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

OUTPATIENT ASTHMA CLINICAL PATHWAY –HISTORY AND PHYSICAL
OTSG APPROVED (Date)
11 DEC 98


PEDIATRIC

Vital Signs:   Temp_______Pulse_______Resp_______



BP_________ HT_________WT__________

Pulse oximetry_________  PEFR__________

Does patient smoke?  Yes/No      Does a family member?  Yes/No  

Presenting complaint:

History

 Last Visit:     ( Clinic     ( ER      ( Admission







#Asthma Flares:  
          Last 3 months ______ Last year_______

#Missed School/Work:  Last 3 months ______ Last year_______

#ER Visits: 
          Last 3 months ______ Last year_______

#Hospitalizations:_______ #ICU ________ Intubation ________

Medications:
                                                         

Physical Exam:

Allergies:

Past Hx/Surgical Hx:

Family Hx:

Social Hx:

Current Symptoms:

Determine Asthma Severity:




(Mild Intermittent:
(Mild Persistent:
(Moderate Persistent
(Severe Persistent:

Symptom frequency

<2/wk


>2/wk


QD


Continuous

Nocturnal Symptoms

<2/mo


>2/mo


>1/wk


frequent

Peak Flow % max

>80%


>80%


60-80%


<60%

Bronchodilator Use

<1/wk


PRN to 2p QID

<10 puffs/d

>10 puffs/d

                                                                                            (                                 (                                   (                                    

Plan:                                                        


Controller Meds:




(Aerobid  1 puff BID
(Aerobid 2 puffs BID
(Flovent 220 2 puffs BID








OR


OR


AND







(Azmacort 2 puffs BID
(Flovent 110 1 puff BID
(Serevent 2 puffs BID








OR


AND







     (under 5 yrs old)
(Serevent 2 puffs BID

                                                                                       (Intal 2 puffs TID/QID 








OR






 
( Intal 20mg (2cc) nebs 

    TID/QID

*ALL PATIENTS:

Reliever med:  Albuterol:  (MDI: 2-4 puffs with spacer Q 4-6 hours PRN 

                                                                           OR

                                           (Nebulizer:  0.5cc in 2.5cc NS Q 4-6 hours PRN

*Severe or Exacerbations:  Consider:  prednisone (o.5-1.0mg/kg) _________QD for _____days

Other:

*Follow-Up:  

((((((((((((((((((((((((((((((((((((((((((((((((((((((
Consults:  If needed, except as indicated


( Asthma Education Program: (Required)

( EFMP enrollment


( Home nebulizer


( Pulmonary




( Smoking Cessation 287-6789

( PFT’s  (baseline & 


( Allergy




( Flu Shot




 q 2years)

((((((((((((((((((((((((((((((((((((((((((((((((((((((
Asthma Action Plan reviewed: ____________________ 

Know the FACTS about Asthma!


		           Patient understands            Instructions


peak Flow Meter use:		(		(


Asthma Action Plan: 		(		(


Controller Medication Use: 	(		(


Triggers:	URI		(		(


		Dust/Mites	(		(


		Mold		(		(


		Pets		(		(


		Exercise		(		(


		Smoke		(		(


		Other:______	(		(





Signs/Symptoms of attacks:	(		(










(Continue on reverse)

PREPARED BY (Signature & Title)

DEPARTMENT/SERVICE/CLINIC

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

DA
FORM
1 MAY 78
4700 FH MDA OP 185 (REV)

                                                                            1 Oct 99


