CRWYS MEDICAL CENTRE – COPD REVIEW

Name:	...............................................................................................		Date of Birth: ........................................................
Address:  ..............................................................................................................................................................................................................
Tel No:  .................................................................................................		Today’s Date: ........................................................
Email address:  ...................................................................................... This email address will be used for all correspondence relating to this request.  Please be aware that if anyone else has access to this email address they may see responses sent to you.
Smoking Status:						Height:   .......................... (approximate if not known)
Current Smoker 	Yes/No  	Daily Cigarettes:  ........................	
Ex Smoker	Yes/No	Date Stopped:  ............................	Weight:  ......................... (approximate if not known)
Never Smoked	Yes/No	
Cessation advice available:  www.helpmequit.wales/		Alcohol Weekly Units: ..............................................

Blood Pressure:
If you have your own machine or have had your blood pressure checked in the last 12 months, what was the result?  ..............................

Flu Vaccination:
Are you aware we usually provide vaccinations October/November each year and patients with respiratory illness are eligible for this?
YES		NO		DECLINE

Text Messaging:
Do you consent to us contacting you by Text Message?			YES	NO
Please confirm your telephone number:   07.............................................


How often do you take your preventer inhaler?				________________________

Do you use your preventer inhaler (brown) every day?			YES	NO

Do you use your reliever inhaler (blue) every day?			YES	NO

What was the date of your last respiratory attack?			...........................................

Have you had any hospital admissions in the last 12 Months due to 		YES	NO
your respiratory condition?

In the last month have you had difficulty sleeping because of your 		YES	NO
asthma symptoms (including cough)

In the last month have you had your usual asthma  symptoms during 	YES	NO
the day, ie cough, wheeze, chest tightness or breathlessness

In the last month has your asthma interfered with your usual activities 	YES	NO
(e.g. shopping, housework exercise)

Do you have any concerns about your respiratory condition?		YES	NO





How is your COPD?

For each item below, circle the number that best describes your experience.

Example: I am happy             0   1   2   3   4  5             I am very sad

                                                                                                                                 		 SCORE


I never cough          		         0    1    2    3    4    5         	I cough all the time			________

I have no phlegm (mucus)			         	 My chest is completely
In my chest at all		         0    1    2    3    4    5          	full of phlegm (mucus)		________

	
	My chest does not feel			          	My chest feels very tight                         	________
	Tight at all		         0    1    2    3    4    5


When I walk up a hill or			          	When I walk up a hill or
One flight of stairs I am	         0    1    2    3    4    5          	one flight of stairs I am	          	________
Not breathless				          	very breathless


I am not limited doing			          	I am very limited doing
Any activities at home	          0    1    2    3    4    5         	activities at home		          	________


I am confident leaving			          	I am not at all confident
My home despite my	          0    1    2    3    4    5         	leaving my home because	           	________
Lung condition				          	of my lung condition


I sleep soundly		          0    1    2    3    4    5	I do not sleep soundly
						Because of my lung condition		________

I have lots of energy	          0    1    2    3    4    5	I have no energy at all		________

						
TOTAL SCORE			________



[bookmark: _GoBack]Thank you for completing this questionnaire, please return to the surgery ASAP 

