
      

 

 

   

 

    

   

 

 

IMPLEMENT CA Asthma Collaborative Data Collect ion  Survey 

Pract ice  name 

Reviewer in itials  

Month of pat ient vis it  

Chart abstraction#  

Age of chi ld in years 

Gender of patient Female 

Male 
reset 

Medicaid Yes 

No 
Don't know 

reset 
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Previous Page 

Visit type (Please select one) 

I f patie nt is not already on controller medication, was 
as

 
t hma severi ty ( inte r m itt e nt. mild persistent. etc.) 

documented? 
 

What severity was documented? 

Was a controller medication prescribed? 

Which medication was prescribed? 

I f Ot her, please specify:  

Was Asthma Action Plan reviewed and/or updated 
w ith in past 12 months? 

Were t here  any asth ma related  visits to the 
emergency room in the last 12 months? * 

√ 

√ 

√ 

√

reset 

reset 

reset 

reset 

Well Child Check 

Planned Asthma Visit 

Respiratory/Sick Visit 

Asthma ED Follow-up 

Other Follow-up 

No 

Yes 

NIA patient on contro ller medica t ion  

lnterm ittent  

Persistent Mild 

Persistent Mo d e rate  

Persistent Severe  

No 

Yes 

ICS 

ICS + LABA* 

Leukotriene modifier 

Other 

Yes 

No 
reset 

Yes 

No 

Don't know 
reset 

*For t his question, please mark "No" i f  t here is clear documentation of this being assessed OR if you
are ab le to review records from t he local ED where the patient is most 

 
l ikely to go. you do not see any

ED vis
 

i ts fo  r as t hma. Please mark "Don't know" i f you do no t have access to any ED records, either
outside or w i t

 
h in your system. AND you do not see any documentation in the medic a l record

assess
 

i ng for ED  v isits in the last y ear . 



         
   

   

   

        
 

       

     

     

Has child had at least one other planned asthma visit 
within the past 6 months? 

 

Was tobacco use/exposure assessed? 

Was tobacco screen positive? 

What steps were taken in response to the positive 
tobacco screen? 

Was child and/or caregiver instructed on device use? 

Was child and/or caregiver educated about their 
asthma? 

Yes 

No 

Yes 

No 

Yes 

No 

Refer 

Counsel 
No Interventio n

Yes 

No 

Yes 

No 

reset 

reset 

reset 

reset 

reset 

reset 

PICK 2 of 4 for monthly data collectio n:  
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