
WALTER REED ARMY MEDICAL CENTERPRIVATE 


PRE-TRANSPLANT FOLLOW-UP EVALUATION

ATTN: Transplant Nurse-Coordinator, OTS

NAME:_____________________          Date:_________________

The following should be reported to the Transplant Service immediately:

         Change in Address?______________________________

                           ______________________________

         List All Phone Numbers: _________________________

                           ______________________________

Change in Dialysis Unit/Nephrologist?____________________

                            _____________________________

                            _____________________________

                Phone Number_____________________________

Current Weight: __________________________________________

Current Blood Pressure: __________________________________

Average Blood Pressure since last followup: ______________

Blood Transfusion/s Number?______________________________

                      Type?______________________________

       Date of Transfusion?______________________________

Surgical Procedure(s)____________________________________

                     ____________________________________

The following tests and procedures should be done yearly:

(Send the results to WRAMC with this form)

EKG:(Please send copy of report)                         
CARDIAC:(Further Workup, Please send copy of report)     
Have you had any recent infections?(If Yes what kind?)______

____________________________________________________________

Have you had any recent vaccinations?_______________________

____________________________________________________________

Current Medications:(Include all NEW medications)___________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Recent Labwork? (Attach recent labs)

Note:  In order to maintain your active status on the Walter Reed Transplant list you must comply with this followup evaluation as well as sending in your weekly serum samples.

Physician’s Signature:_____________________________________

