MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA
For the use of this form, see AR 40-400: the proponent agency is The Office of the Surgeon General

REPORT TITLE

PEDIATRIC ASTHMA APPOINTMENT
OTSG APPROVED (Date)
11 DEC 98


1. How many times has your child been hospitalized in the last year for asthma, wheezing or bronchiolitis?  __________

2. Has your child ever been on a mechanical ventilator?  _________   If so, when?  ___________

3. Number of visits to ER or clinic because of asthma/difficulty breathing in the past 6 months?  __________

4. Does your child become out of breath with exercise or play?  __________

5. How many days has asthma caused your child to miss from school this year?  _____________

6. Does your child cough at night more than twice a week? ________  Less than twice a week?________   

7. How many puffs or nebulizer treatments of albuterol does your child use a day?  _______

8. Does your child have eczema?  _________  Seasonal allergies?  _________

9. Does anyone in your home smoke?  _________  How much?  ________ /a day 

10. Do you have pets at home?  __________  What kind?  __________

11. Are there other members of the family with asthma?  ________

12. Is your child enrolled with EFMP?  __________

13. Does your child use a peak flow meter at home?  __________  What is his/her personal best?  _________

14. In your opinion, how well controlled is your child’s asthma?

 
___very well controlled  ___ somewhat controlled  ___ not well controlled

15. How satisfied are you with your child’s asthma care?

___very satisfied  ___somewhat satisfied  ___not satisfied





PREPARED BY (Signature of parent completing form)


DATE



PATIENT’S IDENTIFICATION (For a typed or written entries give: Name- -last, first, middle; grade; date; hospital or medical facility)


(  HISTORY/PHYSICAL              (  FLOW CHART

(  OTHER EXAMINATION          (  OTHER (Specify)
         OR EVALUATION

(  DIAGNOSTIC STUDIES


(  TREATMENT
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