	

	HBAIC
	
	
	
	
	
	

	Investigation 
	Baseline
	Entered by
	Date 
	Repeat (if required)
	Entered by
	Date 

	Lipid profile
S.chol
TG
HDL
LDL
	
	
	
	
	
	

	Vitamin D
	
	
	
	
	
	

	PTH
	
	
	
	
	
	

	S.Iron/TIBC
	
	
	
	
	
	

	Ferritin 
	
	
	
	
	
	

	TSAT
	
	
	
	
	
	

	Chest X-ray
	
	
	
	
	
	

	ECG
	
	
	
	
	
	

	Echo
	
	
	
	
	
	

	Ultrasound Abdomen
	
	
	
	
	
	

	X-ray KUB
	
	
	
	
	
	

	Iliofemoral Doppler
(in diabetics/patients with history of femoral catheterization)
	
	
	
	
	
	

	HBsAg
HIV (ELISA)
AntiHCV
AntiHBc
HBV PCR
HCV PCR
Anti HBs titre
	
	
	
	
	
	

	CMV IgM
CMV  IgG
	
	
	
	
	
	

	Sickling test
	
	
	
	
	
	

	PSA(if indicated)
	
	
	
	
	
	

	Hep B
Vaccination 
Schedule 
	0 dose
1st month
2nd month 
6th month 
	
	

	COVID 19 vaccination
	YES                        TYPE OF VACCINE

NO                        DATE
	
	

	Checked by:                                                         Checked by:



ADDITIONAL INVESTIGATIONS IF VIRO POSITIVE

· If HBsAg Positive 
· HBV PCR
· Liver texture on USG
· AFP
· HbeAg
· Upper GI endoscopy for varices
· Hepatology consultation  and opinion 
· Liver Biopsy (Transjugular):
· Portal venous pressure:
· Treatment given: Lamiviudine/Entacavir/IFN/ Not Treated 
· Date started 
· Repeat PCR after Treatment 
· Hepatology clearance 
· Antiviral prophylaxis to be given Post Transplant 
· 
· If HCV Antibody Positive
· HCV PCR:
· Genotype 
· AFP
· Liver texture on USG
· Doppler for portal hypertension 
· Upper GI endoscopy for varices
· Hepatology opinion

· Transjugular liver Biopsy
· Portal venous pressure 
· Treatment: IFN/Ribavarin
· Date started 
· Date ended
· Repeat PCR after Treatment:

	Entered by:                                                            Checked by:



	Investigations to be Repeated prior to transplant if:
· < 1 month: none to be repeated 
· >1 month&< 3 months: Hb Ca, Po4, Urine C/S, Urine Microscopy, LFT, CXR
· > 3 months &< 6 months: Hb, Ca, P04, Urine C/S, Urine Microscopy, LFT, PTH, iron studies, BBVS, AntiHBc, CXR.
· > 6 months; all investigations. 









RECIPIENT  ISSUES
NEPHRO TRANSPLANT COMITEE PRESENTATIONS

	Date 
	Decision
	Attending consultants 

	
	


	
	


	
	







Signature of the doctor making final presentation:
Emp No.
Date:
1

