
Channahon Home Dialysis 
Medical History Form 

 

27025 W Eames St, Unit G, Channahon, IL 60410 
815-255-4635 – channahondialysis@gmail.com 

Personal Information 

Name: ________________________________________________ Date of Birth: ___________________ 

Signature: __________________________ Date: __________ Phone Number: _____________________ 

 

Medical History 

Surgeries/Hospitalizations: 

_____________________ Date: _________ __________________ Date: __________ 

_____________________ Date: _________ __________________ Date: __________ 

_____________________ Date: _________ __________________ Date: __________ 

History of (Circle all that apply): 

Cataracts   Glaucoma   Cancer   Diabetes   Hepatitis   STD   Stroke   Seizures   Heart Attack   Headaches   

Paralysis   Weakness   Visual Problems   Sleep Problems   Hypertension   Hypotension   Asthma   COPD 

 

Allergies 

____________________________________ Reaction ____________________________________ 

____________________________________ Reaction ____________________________________ 

____________________________________ Reaction ____________________________________ 

 

Medication Information 

Do you take all medications as prescribed? (Please Circle) Yes No 

Please list or provide a list of all current medications: 
________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 

________________________ Dose: ____________ _____________________ Dose: ___________ 


