Screening and Assessment for Influenza

Date:___________________
Time:_____________
Name: __________________________________________________________Date of birth: ____________________________
Student ID number: _______________________________________________Phone number: _________________________
Residence: _______________________________________________________E-mail____________________________________
Please answer the following questions: 




 
Have you been around anyone who has the flu?    (  Yes   (  No

      If Female: Last Menstrual Period___________
Do you have any of the following symptoms:

Fever  ( Yes ( No    If yes, how long have you had this fever?___________________________________________
Did you take your temperature with a thermometer  ( Yes ( No    If yes, what was the reading? __________

Cough 


( Yes (  No



Nausea  


( Yes  ( No
Body aches 

( Yes  ( No



Vomiting

( Yes  ( No
Sore throat 

( Yes  ( No



If yes, when was the last time you vomited __________
Runny nose 

( Yes  ( No  



Diarrhea

( Yes  ( No
Shortness of breath 
( Yes  ( No



If yes, how many watery bowel movements have you had Dizziness 

( Yes  ( No 



in the last 24hours? _____
Other symptoms?__________________________________________________________________________________

Have you taken any medications in the past 24 hours including over the counter cold and flu medications?  
(Yes   (No

Please list all medications that you have taken: __________________________________________________________________________________________
Please list all current and past medical problems: ________________________________________________________________________________________

Please list all drug medication allergies: ___________________________________________________________________________________________________
Do not write below this line
T _______ B/P _________ P _________ R ________  O2Sat  ________%_ PF _____​___  Rapid Strep __________ ​​​​​​​​​​​​​ 
Exam:

Ears:  (R)__________ (L) __________   Pain:  Pinna ___ Tragus ___

 Sinus tenderness__________
Nose: ________________________________________  Throat:_________________________________________   Tonsils______________________  Exudate_____  

Nodes (ant)_______ (post)_____ Tenderness___________    Centor Score-    _____/4​​​___
Lungs:  (Clear    (Rhonchi     (Rales      (Wheezing   (Other​____________________________________________________________________
Heart: (RRR  ( No murmur  (Other_________________________________________________________________________________________________
Abdomen: (Soft (NTND  (HSM (Other​​​​​​​____________________________________________________________________________________________

Neuro: (No Meningeal Signs 
Other Findings:_ ____________________________________________________________________________________
Plan (check all that apply): Diagnosis ______________________________________________________________________________________________________

(  Rapid Strep__________     (  TC to lab         (  CBC/Diff             (  Mono     
(  N/P Culture
(  Cold Care Kit     ( PVUI    

(  OTC Cough Syrup     (  Self isolation    (  Self-care instructions     (  Surgical masks   (Antiviral Rx____________________________

(  Other:______________________________________________________________________________________________________________________________________

( Follow up______________________________________________________    
 
__________________________________________________________








     

 Signature
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