
Kidney Stone Analysis

Patient information

Name: Date of birth:  

Sex: Patient ID:

Date of analysis:

Medical history

History of kidney stones:        Yes        No

If yes, list previous occurrences:

Family history of kidney stones:        Yes        No

If yes, list affected relatives:

Current medications

Dietary habits

Type of analysis used

      X-ray diffraction (XRD)       Thermogravimetric analysis (TGA)

      Polarizing microscopy       Scanning electron microscopy (SEM)  

      Spectroscopy*       Chemical analysis

*Specify type:       Other:



Stone characteristics and composition

Type of stone:

      Calcium oxalate       Calcium phosphate

      Uric acid       Cystine

      Struvite       Protease-related

      Other: 

Number of stones:

Stone size/s:

Consistency:

Color: 

Surface texture:

Other details:

Composition details

Calcium oxalate: __________% Struvite: __________%

Calcium phosphate: __________% Cystine: __________%

Uric acid: __________% Protease-related: __________%

Other: __________% Specify:

Remarks:

Additional notes

Assessor’s name:

Signature:


	Name: Aries Chua
	Date of birth: 1/1/1990
	Sex: M
	Patient ID: 124-DCS
	Date of analysis: May 12, 2023
	If yes list previous occurrencesRow1: 1st occurrence: 20152nd occurrence: 2020
	If yes list affected relativesRow1: Father, age 60Sister, age 38
	Current medicationsRow1: Lisinopril (for hypertension)Allopurinol (for gout)Multivitamins
	Dietary habitsRow1: High intake of animal proteinModerate dairy consumptionLimited fluid intakeHigh intake of salty foods
	Specify type: 
	Other: 
	Other_2: 
	Number of stones: 2
	Stone sizes: 5 mm, 7 mm
	Consistency: Hard
	Color: Brown
	Surface texture: Rough
	Other detailsRow1: Small fragments found in urine
	undefined: 85
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	Specify: 
	Additional notesRow1: 
	Assessors name: Leo Burnett
	Signature: 
	remakrsrow1: Stones were passed naturally. Diet changes recommended.
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