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RENAL AND UROLOGIC MEDICAL REPORT 
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the question below on information available in your records.


1. Date of first examination ______________________. Describe symptoms and clinical findings on that date. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

2. Significant past history and clinical course. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

3. Establish the date when condition first imposed limitation ____________________________. 
    Describe findings on that date_____________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________ 

4. Date of last examination ___________________________. 




Findings on the last examination


    B/P ______________	   Wt. _______________	    Ht. _______________ 


5. Did patient have significant weight loss during the last six month?  Explain. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

6. Describe the presence of any renal disease (E.g.: Chronic renal failure, nephrolithiasis, etc.) 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
a. Is patient receiving dialysis?  _________Yes   _________No 

1) If yes, describe type and frequency: 
______________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________________________ 

2) Is patient to be consider for future dialysis? _________________________________ 

b. Please, provide dates and result of the following laboratory test: 


Serum Creatinine 		___________________	______________date
				___________________	______________date 
				___________________	______________date 

Creatinine Clearance 	___________________	______________date 
				___________________	______________date 
				___________________	______________date 



Hdb and Hct			___________________	______________date 
				___________________	______________date 
				___________________	______________date 

c. Provide dates and results of the last three blood pressure measurement:  

	    B/P ___________________			______________date
	    B/P ___________________			______________date 
	    B/P ___________________			______________date 

d. Describe any systemic manifestation secondary to his/her condition. 
	____________________________________________________________________________ 

	____________________________________________________________________________ 
	____________________________________________________________________________ 

e. Is there any history or presence of congestive heart failure?  ___________________                  If yes, describe date of first episode, frequency of acute episodes and actual clinical Findings.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

f. Had patient receive any surgical treatment? Describe. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

g. Is patient waiting for renal transplant?   ________Yes   _________ No

h. Did the patient have renal transplant?  ________Yes   _________ No 

     
1) Date: ____________________ 



2) Immunosuppressive treatment and response. 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


3) Post operator recurrent infections.  Provide dates, treatment and repose. 
	    ___________________________________________________________________________ 
	    ___________________________________________________________________________ 
	    ___________________________________________________________________________ 

	    
4) Rejection to transplant:  _________ Yes  	__________ No  

	    
5) Describe any systemic complication related to transplant or immunosuppressive Therapy. 
	    __________________________________________________________________________
	    __________________________________________________________________________ 
	    __________________________________________________________________________ 


7. Nephrotic Syndrome:  __________Yes   	__________ No  


a. Persistent Anasarca:  _________ Yes      _________ No 

	     If yes, provide the date when it began ___________________________________. 

b. Seric Albumin  	_______________		________________ date 
				_______________		________________ date 
				_______________		________________ date 

	        Proteins in a   
	        24hr Urine Collection 	_______________		_______________ date 
					_______________		_______________ date 
					_______________		_______________ date 

Please, provide copy of any laboratory, radiographic tests, biopsy and/or surgery report. 


Diagnosis _____________________________________________________________________ 
______________________________________________________________________________ 

Treatment and response _________________________________________________________ 
_________________________________________________________________________________ 


Prognosis ________________________________________________________________________ 
_________________________________________________________________________________ 


Additional comments ____________________________________________________________ 
__________________________________________________________________________________ 
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Conservation:  Equal to the file which it constitutes part.
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