
SOCIAL WORK ASSESSMENT FOR TRANSPLANT CANDIDATES

Note:  All items must be addressed.

(   ) Bone Marrow/Stem Cell

(   ) Heart          (   ) Lung           (   ) Heart/Lung

(   ) Liver           (   ) Kidney        (   ) Kidney/Pancreas

DATE OF EVALUATION:  ________________

REFERRING VAMC(Address/City/State):  __________________________________________________

______________________________________________________________________________________

SOCIAL WORKER COMPLETING THIS EVALUATION/PHONE NUMBER:  ________________________

______________________________________________________________________________________

I.   IDENTIFYING INFORMATION:

Patient Name:  ________________________________ Patient SSN:  ____________________________

Current Address:  ______________________________________________________________________

Phone:  (Home) _________________ (Work) ___________________ (Cell) ________________________

DOB:  _____________

Age:  ______

Housing:  (   ) Apartment 
(   ) House
(   ) Other: _____________________________________

Patient Lives With:  ____________________________________________________________________

Name Of Support Person Present At Time Of This Evaluation:  _______________________________

Comments/Concerns:  _________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Military History:

Branch:  _________________________________________________________________________

Active Duty Dates:  ________________________________________________________________

Duty Station(s):  ___________________________________________________________________

Combat Service: ___________________________________________________________________

Ex-POW:
YES _____
NO _____

VA Rating:

NSC _____ 
SC _____
Percentage: ________

Priority Group (Number 1-8; Letter a-g):
___________________

SC Disability:
YES _____
NO _____
Conditions: ___________________________
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II.   EDUCATION/EMPLOYMENT HISTORY:

Highest Level/Degree:

High School ____

Some College ____
1 Year College ____
2 Years College _____

3 Years College ____
4 Years College ____
Post Graduate ____
Vocation ____

Other: ___________________________________________________________________________

Employed:
YES _____
NO _____

Current Or Last Date Of Employment:  _____________________________________________

Occupation:   __________________________________________________________________

Work History:   _________________________________________________________________

______________________________________________________________________________

Patient’s Employment/Education Plans Following Transplant:  ________________________________

_____________________________________________________________________________________

Spouse/Significant Other Employed:
Yes _____
No _____
Where?____________________

_____________________________________________________________________________________

III.   FINANCIAL RESOURCES: 

Service Connected Compensation _____
VA Pension _____
Social Security _____

Patient’s Salary ________


Spouse’s Salary _____

Other: ___________________________________________________________________________

Monthly Income:  _____________________________________________________________________

Debts:  ______________________________________________________________________________

Potential Sources Of Additional Income:  _________________________________________________

Health Insurance Coverage (Medicaid, Medicare, Private, Other):  ____________________________

IV.   MARITAL/FAMILY HISTORY:  (Comment only about family members who have a close, personal relationship with the patient. Address any child care issues, job commitments, financial situation, willingness to participate in the transplant process, current/past alcohol/drug use and health status.)

Significant Other:  ___________________________________________________________________

___________________________________________________________________________________

Parents:  ___________________________________________________________________________

___________________________________________________________________________________

Siblings:  __________________________________________________________________________

___________________________________________________________________________________
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Children:  __________________________________________________________________________

___________________________________________________________________________________

Others:   ___________________________________________________________________________

___________________________________________________________________________________

V.   SOCIAL SUPPORT:  (From the above people, identify a support person who is physically and emotionally able to be with the patient for the pre- and post-transplant time period. Include their name, address, age, phone number and length of time available.  Comment on their ability to accompany and transport the patient to/from appointments; assist with medications; ensure compliance; and use of alcohol/drugs.  Recommend identification of back-up support person(s).

Primary Support Person:   ____________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Additional Support Person(s):  ________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Completed Advance Directive Forms?
YES _____
N0 _____

Where Are They Located?:  ___________________________________________________________

Any Potential Living Donors? (For kidney and bone marrow referral only):


YES _____
NO _____
N/A _____

If Available Include Donor’s Name, Age, and Relationship To The Patient:

___________________________________________________________________________________

___________________________________________________________________________________

VI.   BACKGROUND MEDICAL INFORMATION:

Diagnosis:  ________________________________________________________________________

Onset Of Disease:  __________________________________________________________________

How Has It Affected Patient’s Level Of Function/Activity Level:_____________________________

__________________________________________________________________________________
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What Is The Patient’s Understanding Of The Transplant Process?

__________________________________________________________________________________

Has Anyone Discussed The Process With The Patient?:

__________________________________________________________________________________

Social Worker’s Review Of Compliance History: (Appointments, Medications, Diet)  

__________________________________________________________________________________

__________________________________________________________________________________

Source(s) Reviewed:

__________________________________________________________________________________

VII.   SUBSTANCE USE/ABUSE:  (Amounts used, time frame, last used, reason for quitting, treatment history) 

Alcohol:  __________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Amphetamines, Barbiturates, Benzoids, Cannabinoids, Cocaine, Methadone, Opiates,

Propoxyphene, And Other Drugs:

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Tobacco:  _________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Other (Include willingness to attend treatment, submit to random screening):  _______________

__________________________________________________________________________________
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VIII.   MENTAL HEALTH:

Past And Present Treatment/Hospitalizations:  __________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Emotional Status (Anxiety, Depression):  _______________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Past Abuse (Physical, Sexual):  _______________________________________________________

__________________________________________________________________________________

Mental Status (Orientation, Memory, Intelligence, Mood):  _________________________________

__________________________________________________________________________________

__________________________________________________________________________________

IX.   LEGAL ISSUES

DUI’s:  ____________________________________________________________________________

__________________________________________________________________________________

Jail/Prison Time (Current/Pending):  ___________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Gambling Issues:  __________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Other:  ____________________________________________________________________________

__________________________________________________________________________________
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X.   SOCIAL ACTIVITIES

Hobbies:  _________________________________________________________________________

__________________________________________________________________________________

Religious Preference/Spirituality:  _____________________________________________________

__________________________________________________________________________________

Interpersonal Relationships (Group Activities, Friendships, Co-Workers):  ___________________

__________________________________________________________________________________

__________________________________________________________________________________

XI.   ASSESSMENT/PLAN: (Include social worker’s overall assessment, current status, further treatment needs, recommendations, assessment in regard to the patient’s chemical dependency, mental health, social support, transplant readiness, coping skills and financial situation.)

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Prepared By:  VA Transplant Program, VACO, Washington, DC

Revised December 8, 2003


