COPD LOG
	Doctor Name:
	[Name Here]
	
	Patient Name:
	

	Results:
	
	
	Ward:
	

	
	
	
	Period:
	

	
	
	
	Date:
	


[Type any instructions here]
Why are you seeing the doctor?
Scheduled checkup     b. Worsening or new symptom c. Treatment Side effects   d. Other
What COPD symptoms have you had since your last visit
Breathlessness b. Cough c. Excess mucus d. Chest tightness e. Wheezing f. Other
 How much are these symptoms bothering you?
Not very much b. Moderately c. A lot
 Are your symptoms getting better or worse [Compare with last visit]?
Better b. The same c. Worse
 Check the activities that make you breathless?	
An intense workout b. Walking up the stairs c. Walking across a room d. Other
Do you think the symptoms are affecting?
Exercise b. Sleep c. Work d. Mood e. Appetite f. Daily life 
Is the treatment helping you [pick your opinion]?
Yes b. Somewhat c. No d. Not sure
Are you taking your medicines as prescribed?
Yes b. No. c. Random
 Do you use oxygen?
All the time b. During exercise c. While I sleep d. I don’t use my oxygen
Are you not using any prescribed treatment? Choose why!
Side effects b. High cost c. Forgetfulness d. Difficulty using treatment 
How often do your exercise?
Most days b. A few times a week c. Occasionally d. Never
How much do you smoke?
Never b. Occasionally c. [No] of cigarettes per day

TREATMENT
What medicines are you taking?
	Sr. No
	Medicine Name
	Dosage
	Frequency
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