LUNG CANDIDATE SUMMARY

	Single
	|_|
	Double
	|_|
	Single or Double
	|_|



	OSOTC Patient Number:
	[bookmark: Text3]     


      
	PATIENT DEMOGRAPHICS

	Initials:       
	Birth Date:       
	Height:      
	        Weight:      
	

	Gender:	   M |_|	   F |_|
	ABO:   A |_|    B |_|    AB |_|    O |_|
	Race:      
	Transplant#:      
	



	PATIENT STATUS

	MEDICAL DIAGNOSIS:      
	

	
MEDICAL HISTORY (Please indicate nutritional status, infection, ascites, variceal hemorrhage, encephalopathy, etc.):
     



	LABORATORY DATA

	Renal
	Patient
	Lab Date
	

	BUN
	     
	     
	

	Creatinine
	     
	     
	

	Hepatic
	Patient
	Lab Date
	

	AST (SGOT)
	     
	     
	

	ALT (SGPT
	     
	     
	

	Alk Phos
	     
	     
	



	CARDIAC CATHETERIZATION

	     



	2D CARDIAC ECHO

	     



	ELECTROCARDIOGRAM

	     



	PULMONARY FUNCTION TEST

	     



	6 MINUTE WALK TEST

	     



	QUANTITATIVE PERFUSION SCAN

	     



	CT CHEST

	     



	CANCER SCREENINGS
 (PSA, colonoscopy, mammogram, pap)

	     



	SMOKING HISTORY & LENGTH OF ABSTINENCE

	     



	PSYCHOSOCIAL EVALUATION/QUALITY OF LIFE
(Support system, informed consent, attitude about transplant, aftercare, complications, etc.):
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	OHIO MEDICAID INSURANCE
The Ohio Medicaid Required Information Form should be submitted along with this summary.

	Select Type:  
	Standard Medicaid  |_|    
	Medicaid Managed Care Plan |_|      
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