	Appendix Two:  Screening Tool and Patient Evaluation



XXX Pharmacy Logo    ACUTE PHARYNGITIS EVALUATION
Patient Demographic Information

________________________________________


_______________________________

Patient Name







Parent(s) Name(s) if applicable
________________________________________


______________
_____________
Street Address







Home Phone Number
Work Phone Number
_____________________________________________________


_________________________________________

City, State 



Zip Code



E-mail Address

Preferred to be contacted via ( home phone  ( work phone  ( E-mail
______________
_____________








Date of Birth

Age
Medical History

Allergies: 
( None    ( Penicillin    ( Erythromycin    ( Sulfa    (  Other: __________________________
Current prescription/over-the-counter/herbal medications include:  ____________________________________________________________________________________________
Occasional medications include: __________________________________________________________________
Medical conditions: ( None  ( Chronic heart or lung condition  ( Compromised immune system  ( Pregnancy

( Tonsils removed  ( Other: ____________________________________________________________________

Current pediatrician/primary care doctor: ___________________________________________________________

History of Current Illness

Description of Symptoms:



(  Sore throat


(  Cough




(  Malaise


(  Hoarseness



(  Difficulty swallowing
(  Nasal congestion



(  Fever


(  Conjunctivitis



(  Nausea & Vomiting

(  Diarrhea



(  Headache 


(  Other: ____________

Time of onset: ________________________________________________________________________

Actions taken: ________________________________________________________________________

Other information: _____________________________________________________________________

Rapid test not completed because: _________________________________________________________
Objective Data

Temperature: ___________________
Weight: __________________________
VISUAL THROAT EXAM


PALPITATION OF CERVICAL NODES
(  Enlarged Tonsils



(  Enlarged Lymph Nodes

(  Reddened Tonsils



(  Tender Lymph Nodes

(  Grayish-white patches on tonsils/throat

Rapid Antigen Test: _____________________

RAPID ANTIGEN RESULTS

LAB CULTURE
Lot # ________________Exp. Date: ________

(  Positive



(  Positive
(  Pink to yellow color chg  (  Red control line

(  Negative



(  Negative

ACUTE PHARYNGITIS EVALUATION (page 2)

_____________________________________









Patient Name

Assessment

CENTOR CRITERA


(  Presence of tonsillar exudates



(  Swollen & tender cervical nodes



(  Lack of cough

· History of fever > 101o F
NUMBER OF CENTOR CRITERA MET

(  0-1
  Strep test & antibiotic therapy are not indicated

(  2-3    Strep test indicated.  If positive antibiotic therapy indicated

(  3-4    Strep test indicated or antibiotic therapy indicated without test based on clinical signs and  

  symptoms


RAPID ANTIGEN RESULTS



(  Negative, refer to primary care provider or send culture to laboratory


Plan
(  Refer patient to healthcare provider for additional work-up (i.e. if peritonsillar abscess, rapid is neg.)
(  Send culture to lab.  Date & time sent: ________________
Supportive care

(  Acetaminophen 10-15 mg/kg/day divided QID (children) Dose: _____________
(  Acetaminophen 500 mg QID (adults)

· Fluids

· Bed rest

· Other: (saline gargles, antiseptic throat spray, lozenges, Benadryl® elixir gargle) __________________

Strep positive CHILD, initiate antibiotic therapy






(  Penicillin VK 25-50 mg/kg/day divided BID for 10 days 

Dose: ____________________


(  Erythromycin ethylsuccinate 40 mg/kg/day divided BID x 10 days (NTE 1 g/day)




Dose: ____________________


(  Other appropriate therapy: ____________________________________________

Strep positive ADULT, initiate antibiotic therapy
· Penicillin VK 500 mg BID for 10 days

· Erythromycin Base 500 mg Q12 hours for 10 days

· Other appropriate therapy: ____________________________________________

Patient follow-up and instructions

Follow-up phone call:
Follow-up based on lab culture:
Pharmacist








Date 
RX #





RX #









