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Chronic Disease Clinic 
Initial Baseline 
Medical Data 
 
Personal Risk Factors: Family History: Surgeries/Hospitalizations: 
Y N  Y N   
O O Smoking: Pack year__________ O O Anemia  
O O High Blood Pressure O O Asthma   
O O High Cholesterol  O O Cancer: types_______________  
O O Sedentary Lifestyle   __________________________  
O O Obesity  O O Diabetes  
O O Diabetes  O O Heart Disease  
O O Alcohol ___________________ O O High Blood Pressure  
O O __________________________ O O Kidney Disease  
O O Substance Abuse:____________ O O Mental Illness  
O O __________________________ O O Sickle Cell  
O O Injection Drug use O O Tuberculosis  
O O Multiple sexual partners      
O O Unsterile tattooing/body piercing     

 
General Description/Chief Complaint:(Attach medication profile or list medications) 

__________________________________________________________________________________________ 
__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Cardiovascular/Hypertension/Diabetes (Date of onset of symptoms:                    ) 

Y 
 
 
 
 
 

N 
 Chest Pain 
 Shortness of Breath 
 Palpitation 
 PVD  
 Orthopnea  

Y 
 
 
 
 
 

N 
 Leg Swelling 
 Claudication 
 Heart attack/surgery 
 CVA/Stroke 
 Rheumatic fever  

Y N 
 Dyslipidemia  
 Headache  
 Syncope/Dizziness 
 Hypoglycemic Episodes 
 Kidney Disease   

Y 
 
 
 
 
 

N 
 Weight Gain/Loss 
 Blurred Vision 
 Foot problems  
 Nocturia  
 Polyuria  

Details of boxes checked Y: ____________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 

   Check all that apply and complete appropriate clinic HX: 
 Pulmonary/Asthma/COPD  HTN/CV  TB 
 General Medical  Seizures  HIV 
 Liver Disease/HCV  Diabetes  
 Other: __________________________________ 
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Seizures (Date of onset of symptoms:                           ) 
Y 

 
 
 
 

N 
 Aura  
 Postictal State  
 Number of Seizures in past 3 mos. ____  
 Type of Seizures ______________________________________________ 

Y N 
 Gum Disease: _______________ 
 Date of Last Seizure 
 LOC  

  Other Neurological Symptoms? (headache, incontinence, paralysis) 

Details of boxes checked Y:_______________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
HIV/HCV Infection (Date of onset of symptoms:                      ) 

Y 
 
 
 
 
 
 
 
 

N 
 Anorexia  
 Malaise  
 Oral Lesions (herpes/thrush)  
 Nausea/Vomiting 
 Constipation  
 Diarrhea 
 Anorectal pain/lesions  
 Stool Changes  

Y N 
 Weight Loss/Gain  
 Peripheral Neuropathy  
 TB Infection/Tuberculosis  
 Hx Pneumonia  
 Opportunistic Infections  
 AIDS Diagnosis 
Abdominal Pain/Swelling 

Y 
 
 

 
 
 
 

N 
 Abnormal Pap Smear 
 Hx Previous Antiviral Tx  

(list drugs below)  
 Jaundice  
 Joint Pain  
 Pruritis 

 
Details of boxes checked Y: ____________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Asthma/Pulmonary/COPD/Tuberculosis (Date of onset of symptoms:                       ) 

Y 
 
 
 
 
 
 
 
 
 
 

N 
 Wheezing  
 Nighttime Awaking Symptoms ____ per week  
 Hospitalized for Asthma within the last year  
 Number of ER Visits in past 3 Months ____  
 History of Intubations  
 Short Acting Inhalers use ____ times per week  
 Prior Systemic Steroids  
 Activity Intolerance  
 GERD  
 Allergies 

Y

 

N 
 # Asthma Attacks per week ____  
 Exposure to Environmental Risk (asbestos, 

chemical exposure, etc.) 
 Hemoptysis  
 Fever  
 Liver Disease  
 Night Sweats  
 Weight Loss  
 Persistent Cough (> 3 weeks) 
 Prior TB History 

 
Details of boxes checked Y: ____________________________________________________________________________________  
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
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Physical Exam 
Vital Signs: 

Temp: Blood 
Pressure: 

Pulse: Resp: Height: Weight: (Lbs). Peak Flow: Pain Scale: Functional 
Assessment: 

 

 

HEENT ___________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Neck: _____________________________________________________________________________________________________  

Heart:_____________________________________________________________________________________________________  

Lungs: ____________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Abdomen: _________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Extremities: _______________________________________________________________________________________________  

__________________________________________________________________________________________________________  

GU/rectal: _________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Other:_____________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Labs: 
Hgb A1C: Hct: ALT: T. Chloe: Triglycerides: 

CD4 Cell: Hgb: BUN: LDL: INR: 

HIV RNA VL: AST: Creatinine: HDL: Other: 

 

Assessment: diagnoses  
Degree of Control 

1. G
 

F 
 

P 
 

N/A
 

2  

3  

4  

5  
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Education Provided: (describe below) 
Disease process/abnormal labs: ________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Medication Mgmt (purposes, side effects): _______________________________________________________________________  

__________________________________________________________________________________________________________  

Nutrition: __________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Smoking/Tobacco use: _______________________________________________________________________________________  

__________________________________________________________________________________________________________  

Exercise:___________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Alcohol/substance abuse______________________________________________________________________________________  

__________________________________________________________________________________________________________  

Other:_____________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

PLAN: 
Medication Changes: ________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Diagnostics: 

 EKG   CBC   Hepatitis Panel A/B/C   Liver Enzymes  
 Chest x-ray   Medication Levels   Toxoplasmosis AB   LFT  
 Lipid Studies   HIV Antibody   RPR  Sputum AFB Smear  
 Chemistry   CD4 count   Pap Smear   Sputum AFB Culture  
 HgbA1C  Viral Load   Platelet   
 Urine Micro albumin  HCV   UA   

Immunizations: 

 Influenza Vaccine  Pneumococcal Vaccine 

Other Tests:________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Monitoring: 

BP: ___times per day/week/month          Glucose: _____ times per/day/week/month         Peak Flow: __________________________  

Other: _____________________________________________________________________________________________________  

Referral:  

Specialist (indicate specialty and priority level): ____________________________________________________________________  

__________________________________________________________________________________________________________  

__________________________________________________________________________________________________________  

Other Chronic Care Program? (specify): __________________________________________________________________________  






