October 21, 2011
Dear parent:
As part of our commitment to delivering the best quality care to our patients, we are partnering with Cincinnati Children’s Hospital Medical Center and other local pediatric practices to improve care for our patients with special health care needs.  We are at the early stages in this process at Pediatric Associates.  The first step for us will be to make sure we have the most accurate and complete information on all of our patients with special health care needs.  You are receiving this letter because your child was identified as having one or more chronic health conditions which meet criteria as a special health care need based on a review of 2009-2010 diagnoses.

Enclosed is a questionnaire that we would like you to complete for your child with chronic health care needs.  The information obtained is confidential.  It will be entered by our staff into a database developed by Cincinnati Children’s Hospital which will be used by our practice to identify areas of need(s) for our patients with special health care needs.  If you feel your child has been misidentified as having  one or more chronic health conditions, no longer has a chronic health condition, or has transferred care elsewhere, please note that on the questionnaire and return to us.   We would appreciate if you could return this to us by November 21st, 2011.  We will also be collecting this information during office visits over the next several months.

The providers of Pediatric Associates appreciate your time and assistance in helping us to provide the best care possible.  If you have any questions regarding this process, you may contact our phone nurses at any time.   

Sincerely,

The providers of Pediatric Associates PSC














Children with Special Health Care Needs Questionnaire 2011
1. Child Name: _________________________________________________________________
2. Child DOB: _______________________
3. Does your child have an active chronic health condition for which he/she receives ongoing care (such as asthma, heart disease, diabetes, genetic condition, etc)?  If, so please list all of these chronic health care conditions.  If you do not feel your child has an ongoing chronic illness, please note that.________________________________________________________________________________________________________________________________________________________
4. Has your child been diagnosed with any new chronic (expected to last over one year) conditions in last 12 months? If so, list: _______________________________________________________
5. Does your child take medication daily for the chronic health condition(s) ?  (Circle one) Yes/No
6.  If so, how many medications does he/she take every day? (include any medication that is given every day including over the counter medications like Zyrtec, Miralax, inhalers, or special formula(s) that are used daily or daily during certain seasons.  Do not include cold medicines, vitamin supplements or as needed medications like Tylenol) __________
7. Does your child see a specialist doctor (such as a heart doctor, lung doctor, ear, nose and throat doctor, kidney doctor) for the chronic health condition once a year or more?  (Circle one) Yes/No.   If the answer is yes, please list their names if possible and type of specialty if known. ______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
8. Does your child receive regular therapy or services for the chronic condition(s) (psychological therapy/counseling, speech therapy, physical or occupational therapy)?   (Circle one) Yes/No. If so, please circle the one(s)  he/she receives (speech, OT, PT, home health, waiver services, counseling/therapy).
9. How many Emergency Department visits has your child had in the last 12 months?  _____  How many admissions to the hospital?_____  Were the admissions planned (#_____) or unplanned (#____)?
10. How well do you think your child’s illness(es) is/are  controlled in the last 6 months?  (Circle one) (Well controlled, somewhat controlled, not controlled).  (Well controlled is less than 1-2 changes in medication or therapy, most goals being met and no unexpected hospitalizations or emergency room visits for the diagnosis in the last year.  Poor control is multiple medication changes, multiple office visits for the condition, unexpected ED visits or unplanned hospital admissions).
11. How severe do you think your child’s illness(es) is/are? (Circle one) (Mild, Moderate, Severe)
12. Do you have active financial case management due to your child’s health care needs arranged through the hospital or our office?   (circle one) Yes/No.  If not, would you be interested in more information about this? (circle one) Yes/No.
13. Are you able to follow treatment recommendations for your child most of the time (75% or better)?  (circle one) Yes/No
14. Does your child have an IEP or 504 plan or any significant school issues? (circle one) Yes/No
15. Has your child seen a Pediatric Associates provider, a psychologist or psychiatrist in the last year for assistance with behavioral issues?  (circle one) Yes/No.  If yes, which providers? (circle all that apply) (PA provider, psychologist, psychiatrist) 
16. Does your child have developmental delay? (circle one) Yes/No.   If yes, please circle how you would classify it: (MILD, MODERATE or SEVERE).
17. Do you feel your child has a functional disability?  (circle one) Yes/No.  If so, please circle how you would classify it: (MILD, MODERATE, or SEVERE) Functional disability is any difficulty with social, communication, learning/behavior or self care.  Mild is one area of disability that is mild in severity, moderate is moderate disability in one area or more than one area of mild disability, severe is multiple significant disabilities or severe disability in one area.
18. Do you feel your child has an impaired quality of life?  (circle one) Yes/No.  If so, please circle how you would classify it: (MILD, MODERATE or SEVERE).
19. Has your child had an IQ test done?  (circle one) Yes/No.  If so, was the IQ reported less than 70? (circle one) Yes/N o/Unsure
20. Does your family have any of the following additional challenges in caring for your child?  (Circle all that are present):  (Parental learning challenges, parental mental health issues, non-English speaking, transportation issues, parental condition or disability, additional children with chronic issues, financial issues).  
21. Does your child have evidence of high risk behaviors (pregnancy, drug use, sexually transmitted diseases)?  (circle one) Yes/No
22. How comfortable are you in caring for your child on a scale of 1-10 (1 is not comfortable at all, 10 completely comfortable) _________
23. Does your child have a primary care provider at Pediatric Associates?  (circle one) Yes/No
24. Who is your child’s main healthcare provider at Pediatric Associates? _____________________ If you do not feel you have a primary care provider, please list 2 providers you would be comfortable with being your child’s primary care provider: ______________________________________________________________________________
25. Has your child had a well care visit in the last year? (circle one) Yes/No
26. Please provide the following information to ensure our records are up to date:
Your name and address including zip code: ____________________________________________________________________________________________________________________________________________________________
Preferred phone number: _______________________________________________
Alternate phone number: _______________________________________________
Email: _______________________________________________________________
27. If you could do one thing to improve health care delivery for your child, which would you choose?  (Circle one)
a. Improve care coordination with primary care provider and specialist(s)
b. Improve your access to community, financial and/or  school resources
c. Better parent support systems
d. Other:   ___________________________________________________

Thank you for completing this form.  Please return it to Pediatric Associates PSC, 2865 Chancellor Drive, Suite 225, Crestview Hills KY 41017 by November 15, 2011.  Attn: CSHCN Registry.
