Page 1 sur 1

(Logo of the institution)
MEdical and biopsychosocial Evaluation
	Patient's name:
	Date of birth:                                    Age:

	Gender:    SHAPE  \* MERGEFORMAT 


  Gender:      SHAPE  \* MERGEFORMAT 


  Female
	Medicare no.:

	Patient's address:
	Tel. (home): (______) ________-_________

Tel. (work): (______) ________-_________

Cell: (______) ________-_________

	Diagnostic de maladie respiratoire:

[image: image3] Bronchiectasis

[image: image4] Emphysema


[image: image5] Chronic bronchitis
	 SHAPE  \* MERGEFORMAT 


 Asthma 
 SHAPE  \* MERGEFORMAT 


 Pulmonary fibrosis  
Other: _________________________

	Other conditions associated with this disease:

[image: image8] Cardiac ischemia

[image: image9] Congestive heart failure

[image: image10] Arrhythmia 

[image: image11] Heart failure 

[image: image12] Pulmonary hypertension


[image: image13] Lung cancer

[image: image14] Osteoporosis and fractures


	
[image: image15] Musculoskeletal dysfunction


[image: image16] Cachexia and malnutrition

[image: image17] Glaucoma and cataracts

[image: image18] Depression


[image: image19] Anxiety disorders and panic attacks


[image: image20] Metabolic disorders (diabetes)

Other: _________________________

	Medication:



Name of the medication



Name of the medication



Name of the medication



Name of the medication



Name of the medication

Name of the medication



Name of the medication



Name of the medication



Name of the medication



Name of the medication


	Compliance with treatment:



Notes



Notes



Notes



Notes



Notes
Notes


Notes


Notes



Notes



Notes



	Attending physician’s name:
	Pharmacist's name:




Respiratory medical history:
	Respiratory infections:


	No. of exacerbations in the past year:



	No. of hospitalizations in the past year:


Smoking:

	Does the Pt smoke?
YES / NO
	If so, how many cigarettes/day?

	
	If not, have they previously smoked?


Oxygen therapy:

	Nocturnal:          
 Daily:
	Total no. of hours/day:

	Only with exertion:


	CPAP/ BiPAP
                                    Pressure (cmH2O):


Pulmonary function tests:

	Parameter
	Measured
	% predicted

	FEV1
	
	

	FVC
	
	

	FEV1/FVC
	


Anxiety/depression:

	Does the Pt suffer from anxiety disorders or depression?
YES / NO


	If so, since when?

Comments:




Lifestyle:

	Is the Pt currently involved in an exercise program?


	YES / NO

Comments:



	Should the Pt see a nutritionist?
	YES / NO

Comments:



	Does the Pt have difficulty sleeping?
	YES / NO

Comments:




Height (metres): ___________

Weight (kg): ___________

BMI (weight / height2):



Muscular or skeletal limitations when exercising:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Other comments:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physician's signature: __________________________

Date: _________________
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