NEW APPOINTMENT CHECKLIST FOR HCV PATIENTS
It is highly recommended that you bring an advocate with you to your first few or any complicated medical appointments. This can be a friend, family member or someone from your support group. 

Complete part A of this form and bring it with you when you see a medical provider for the first time. If you can, bring copies rather than your own copy of your records. Complete part B during or after your medical appointment. 

PART A
Bring the following if you have them:

___Your advocate

___Laboratory test results

___Liver biopsy pathology report(s)
___Liver ultrasound or imaging report(s)
___Hepatitis A and B immunization records or lab results (if available) for those who have   

a history of either of these

___Allergy list – Include medications, foods, insects, latex, chemicals, etc.

___Your medical history from your perspective. Start with your current medical problems. 

(see Your Medical History)
___Medication and Supplement Log (see Medication and Supplement History Log)
___A list of major diseases in your family
___Notes with dates and purposes of hospitalizations, major surgeries or other procedures

___Emergency contact information

___Contact information of all your medical providers

___Health insurance information

___Medical card or medical identification number

___Appointment book or calendar

___For women – date of last menstrual period 

What is your main health concern?

What questions or concerns do you want to cover during this appointment? List in order of importance, starting with the most important:
If you have symptoms, what are they? 

Do these symptoms interfere with anything, such as sleep, exercise, eating, or quality of life?
If you are experiencing pain, how much pain are you having? Rate this on a pain scale of 1 to 10, with 1 being the least and 10 being the most pain.

How long have you had these symptoms? What makes them worse? What makes them better?

PART B
MEDICAL PROVIDER’S COMMENTS
Summary of visit: You or your advocate can complete this during or immediately after your appointment.

Note: This is a very thorough form. If your medical provider does not have time to answer all your questions, ask for the best way to get these answers. There may be someone else in the office that can help you. Some providers will call or email you later when they have more time.

Write down information from assessments, such as blood pressure and weight:

What is the name for your medical problem (diagnosis)?

What is the likely course (prognosis) of your medical problem?

Are there any symptoms you should watch out for or need to call the provider for?
What does your medical provider want to do next?

(If medication, treatment, surgery, or medical tests are ordered, see the next few pages.) 

If you have any concerns or reasons for why you might not be able to follow the treatment recommendations, state them during the appointment.
Is there anything you can do to help your problem or improve your health?

If your medical provider wants you to see another specialist, nurse, dietician, etc, what is the name and reason?

Where can you get more information or support about this problem?

Does your medical provider want you to return for an appointment? 
Yes
No

If yes, when?

Other Comments or Notes
LABORATORY AND OTHER MEDICAL TESTS
(Make multiple copies of this page in case your medical provider orders multiple lab tests)

If you have any concerns or reasons for why you might not be able to have these recommended tests, state them during the appointment.
Do you need laboratory or other diagnostic tests?  
Yes
No
If yes, when should you call or return for test results?


If yes, complete the following:
Name of test: ___________________________________________________________
Reason for the test: ______________________________________________________
What is involved? _______________________________________________________

Do you need to do anything prepare for it? ___________________________________

Does anything affect the results, such as drugs, alcohol, food, etc? ________________

Are there any risks or discomfort involved with this test? ________________________

Who will do it? _________________________________________________________
Where will it be done? ____________________________________________________
How soon does it need to be done? __________________________________________
When and how do you get the results? ________________________________________

Where can you get more information about this test? ______________________________

Other comments: _________________________________________________________

MEDICATIONS AND TREATMENTS
(Make multiple copies of this page in case your medical provider orders multiple medications or treatments)
If you have any concerns or reasons for why you might not be able to follow the treatment recommendations, state them during the appointment.
Note: When you pick up your medications, read the label and make sure it states the same information your medical provider told you.
Do you need any medication or treatment?
Yes
No

If so, complete the following:
Name of medication or treatment: __________________________________________

Is a generic form available? _______________________________________________
Does the provider have any samples in the office for you to try them first? ____________
Reason for the medication or treatment: ______________________________________
How much should you take? _______________________________________________
How often should you take it? ______________________________________________
When should you take it? __________________________________________________
How long will you need to take this medication for? ____________________________

Will it interact with any other medications or supplements you are taking? ___________

Should you take it with or without food? ______________________________________

What should you avoid while taking it, such as alcohol, grapefruit juice, drugs,                      certain foods, or activities? ________________________________________________
What are the potential benefits? ____________________________________________
What are the chances it will work? __________________________________________
What are the major risks and side effects? _____________________________________
How common are these risks or side effects?___________________________________

How soon should you expect to see results? ___________________________________
If there are side effects, are there ways to manage these? _________________________
Are there any side effects you should report or that may be potentially urgent? _______

What might happen if you avoided or delayed taking this medication or                 treatment? ______________________________________________________________
Are there other options? ___________________________________________________
Where can you get more information about this treatment? _________________________

Other questions or comments: _______________________________________________

SURGICAL OR MEDICAL PROCEDURES
If you have any concerns or reasons for why you might not be able to follow the treatment recommendations, state them during the appointment. 

Remember: It is your right to ask for a second opinion. It is often a good idea to get a second opinion if the surgery is complicated, or if you have reservations about the procedure or surgeon.

Tip:  Teaching hospitals and clinics rotate new interns, residents, and fellows during the months of July (and sometimes January). Always ask who will actually be performing any procedures. If you have the option to wait and it is medically safe to do so, you may want to avoid complicated elective procedures during July or January.

Name of procedure________________________________________________________
Reason for the procedure___________________________________________________

What is involved with the procedure? _________________________________________

Will you need any anesthesia and if so, what kind? _______________________________

What are the possible benefits of the procedure? _________________________________

What are the possible risks or complications? ___________________________________

How common are these? ___________________________________________________

What are the chances it will work? ___________________________________________

How soon should the procedure take place? ____________________________________

Are there other effective but less invasive options? _______________________________ 

What might happen if you avoid or delay the procedure? __________________________

What do you need to do to prepare for the procedure? _____________________________

Name of person performing the procedure: ______________________________________

How much experience does the surgeon/doctor have with this procedure? _____________

Will a resident be working with the surgeon or doctor? ____________________________

Who will actually be performing the procedure? __________________________________

Where will the procedure be performed? ________________________________________

How long will the procedure take? ____________________________________________
How long will you have to stay after the procedure? _______________________________

Will you need someone to drive you and care for you after the procedure? _____________

How long is the recovery period? _____________________________________________

Are there any restrictions after the procedure? ___________________________________

Will you have any discomfort after the procedure? _______________________________

How are pain and other post-procedure problems treated? __________________________ 

If a biopsy is involved, how and when do you get the results? _______________________

Where can I get more information about this procedure? ___________________________

Other questions or comments: ________________________________________________
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