A National Consortium to Explore the Genotypic Basis for ESRD in Lupus

Study ID#  _____________


PHYSICIAN QUESTIONNAIRE
Date:  _________________________
1.  Patient’s Full Name: _____________________    ___________________     ________________________



                 (first)


      (middle)



(last)

2.  Date of birth: _____/______/_________      


     month     day       year 
3.  Gender (Please circle):  Male   /   Female

4.  Have you diagnosed the following in this patient? 





YES



NO


Date of diagnosis

	Diabetes
	
	
	

	Hypertension*
	
	
	

	Lupus
	
	
	

	ESRD
	
	
	



*Has the hypertension been difficult to control, requiring 3 or more drugs?   Yes    No
5.  Have you prescribed the following medications for this patient:


Medication



YES



NO

           Total # of months taken

	Prednisone (oral)
	
	
	

	Glucocorticoid bolus (IV)
	
	
	

	Cytoxan (Cyclophosphamide)
	
	
	

	Imuran 

(Azathioprine)
	
	
	

	CellCept or Myfortic
(Mycophenolate)
	
	
	

	Rituxan
(rituximab)
	
	
	


6.  Has this patient had the following treatments? 




       YES
      NO

     DATE*
Months from dx of Lupus* 
	Dialysis
	
	
	
	

	Kidney Transplant
	
	
	
	


*if known
7.  Has a renal biopsy been performed in this patient?  YES   NO (circle one). 
If yes please record the information concerning the biopsies below or send renal biopsy pathology reports with this document.
	Date of Biopsy
	Biopsy Findings

	
	

	
	

	
	

	
	


8.  Has the patient ever had any of the following (in the absence of uremia)?
	
	(check one)
	

	Diagnosis
	Yes
	No
	Date

	Acute or chronic lupus rashes
	
	
	

	Arthritis (2 or more joints)
	
	
	

	Serositis (pleuritis,pericarditis)
	
	
	

	Seizures, psychosis
	
	
	

	Thrombocytopenia
	
	
	

	Leukopenia
	
	
	

	Pulmonary embolus, recurrent thrombosis
	
	
	


9.  Do you have information about the autoantibodies in this patient?
	
	(check one)
	
	

	Autoantibody
	Yes
	No
	Date of Test
	Historic Highest Titer

	ANA
	
	
	
	

	dsDNA by crithidia  
	
	
	
	

	dsDNA by ELISA   
	
	
	
	

	Anti-Sm  
	
	
	
	

	Anticardiolipin Ab  
	
	
	
	

	Antiphospholipid Ab  
	
	
	
	

	AntiRNP  
	
	
	
	

	AntiRo/La
	
	
	
	


10.  Physician information:

Name:   





Address:
_




City:  ______________________________   State _______   Zip Code 

Phone:  (           )________________        Contact Person: 



Specialty/ Sub-specialty:  




11.  Other treating physicians for the patient’s lupus and nephritis:

 
Thank you for your assistance.
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