_______ HEALTH CENTER

Asthma

Initial Visit

Name________________________________ MRN___________________ DOB_________ Phone#________

SUBJECTIVE:   Current age: ________  Age at onset?_______   Medication Allergies: ____________________

List other chronic illnesses: ___________________________________________________________________

Family Hx_________________________________________________________________________________

Have you ever visited an emergency room for Asthma? _____No _____Yes, describe_____________________

Ever Hospitalized? _____No  _____Yes, describe__________________________________________________

Has intubation ever been required? ____No   ____Yes, describe date, duration etc _______________________

Current medications: ________________________________________________________________________

How frequently do you use an inhaler? __________________________________________________________

Prior use of corticosteriods?  ____None  ____Inhaled  ____ Oral steroids, describe (how often, dose ,ect.)________________

Have you ever been a smoker?   ____No ____Yes,   per day________ # years_____ Current usage:__________ 

Does anyone in the household smoke?  ____ No ____Yes   Are there any pets in the home? ____No  ____Yes

Any known environmental allergies (pollen, foods, ect.)? ________________________________________________

Do any of the following aggravate your asthma?  ____Change in the season  ____Pollen  ____Dust ____Smog

                         ____Cigarette smoking  ____Exercise ____Infections(colds, bronchitis, ect)  ____Other____________

Describe any recent change in your exercise tolerance: _____________________________________________

OBJECTIVE:

Vital Signs: T_____ P_____ R_____ B/P_____ Wt._____    Peak flow _________ Pulse Oximetry_______

General Appearance: ________________________________________________________________________

HEENT: ____________________ Nasal polyps ____No ____Yes, describe_____________________________

CV: _____________________________________________________________________________________

Resp: ____________________________________________________ Wheeze____ Rales____ Rhonchi____

Chest appearance: ____Normal ____Abnormal, describe____________________________________________

Abd:  _____________________________________________________________________________________

Extremities: ________________________________________________________________________________

Skin: __________________________Eczema/Atopic changes ____No ____Yes, describe_________________
Results of pertinent labs or X-rays: _____________________________________________________________ 

ASSESSMENT:    ____ASTHMA    Classification:    ____Mild Intermittent              ____Moderate Persistent








    ____Moderate Persistent          ____Severe Persistent

                                ____COPD   ____Other______________________________________________________

Disease Process:   ____Stable        ____Inactive    ____ Poorly Controlled

PLAN:

Management goals for this patient:______________________________________________________________

__________________________________________________________________________________________

Medications: 

	Medications
	Form
	Dosage
	Frequency
	Duration of treatment

	Short-acting beta-agonist:
	
	
	
	

	ICS:
	
	
	
	

	Leukotriene Modifier:
	
	
	
	

	Long-acting beta-agonist:
	
	
	
	

	Systemic corticosteroid:
	
	
	
	

	Cromolyn Sodium:
	
	
	
	

	Other


	
	
	
	


Labs/Tests: ________________________________________________________________________________

                    Indications:______________________________________________________________________  


        follow up: phone contact_______  Rx________ Education by__________________ date________

Education:         ____seriousness of asthma ____avoidance of allergens ____proper use of inhalers  

                          ____complications of asthma/COPD ____role of steroids ____in the event of asthma attack   

                          ____Smoking cessation   Other_________________________________________________

Pneumovax (if not already received)_________________ Flu vaccine (in season)_________________________

Referrals:  In House:



____Health Educator ____Dental  ____Podiatry ____Optometry ____Social Services



____Smoking Cessation    ____Other________________________________________


    Out Side:

 

____WMH ER ____XRAY ____Specialty clinic;__________________ Other_______________ 

Comments:________________________________________________________________________________

__________________________________________________________________________________________

Follow up appointment: _____________weeks


Signature: __________________________________________________Date ___________Time: __________





