Medication Inventory Follow Up
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Medication Inventory

1. We are interested in the prescription medications you are using. We are particularly interested in
medications your doctor prescribed for you and were filled by a pharmacist. These include pills, skin
patches, eye drops, creams, salves, and injections. The letter you received about this appointment asked
you to bring them to the clinic. Have you brought them with you? Are these all the medications that
you took in the last two weeks?

mibringem

1 Yes

2 No

3 Took no meds
9 Refused

NOTE: This list will not be refreshed until form is saved.
Select 'Edit Medication List' to view current selection of medications.

Selected drugs/medications:
1. PULMICORT

Additional drugs previously entered:
[none]

Enter drugs that did not appear in the master drug list here. Please enter one medication per field.
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Specific Medications

2. Were any of these medications you took during the past two weeks for...
a. High blood pressure? mihighbp
1 Yes

2 No
9 Don't know

=~

b. Angina or chest pain? michstpn

1 Yes
2 No
9 Don't know

c. Control of heart rhythm? mihrtrhy

1 Yes
2 No
9 Don't know

d. Heart failure? mihrtfail

1 Yes
2 No
9 Don't know

e. Blood thinning? mibldthn

1 Yes
2 No
9 Don't know

f. Stroke? mistroke

1 Yes
2 No
9 Don't know

g. Leg pain on walking? milegpn

1 Yes
2 No
9 Don't know

h. Depression? midep

1 Yes
2 No
9 Don't know

i. Weight loss? miwgtloss




1 Yes
2 No
9 Don't know

J. Cholesterol lowering? michlower

1 Yes
2 No
9 Don't know

-]

3. During an average week, how often do you take one or more aspirin tablets? (Do not include Tylenol, Ibuprofen or similar
drugs)

miaspirin

1 Never or less than 1 day per week
2 1 or 2 days per week

3 3-4 days per week (every other day)
4 5 or 6 days per week

5 Every day
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Medication Inventory

o] Refused

s3] Took no meds = Go to question 3, next page

1. We are interested in the prescription medications you are using. We are particularly interested in medications
your doctor prescribed for you and were filled by a pharmacist. These include pills, skin patches, eye drops,
creams, salves, and injections. The letter you received about this appointment asked you to bring them to the
clinic. Did you bring all of the medications that you took in the last two weeks?

1[JYes = May | see them?
2.1 No 2 Make arrangement to obtain
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13.

14.

15.
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Specific Medications

"Now | would like to ask you about a few specific medications.”

a. High blood pressure? 1[dYes
b. Angina or chest pain? 1dYes
c. Control of heart rhythm? 1Yes
d. Heart failure? 1dYes
e. Blood thinning? 1Yes
f.  Stroke? 1[dYes
g. Leg pain on walking? 1OdYes
h. Depression? 1Yes
i. Weightloss? 1Yes
j-  Cholesterol lowering? 1JYes

ibuprofen or similar drugs)

1] Never or less than 1 day per week
21 1 or 2 days per week

3 [] 3-4 days per week (every other day)
4[] 5 or 6 days per week

5[] Every day

21 No

21 No

21 No

21 No

2|:| No

21 No

2 No

2|:| No

21 No

2 No

2. "Were any of these prescription medications you took during the past two weeks for: . . ."

o] Don't know

o] Don't know

o] Don't know

o] Don't know

o] Don't know

o] Don't know

o[] Don't know

o] Don't know

o] Don't know

o[] Don't know

3. During an average week, how often do you take one or more aspirin tablets? (Do not include Tylenol,
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Diabetes

4. In the past 12 months, have you been told that your diabetes has affected the back of your eye, that is, the
retina?
(Do not include treatment for cataracts or glaucoma)

1DY€S
2[JNo

5. Inthe past 12 months, have you been told that your diabetes has affected your kidneys?
1[JYes
2[JNo

Neuropathy

6. Please answer the questions below about the feeling in your legs and feet. Check yes or no based on
how you usually feel.

a. Are your legs and/or feet numb? 1[1Yes 2[1No
b. Do you ever have any burning pain in your legs and/or feet? 1dYes 2[No
c. Are your feet too sensitive to touch? 1Yes 2[INo
d. Do you get muscle cramps in your legs and/or feet? 1Yes 2[INo
e. Do you ever have any prickling feelings in your legs or feet? 1dYes 2[INo
f.  Does it hurt when the bed covers touch your skin? 1Yes 2[JNo
g. When you get into the tub or shower, are you able to tell the hot water from the [JYes 2[JNo
cold water?
h. Have you ever had an open sore on your foot? 1Yes 2[JNo
If yes % Do you have one now? 1[1Yes 2[INo
i.  Has your doctor ever told you that you have diabetic neuropathy? 1Yes 2[INo
j- Do you feel weak all over most of the time? 1[dYes 2[INo
k.  Are your symptoms worse at night? 1[Yes 2[JNo
I. Do your legs hurt when you walk? 1[Yes 2[JNo
m. Are you able to sense your feet when you walk? 1JYes 2[INo
n. Is the skin on your feet so dry that it cracks open? 1Yes 2[INo

Look AHEAD/My Health Part A Annual-Out Years, Version 1.0.sdw, 07/27/06 Page 3of 7


grpate
Text Box


Look AHEAD/My Health Part A Annual-Out Years, Version 1.0.sdw, 07/27/06 Page 4 of 7



grpate
Text Box


Look AHEAD/My Health Part A Annual-Out Years, Version 1.0.sdw, 07/27/06 Page 50f 7



grpate
Text Box




grpate
Text Box


Look AHEAD/My Health Part A Annual-Out Years, Version 1.0.sdw, 07/27/06 Page 7 of 7


grpate
Text Box




