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Pediatric CF Clinic Pre-Clinic Questionnaire
This form is for teenagers to fill out regarding their own health - or parents can fill out this form regarding their child’s health.   

Name: ______________________________________________        Visit Date: ________________
Symptoms:         
	
	FREQUENCY
	
	SEVERITY
	Comments

	Please check the frequency and severity of symptoms that you currently have or that apply since your last clinic visit. 
	Never
	Current
	Rarely
	Sometimes
	Often
	
	Mild
	Moderate
	Severe
	

	Respiratory

	Sinuses
	
	
	
	
	
	
	
	
	
	

	Lungs
	
	
	
	
	
	
	
	
	
	

	Cough
	
	
	
	
	
	
	
	
	
	

	Mental Health

	Depression
	
	
	
	
	
	
	
	
	
	

	Anxiety
	
	
	
	
	
	
	
	
	
	

	Stress
	
	
	
	
	
	
	
	
	
	

	Social Concerns
	
	
	
	
	
	
	
	
	
	

	School Related Concerns
	
	
	
	
	
	
	
	
	
	

	Overall Health

	Sleeping 
	
	
	
	
	
	
	
	
	
	

	Energy
	
	
	
	
	
	
	
	
	
	

	Gastroenterology

	Loss of Appetite
	
	
	
	
	
	
	
	
	
	

	Weight Loss (or difficulty gaining weight)
	
	
	
	
	
	
	
	
	
	

	Early Satiety (feeling full too easily)
	
	
	
	
	
	
	
	
	
	

	Reflux or Heartburn
	
	
	
	
	
	
	
	
	
	

	Recurrent Vomiting
	
	
	
	
	
	
	
	
	
	

	Yellowing of the skin or yellowing of the eyes 
	
	
	
	
	
	
	
	
	
	

	Excessive unexplained itching
	
	
	
	
	
	
	
	
	
	

	Unusual bruising and bleeding
	
	
	
	
	
	
	
	
	
	

	Difficulty swallowing, pain swallowing, feeling 

as though things get stuck when swallowing
	
	
	
	
	
	
	
	
	
	

	Abdominal Pain
	
	
	
	
	
	
	
	
	
	

	Diarrhea
	
	
	
	
	
	
	
	
	
	

	Constipation or pain with stooling
	
	
	
	
	
	
	
	
	
	

	Blood in stool
	
	
	
	
	
	
	
	
	
	


Have you ever been diagnosed with any of the following?  

	
	
	Yes
	No
	Not Sure

	
	Bowel Obstruction or DIOS
	
	
	

	
	Pancreatitis
	
	
	

	
	Liver Disease or Gallstones
	
	
	

	
	Celiac Disease
	
	
	

	
	Inflammatory Bowel Disease (IBD)
	
	
	

	
	Irritable Bowel Syndrome (IBS)
	
	
	

	
	Failure to Thrive
	
	
	

	
	GERD/Reflux
	
	
	

	
	Eosinophilic Esophagitis
	
	
	

	
	Meconium ileus
	
	
	

	
	Surgical Removal of bowel
	
	
	


Background: 
Information regarding your average daily routine and possible health changes since your last visit. 
	
	In the last week, how often did you do each treatment?
	
	How many minutes did you spend doing each treatment?
	
	What is getting in the way?

	
	Not At All
	1-2 Times A Week
	3 Times A Week
	Once A Day
	Twice A Day
	3 Or More Times A Day
	Doesn’t Apply
	
	0 Minutes
	5 Minutes
	10 Minutes
	15 Minutes
	20 Minutes
	25 + Minutes
	
	Couldn’t Find the Time
	Forgot To Do It
	Don’t Feel Better After
	Experience Side Effects
	Not Sure Why I Should Do it
	Don’t Think I Need It
	Don’t Want To Do It
	Prescription Wasn’t Refilled
	Insurance Doesn’t Cover It
	I’m Embarrassed
	Doesn’t Apply To Me
	Other: 

	Airway Clearance

     (eg. CPT, Vest, Acapella, Exercise)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Medicines to Open Airways

     (Albuterol, Xopenex)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Aerosols to Thin Mucus

     (eg. Pulmozyme)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Aerosols to Clear Mucus

     (eg. hypertonic saline)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Inhalers 

  (eg. Flovent, Qvar, Advair, Symbicort)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pancreatic Enzymes 

     (eg. Creon, Zenped, Pertzye)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition

     (3 meals + 2-3 snacks)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Supplements 

     (eg. Scandishake)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Vitamins

     (eg. ADEK, multivitamin)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Oral Antibiotics

     (eg. Azithromycin)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Inhaled Antibiotics 

     (eg. Tobi, Cayston)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Disease Modifying 

     (eg. Kalydeco, Orikambi)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Have any of the following changed since your last visit?
	
	
	Yes
	No
	Comments

	
	New allergies
	
	
	

	
	New pets
	
	
	

	
	New school or daycare
	
	
	

	
	Home environment
	
	
	

	
	Any other lifestyle changes?
	
	
	


Have you been seen by any other doctor since your last visit?  If so, what doctor and for what health concern?

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Assessment: 
You know your body (your child) the best.  What do you think is working well or not working well?  What observations do you see? What changes would you recommend?  
Recommendations/Requests: 
· Prescription Refills:
· Pulmozyme
· Antibiotics
· Saline
· Enzymes
· Inhalers
· Durable Medical Equipment:
· Chamber

· Nebulizer
· Vest

· School / Daycare:

· Permission / Directions

· Medications
· Anything else?  
TRANSITION CHECKLIST:

To be completed by the patient Ages 12-15
Please use the following scale to rate the FREQUENCY of each item. (For parents completing this form, 
use the scale as it applies to your observations of your child):

           1= Does Not Apply     2= Never    3= Sometimes   4= Often     5= Always
	CF HEALTH KNOWLEDGE:
	

	I can describe how CF affects my body
	    1      2       3       4       5

	I can accurately describe the symptoms of CF.
	    1      2       3       4       5

	I  understand why I take each of my medications
	
	    1      2       3       4       5

	I  understand the yearly tests (labs, xrays, ultrasounds)
	
	    1      2       3       4       5

	I take my medications/treatments without  reminders
	    1      2       3       4       5

	I understand what airway clearance is for
	    1      2       3       4       5

	I  understand  my Pulmonary Function Tests
	    1      2       3       4       5

	I understand why good nutrition is important in  CF
	    1      2       3       4       5

	CLINIC VISITS:
	

	I can answer at least one of my CF team's questions  myself
	    1      2       3       4       5

	I can ask the CF team my own questions
	    1      2       3       4       5

	I meet with members of the CF team alone (part of the time)
	    1      2       3       4       5

	I know how to contact the CF center
	
	    1      2       3       4       5

	I know which CF team member to call with specific questions
	    1      2       3       4       5

	LIFESTYLE:
	

	I  can talk about CF with other people
	    1      2       3       4       5

	I understand how smoking, drinking, & drugs impact my health
	    1      2       3       4       5

	1 have ideas about what I want to do after High School
	    1      2       3       4       5

	I know how to ask for help at school/work
	    1      2       3       4       5

	I can talk with friends or family about issues I am stressed about
	    1      2       3       4       5


Additional comments/questions/concerns:_________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

TRANSITION CHECKLIST:

To be completed by the patient Ages 15-18

Please use the following scale to rate the FREQUENCY of each item. (For parents completing this form, 

use the scale as it applies to your observations of your child):

           1= Does Not Apply     2= Never    3= Sometimes   4= Often     5= Always
	CF HEALTH KNOWLEDGE:
	

	I take all my treatments independently
	 1     2     3     4     5

	I do my airway clearance independently 
	 1     2     3     4     5

	I know my medications and doses
	 1     2     3     4     5

	I understand the purpose of each medication
	 1     2     3     4     5

	I can re-order my medications, manage supplies
	 1     2     3     4     5

	I understand the yearly tests (labs, xrays, ultrasounds)
	 1     2     3     4     5

	I understand my Pulmonary Function Tests
	 1     2     3     4     5

	I understand how to eat a healthy “CF” diet
	 1     2     3     4     5

	CLINIC or HOSPITAL:
	

	I respond to healthcare team’s questions myself
	 1     2     3     4     5

	I ask my healthcare team my own questions
	 1     2     3     4     5

	I can do a clinic visit alone 
	 1     2     3     4     5

	I call the CF center about my health issues
	 1     2     3     4     5

	I know when to call the CF center about changes in my health
	 1     2     3     4     5

	I can make an appointment
	 1     2     3     4     5

	I know which CF team member to call with specific questions
	 1     2     3     4     5

	LIFESTYLE ISSUES:

	

	I feel comfortable discussing my CF with other people
	 1     2     3     4     5

	I have a plan for after High School (work or college)
	 1     2     3     4     5

	I understand how my CF affects reproduction/fertility
	 1     2     3     4     5

	I understand how to prevent pregnancy
	 1     2     3     4     5

	I understand the negative impact of smoking, drinking & drug use
	 1     2     3     4     5

	I know how to manage money & budget 
	 1     2     3     4     5

	I know how to ask for accommodations at school/work
	 1     2     3     4     5

	I understand how my health insurance works
	 1     2     3     4     5

	I know how my CF may impact school/career choices
	 1     2     3     4     5

	
	


Additional comments/questions/concerns:_________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Pediatric CF Clinic Children’s Coloring Sheet
This is a great way for children to take part in their own health.  Children can color it any way they want, color anything red that does not feel “good”, or put an X on any spots that are “bothering” them.  Also, kids can draw a face to reflect how they are feeling.  
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