Date: __________
Patient: _________________________________  DOB: _____________
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ASTHMA CHECKUP

Who brought patient to visit?  ____________________________________________________

SINCE YOUR LAST VISIT:


Do you wheeze/ asthmatic cough? <2x/wk;  >2x/wk;  everyday?  (circle one)  


Have you been to the EMERGENCY ROOM? ____Y/N _________________________________


Have you been HOSPITALIZED? ______________Y/N _________________________________


Have you had NIGHTTIME wheezing? __________Y/N _________________________________


Have you had NIGHTTIME COUGH? ___________Y/N _________________________________


Do you use a rescue/reliever INHALER more than twice a week? ______
Y/N _______________


Have you been ABSENT from school because of asthma? ___________
Y/N    # of days ______


Have you had cough or wheezing during or after EXERCISE?_________
Y/N _______________


Do you limit PLAY/EXERCISE or ACTIVITY because of asthma? ______
Y/N _______________

Do you have a SPACER DEVICE at home? 
______Y/N  In school?  Y/N ________________


Do you have a PEAK FLOW METER at home? _______
Y/N  In school? 
Y/N _______________

 
What is your usual PEAK FLOW? __________________________________________________


Do you have a NEBULIZER? _____________________
Y/N ____________________________

REVIEW OF SYSTEMS: 

0 = reviewed and negative
GENERAL ___________________________

HEENT ______________________________

RESP _______________________________

HEART ______________________________

GI __________________________________

GU __________________________________

NEURO ______________________________

EXTREM/SKEL. _______________________

SKIN ________________________________

OTHER ______________________________


PE:  Ht _____   Wt _____   BP _____/_____
   T _____   RR _____   P _____   Peak flow _____

GENERAL __________________________
Y/N _____________________________________

EYES PERRL/EOMI/FUNDI nl __________
Y/N _____________________________________

TM’s: pearly lucent normal _____________
Y/N _____________________________________

ORO: clear and tonsil size 1+, 2+, 3+, 4+ _
Y/N _____________________________________

NOSE: clear & turbinates nl ____________
Y/N _____________________________________

CERVICAL NODES nl ________________
Y/N _____________________________________

CHEST CTA & = BREATH SOUNDS _____
Y/N______________________________________

HEART RR no MURMUR ______________ Y/N______________________________________

ABD soft w/o HSM/M _________________
Y/N _____________________________________

GU NL _____________________________ Y/N _____________________________________

BACK STRAIGHT ____________________
Y/N _____________________________________

SKIN CLEAR of significant lesion ________
Y/N _____________________________________

DTR SYM and NL ____________________ Y/N _____________________________________

ASSESSMENT:  (  intermittent  (  mild
(  moderate
(  severe
(  exercise induced?


Education/Self-Management:

Asthma action plan:  
(  written
(  discussed

(  given to parent

· Parent handbook

(  Asthma diary

· MDI technique demo

(  Return demo
(  OK
(  Needs improvement

· Spacer demo


(  Return demo
(  OK
(  Needs improvement

· PFM demo


(  Return demo
(  OK
(  Needs improvement

Time spent with patient: _______ minutes

(Use reverse side if more room is needed)

Provider Signature:  ___________________________________________  Date: ___________

CLASSIFICATION OF ASTHMA SEVERITY: CLINICAL FEATURES BEFORE TRMT

	
	Days with Symptoms
	Nights with Symptoms
	PEF or FEV

	Step 4

Severe persistent
	Continual
	Frequent
	>= 60%

	Step 3

Moderate persistent
	Daily
	>=5/mo
	>60%-<80%

	Step 2

Mild persistent
	3-6/wk
	3-4/mo
	>=80%

	Step 1

Mild intermittent
	<=2/wk
	<=2/mo
	>=80%


Prescribed Medications:





Bronchodilator: ________________________





Steroid: ______________________________





Other Controller: _______________________





Other Meds: __________________________





Specialist? ___________________________





Environmental controls? _________________________
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