_____
	PLU SON HEART FAILURE CLIENT QUESTIONNAIRE

	Physical Assessment / Symptoms
	Compliance Assessment
	Patient

 Issues
	Student

 Follow-Up

	Are you having more shortness of breath (SOB) today than yesterday? YES If so, is it mild, moderate or severe?MODERATE
Do you have swelling in your ankles or legs or have you had a change in the severity? NO If so, is it mild, moderate or severe? N/A.

What was your weight this morning?__195__lbs.  Is this a change? YES If so, how much? 4_lbs.

Have you felt fatigued in the last week? YES If so, how significant was it mild, moderate or severe? Moderate
Have you had a dry cough? NO If so, is it occasional or frequent? N/A How many days have you had this? N/A
Have you had chest pain? NO If so, how severe on a scale of 1-10 ? 0 Did you take Nitroglycerin? NO
	Are you following a 2 gram sodium diet? __YES__How much sodium did you have for (pick a meal)? _____Breakfast 500mg____

Are you consuming less than 64 ounces of fluid a day? _Unsure____ If more than 64 oz,. are you measuring the amount?
Are you taking your medications as ordered? ___YES__   Are you running low on any medications? ___NO__ Are you noticing any side effects of medications? Hallucinations
Are you still smoking? ___N/A____ If so, how many cigarettes per day? N/A___

Are you consuming alcohol? _YES_____ If so, how may alcoholic beverages per day? _2__
Are you getting some form of exercise? _NO__

How many minutes a day ?___N/A_____
	Do you have any MD appointments in the next week?

_____YES____
_____________

Are you having a difficult time getting transportation, medications and/or low-sodium food? ____NO_______
Do you have any concerns/issues that I can help with?
NO


	Did you provide education on any areas of concern?

Yes, start exercising, speak with MD about hallucinations and weight gain.
Did you make an appointment to call or see the patient next week? ____YES_____




