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282Washington Street, Hartford, CT 06106

Phone: 860-545-9440  Fax: 860-545-9445

www.ccmckids.org/cccfc

Clinic Visit and Health Plan for: 






Date:




Please take a few minutes to fill this out before you see the CF Team today.  We thank you.

My primary health concern or issue I wish addressed during today’s clinic is:





Respiratory Care:

Albuterol 1 vial in nebulizer or ___ puffs ___ times/day


Xopenex ___ mg: 1 vial in nebulizer ___ times/day


Pulmozyme: ___ vial (s) 
times/day


Flovent/Asmanex/Pulmicort  44  110   220 (circle one) ___ puffs/clicks ___ times/day 

Advair 100/50   250/50    500/50 (circle one)         click(s) 
 times/day

Symbicort 80/4.5   160/4.5  (circle one) _ __ puffs/clicks ___ times/day 

Hypertonic saline 
 mls 
 times/day

Chest PT       Acapella 
Vest     PEP     Exercise
     Autogenic Drainage/ACBT     Other: ________

Frequency: ___ times/day     Duration: ___ minutes 
     How many times miss therapy/wk:




Medications:
Oral Antibiotics:  





  
 times/day for 
     days

                   
    





  
 times/day for 
     days

Inhaled Antibiotics:





  
 times/day for 
     days

Nasal (oral):





  
 times/day 

Nasal (spray):





  
 squirts each nostril ___ times/day 

Enzymes:
Creon 5     Creon 10     
Creon 20

Dose: ___ with meals
___ with snacks



Ultrase      Ultrase MT 12     Ultrase MT 20   
Dose: ___ with meals
___ with snacks



Other: _____________________________    
Dose: ___ with meals
___ with snacks

Stomach/Reflux:





  
 times/day









  
 times/day

Vitamins:
ADEK ___ times/day     
Multivitamin: ___ times/day

Vitamin E ___ times/day     Other:














Periactin/Cyproheptadine 

 
 times/day
Liver:
Actigall/Ursodiol:  
          times/day

Calorie Supplements (Oral):  Scandishakes     Boost     Ensure     Carnation Instant Breakfast
Other:



    ___ cans/packets ___ times/day

Calorie Supplements (Tube):  ___ packs mixed with  _____ mls water    Rate: ___/hour for ___ hours

Other:






























In addition to regular medications, I/my child changes/increases the following at the beginning of an illnesss:

‫   Albuterol or Xopenex             vial(s) via nebulizer or             puffs            times/day

‫   Airway clearance 

 times/day             Additional types of Airway clearance 


‫   Other medication changes: 










	Measurement
	Classification
	Goal

	BMI: ______
	Good
Concerning
At risk
Urgent need
	

	Weight: ______
	Good
Concerning
At risk
Urgent need
	

	Height: ______
	Good
Concerning
At risk
Urgent need
	

	FEV1%: ______
	Normal
Mild
Moderate
Severe
	

	Results
	
	

	Last Respiratory Culture
	Normal flora
Staph
Pseudomonas
MRSA
Cepacia
Other
 

	Abnormal Labs
	

	Chest X-ray
	Normal
Mild
Moderate
Severe

	Other
	

	*If routine labs were done today, you will be notified only if results are abnormal.


	Recommendations for Health Maintenance

	  Medications:              (
	Continue current medications (on back)

	                                      (
	Add or change the following medications: 
(  Educational material given



	                                      (
	Stop the following medications:



	Respiratory Care:       (
	Continue current respiratory care (on back)

	                                      (
	Make the following changes to respiratory care: 
(  Educational material given



	Nutrition:                    (
	Continue current nutrition plan (on back)

	                                      (
	Make the following changes to nutrition plan:
(  Educational material given



	Social Work                (
	

	Referrals:                    (
	Please make an appointment with:

Phone number:

	 Research/other:         (                         
	


Please schedule a follow up appointment in _______ months. If you have questions or concerns prior to the next clinic visit, please call your CF care provider. 

Patient/Guardian Signature:__________________ Health Care Provider Signature: ___________________ Date:











Call the CF Center at 860-545-9440 for symptoms that last longer than 24 to 48 hours.
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