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One paragraph
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Approval of a Contract Agreement between Oakland Unified School District and
Prescott-Joseph Center for Community Enhancement, Inc. Services to be primarily
provided to Health Services Department for the period of September 1, 2015
through June 30, 2016.

The Prescott-Joseph Center for Community Enhancement, Inc. (PJCCE) operates a
school-based mobile asthma treatment program referred to as the “Mobile Clinic”.
They will work in conjunction with the Health Services Department to perform
history and physical examinations, peak flow measurements, limited skin testing,
spirometry, pharmacological therapy, annual flu vaccines, patient/parent
education regarding environmental control measures, asthma management and
treatment plans. They will also provide referrals for any additional treatment
plans and medication forms.

Approval by the Board of Education of a Contract Agreement between the District
and Prescott-Joseph Center for Community Enhancement, Inc., Oakland, CA, for
the latter to provide a school-based mobile asthma treatment program for
students with asthma for up to twenty sites to be selected in conjunction with the
Health Services Department, for the period of September 1, 2015 through June 30,
2016, at no cost to the District.

Approval of a Contract Agreement between Oakland Unified School District and
Prescott-Joseph Center for Community Enhancement, Inc. Services to be primarily
provided to 968/Health Services Department for the period of September 1, 2015
through June 30, 2016.

Funding resource name (please speli out): No Fisc~!' '"pact

Contract Agreement

Business Associate Agreement

Certificate of Insurance

Patient’'s Authorization for Release of Medical Information
Permission Form for Parents/Guardians



























Student Name

Northern Caltlorma Sreathmobile®

A Project of the Prescott-Joseph Center

Patient Medical Inlormation and Consent

Date of Birth /

School

Parent’s Names

Grade

Phone home) Cell

Home Address

Fmergeney Contacl

Phone

Primary Carce Physician

Clinic

Address

Docs the patient have Medi-Cal (Alliance or Blue Cross)? YIS or

Please give Patient’s Medi-Cal/Insurance 1D #

To be used for prior

OR Social Securny #

Does your child have any of the following medical conditions?

Asthia Diabetes Scizures Allergics Other

Authorization pur-
poses

Please List Current Asthma medications:

Datly controller Medication THow olten?

Quick Rehiel Rescue) Tnhaler [How Olten?

Last all other medications here: B o

Parcental Consent for Medical Treatiment on the Breathmobile

This consent serves as pernmission lor evaluation, diagnosts, and treatnent of asthina by the Breathmobile®
3 to]

medical stafl. T understand all services are [ree of charge. Tauthorize the school nurse, Breathmobile® medical

stall and anyv other tained school personnel (o consult with my child’s Tealth Care Provider about my child’s

medical needs as necessary, The Breathmobile® program has pernussion to relcase my cluld’s medical vee-

ords (o any hospital where my child is admiued and/or child’s provider. T may revoke part or all of this consent

at any tine by providing revocation in writing to the Breatlimobile.

Parent/Guardian Signature . Date



Northern California Breatlunobile ®
{11 proyecto del Prescott-Joseph Center
I ormacion N édica del Pacier 2y Consentiimiento

Nombre del Fstudiante ) o Fechade Nae.___ A o

I'scucla Grado

Nombre de Padre/Madre/Guardian: . -

Numero de Teléfono de casa o Mol
Domicilo
Contacto de Emergencia_ Teléfono

Proveedor de Cuidado Médhico del Estudiante

Direccion del Proveedor.

¢l estudiante tene Medi-Cal (Alhance o Blue Cross)? { or NO

' -
Para ser utilizado
Ll mimero de tarjeta de Medi-Cal/Seguro Médico para los propésitos

de autorizacion pre-

O Numiero de Seguro Social via

¢Su hijo(a) padece de algunas de estas condiciones médicas?

Asnmia Diabetes Convulsiones Alcrgias Owro _

Medicaci6n actual del asima:

Mcedicamento controlador_ _¢Con qué frecuencia la usa ?

Inhalador de ahvio rapido _¢Con qué frecuencia la usa ?

Otro medicamento:

Consentimiento de los Padres pararecib” t an :nto médico en el Breathmobile

Fste consentniento sirve como pernnso para evaluar, diagnosticar, v tratar ¢l asma de mi hijo(a) por los
cipleados mcdicos del Breathmobile®. Comprendo que todos los servicios son gratuitos. Autorizo a la enfer-
mera de fa eseucla, empleados entrenados de Ta escucla, y/o empleados del Brethmobile® a consultar con ¢l
proveedor de cutdado médico de mi hyjo(a) como sca necesario. 1 Programa del Brethmobile® tgene permiso
de presenter los documentos médicos de mi hyjo(a) a cualquier hospital donde mi hijo(a) sca ingresado(a) y/o al
provecdor. Puedo revocar parte o todo de este consentimiento en cualquier momento proporcionando la

revocacion por escrito al Breathmobile,

Froma de Padre Madre Guardian N o o Dat¢e
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Prescott -- Joseph Center
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NOTICE REGARDING 1 [IVACY OF PERSONAL <ALTHIM ORMATION

For__ Prescott-Joseph Center for Community Enhancement and The Breathmobile
of Northern California (*“the organization”)

THIS NOTICEI SCRIBES HOW LV DICAL INFORMAT DN ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REV W IT CAREFULLY.

Federal regulations developed under the Health Insurance Portability and

Accountability Act (HIPAA) require that the practice provide you with this Notice
Regarding Privacy of Personal Health Information. The Notice describes (1) how the
organization may usc and disclose your protected heal  information, (2) your rights to
access and control your protected health information in cer n circumstances, and (3) the
organization’s duties and contact information.

I. Protected Health Information

"Protected health information" is health information created or received by your health
care provider that contains information that may be used to identify you, such as
demographic data. It includes written or oral health information that relates to your past,
present or future physical or mental health; the provision of health care to vou; and your
past, present, or future payment for health care.

II. The Use and Disclosure of Protected Health Information in Treatment,
Payment, and Health Care Operations

Your protected health information may be used and disclosed by the organization in the
course of providing treatment, obtaining payment for treatment, and conducting health
care operations. Any disclosures may be made in writing, electronically, by facsimile, or
orally. The organization may also use or disclose your protected health information in
other circumstances if you authorize the use or disclosure, or if state law or the HIPAA
privacy regulations authorize the use or disclosure.

Treatment. The organization may use and disclose your protected health information in
the course of providing or managing your health care as well as any related services.

For the purpose of treatment, the organization may coordinate your health care with a
third party. For example, the organization may disclose your protected health
information to a pharmacy to fulfill a prescription for asthma medication, to an X-ray
facility to order an X-ray, or to another physician who is administering your allergy shots
which we prepared.  In addition, the organization may disclose protected health
information to other physicians or health care providers for treatment activities of those
other providers.



Payment. If reimbursement is sought from your health insurer for services received from
the Breathmobile, your protected health information may be disclosed. Such disclosures
may include disclosures to your health insurer to get: sroval for a recommended
trcatment or to determine whether you are eligible for benefits or whether a particular
service 1s covered under your health plan. The organization may also disclose your
protected health information to your insurance company to demonstrate the medical
necessity of the care for which you seek reimbursement. Finally, the organization may
also disclose your protected health information to another provider where that provider 1s
involved in your care and requires the information to obtain payment.

Operations. The organization may usc or disclose your protected health information
when needed for the organization’s health care operations for the purposes of
management or administration of the organization and of offering quality health care
services. Health care operations may include: (1) quality evaluations and improvement
activities; (2) employee review activitics and training programs; (3) accreditation,
certification, licensing, or credentialing activities; (4) reviews and audits such as
compliance reviews, medical reviews, legal services, and mai  ining compliance
programs; and (5) business management and general administrative activities. For
mstance, the organization may use, as needed, protected health information of patients to
review their treatment course when making quality assessments regarding allergy care or
treatment. In addition, the organization may disclose your protected health information
to another provider or health plan for their health care operations.

Other Uses and Disclosures. As part of treatment, payment, and healthcare operations,
the organization may also use or disclose your protected health information to: (1) remind
you of an appointment including the leaving of appointment remir. r information on
vour tetephone answering machine; (2) inform you of potential treatment alternatives or
options; or (3) inform you of health-related benefits or services that may be of interest to
you.

I1. Additional Uses and Disclosures Permitte Without A horization or

An Opportunity to C ject

In addition to treatment, payment, and health carc operations, the organization may

use or disclose your protected health information without your permission or
authorization in certain circumstances, including:

When Legally Required. The organization will comply with any Federal, state or local
law that requires it to disclose your protected health information.

When There Are Risks to Public Health. The organization may disclose your protected
health information for public health purposes, including to, as permitted or required by
faw:

(Prevent, control, or report disease, injury, or disability;

(2) Report vital events such as birth or death;

(3) Conduct public health surveillance, investigations, and interventions;

(4) Collect or report adverse events and product defects, track FDA regulated products,
cnable product recalls, repairs, or repltacements, and conduct post marketing survetllance;



(5) Notity a person who has been exposed to a communicable disease or who may be at
risk of contracting or sprcading a disease; and

(6) Report to an employer information about an individual who is a member of the
workforce.

To Report Abuse, Neglect Or Domestic Violence. As required or authorized by law or
with the patient’s agreement, the organization may inform government authoritics if it is
believed that a patient is the victim of abuse, neglect or domestic violence.

To Conduct Health Oversight Activities. The organization may disclose your protected
health information to a health oversight agency for use in (1) audits; (2) civil,
administrative, or criminal investigations, proceedings or actions; (3) inspections; (4)
licensure or disciplinary actions; or (5) other necessary oversight activities as permitted
by law. However, if you are the subject of an investigation, the organization will not
disclose protected health information that is not directly related to your receipt of health
care or public benefits.

For Judicial And Administrative Proceedings. The organization may disclose

your protected health information for any judicial or administrative proceeding if the
disclosure is expressly authorized by an order of a court or adiminis tive tribunal as
expressly authorized by such order or a signed authorization is provided.

For Law Enforcement Purposes. The organization may disclose your protected health
information to a law enforcement official for law enforcement purposes when:

(1) Required by law to report of certain types of physical injuries;

(2) Required by court order, court-ordercd warrant, subpoena, summons or similar
process;

(3)Needed to identify or locate a suspect, fugitive, material witness or missing person;
(4) Needed to report a crime in an emergency situation.

(5) You are the victim of a crime in specific limited instances; and

(6) Your death 1s suspected by the practice to be the result of criminal conduct.

To Coroners, Funeral Directors, and for Organ Donation. The organization may
disclose protected health information to a coroner or medical examiner for the

purpose of (1) identification, (2) determination of cause of death, or (3) performance of
the coroner or medical examiner’s other duties as authorized by law. In addition, as
permitted by law, the organization may disclose protected health information, including
when decath is rcasonably anticipated, to a funeral director to enable the funeral director to
carry out his or her duties. Protected health information may also be used and disclosed
for the purpose of cadaveric organ, eye or tissue donation.

To Prevent or Diminish A Serious and Imminent Threat To Health

Or Safety. If in good faith the organization belicves that use or disclosure of your
protected health information 1s necessary to prevent or diminish a serious and imminent
threat to your health or safety or to the health and safety of the public, the practicc may
use or disclose your protected health information as permitted under law and consistent
with cthical standards ot conduct.

| ]



For Specified Government Functions. As authorized by the HIPAA privacy
recgulations, the organization may use or disclose your protected health information to
facilitate specitied government functions relating to military and veterans activities,
national security and intelligence activities, protective services for the President and
others. medical suitability determinations, correctional institutions, and law enforcement
custodial situations.

For Worker's Compensation. The organization may disclose your protected health
information to comply with worker's compensation laws or similar programs.

[11. Uses and Disclosures Permitted With An Opportunity to  ject

Subject to your objection, the organization may disclose your protected health
information (1) to a family member or close personal friend if the disclosure is directly
rclevant to the person's involvement in your care or payment rclated to your care; or (2)
when attempting to locate or notify family members or others involved in your care to
inform them of your location, condition or death. The organization will inform you
orally or in writing of such uses and disclosures of your protected health information as
well as provide you with an opportunity to object in advance. Your agreement or
objection to the uses and disclosures can be oral or in writing. 1f you do not object to
these disclosures, the organization is able to infer from the circumstances that you do not
object, or the practice determines, in its professional judgment, that it is in your best
interests for the practice to disclose information that is dircctly relevant to the person's
involvement with your care, then the organization may disclose your protected health
information. [f you are incapacitated or in an emergency situation, the organization may
exercise its professional judgment to determine if the disclosure is in your best interests
and, if such a determination is made, may only disclose information directly relevant to
vour health care.

1V. Uses and Disclosures Authorized by You

Other than the circumstances described above, the organization will not disclose your
health information unless you provide written authorization. You may revoke your
authorization in writing at any time except to the extent that the practice has taken action
in reliance upon the authorization.

V. Your Rights

You have certain rights regarding your protected hcalth information under the HIPAA
privacy regulations. These rights include:

The right to inspect and copy your protected health information. For as long as the
organization holds your protected health information, you may inspect and obtain a copy
of such information included in a designated record set. A "designated record set”
contains medical and billing records as well as any other records that your physician and
the practice uses to make decisions regarding the services provided to you. The
organization may deny vour request to inspect or copy your protected health information
if the organization determines in its professional judgment that the access requested is
likely to endanger your life or safety or that of another person, or that it is likely to cause
substantial harm to another person referred to in the information.



You have the right to request a review of this decision. In addition, you may not inspect
or copy certain records by law, including: (1) information compiled in reasonable
anticipation of, or for use in, a civil, criminal, or administrative action or procceding; and
(2) protected health information that is subject to a law that prohibits access to protected
health information. You may have the right to have a decision to deny access reviewed
In some situations.

You must submit a written request to the organization’s Privacy Officer to inspect and
copy your health information.  ac organization may charge you a fee for the costs of
copying, mailing, or other costs incurred by the organization in complying with your
request. Pleasc contact our Privacy Ofticer if you have questions about access to your
medical record at the number given on the last pages of this Notice.

The right to request a restriction on uses and disclosures of your protected health
information. You may request that the organization not use or disclose specific sections
of your protected health information for the purposes of treatment, payment, or health
care opcerations. Additionally, you may request that the organization not disclose your
health information to family members or friends who may be involved in your care or for
notification purposes as described in this Notice. In your request, you must specify the
scope of restriction requested as well as the ir  viduals for which you want the restriction
to apply. Your request should be directed to the organization’s Privacy Ofticer.

The organization may choose to deny your request for a restriction, in which case the
practice will notify you of its decision. Once the organization agrees to the requested
restriction, the organization may not violate that restriction unless use or disclosure of the
relevant information is needed to provide emergency treatment. The organization may
terminate the agreement to a restriction in some instances.

The right to request to receive confidential conumunications from the practice by
alternative means or at an alternative location. You have the right to request that the
organization communicates with you through alternative means or at an alternative
location. The organization will make cvery effort to comply with reasonable requests.
However, the organization may condition its compliance by asking you for information
regarding the procurement of payment or specific information regarding an alternative
address or other method of contact. You are not required to provide an explanation for
your request. Requests should be made in writing to the Privacy Ofticer.

The right to request an amendment of your protected health information.

During the time that the organization holds your protected health information, you may
request an amendment of your information in a designated record set. The organization
may deny your request in sone instances. However, should the organization deny your
request for amendment, you have the right to file a statement of disagrecement with the
organization. In turn, the organization may develop a rebuttal to your statement. If it
does so, the organization will provide you with a copy of the rebuttal. Requests tor
amendment must be submitted in writing to the Privacy Ofticer. Your written request
must supply a reason to support the requested amendments,



The right to request an accounting of certain disclos es. You have the right to request
an accounting of the organization’s disclosures ot your protected health information
made for purposes other than treatment, payment or health care operations as described in
this Notice. The organization is not required to account for disclosures (1) which you
requested, (2) which you authorized by signing an authorization form, (3) for a facility
directory, (4) to friends or family members involved in your care, and (5) certain other
disclosures the practice is permitted to make without your authorization. The request for
an accounting must be made in writing to our Privacy Officer and should state the time
period for which you wish the accounting to include up to a six year period. The
organization is not required to provide an accounting for disclosures that take place prior
to April 14, 2003. The organization will not charge you for the first accounting you
request of any 12-month period. Subsequent accountings may require a fee based on the
reasonable costs for compliance of the request.

The right to obtain a paper copy of this Notice. The organization will provide a scparate
paper copy of this Notice upon request even if you have already been given a copy

of it or have agreed to review it electronically.

VI. The Organization’s Duties

The organization is required to ensure the privacy of your health information and to
provide you with this Notice of your rights and the or; 1ization’s duties and procedures
regarding your privacy. The organization must abide by the terms of this Notice, as may
be amended periodically. The organization reserves the right to change the terms of this
Notice and to make the new Notice provisions effective for all protected health
information that the organization collects and maintains. If the organization alters its
Notice, the practice will provide a copy of the revised Notice through regular mail or in-
person contact.

VI1. Complaints

If you believe that your privacy rights have been violated, you have the right to relate
complaints to the organization and to the Secretary of the Department of Health and
Human Services. You may provide complaints to the organization verbally or in writing.
Such complaints should be directed to the Privacy Officer. The organization encourages
you to relate any concerns you may have regarding the privacy of your information and
you will not be retaliated against in any way for filing a complaint.

0






NOTICE REGARI NG PRIVACY C PEF )N/

TH INFORMATION

ACKNOWLEDGEMEN

L, (pe ntor pati ent/guardian ),

ac wve received a copy of _The reatl ’s Notice Regarding
P ealth Info a Hn.

Signature Date
(Patient’s Signature or Parent/Guardian’s Sig itureifp entisam )






Northern California Breathmobile
920 Peralta Street O and CA 94607
Phone: 510-763-1880

Permission for Child *~ =~ ~~~~**"*h Someone ‘thar "~--=*

When | am unavailable to attend appointments with my child,

[ give permission for o to bring my child to the Breathmobile

for their appointment. This person has permission to make medical decisions for my child. | have filled

out the medical information sheet and HRA survey. (to be sent with person bringing child).

if you have any further questions, | can be reached at the following phone number

Print Name of Parent

Signature of parent Date

*1 may revoke this permission at anytime by providing a letter to the Breathmobile, or with a verbal

Consent.



Northern California Breathmobile
920 Peralta Street Oakland CA 94607
Phone: 510-763-1880

El per~i-~ ===~ ue otro ~tten ~iin mn sean xde ga~~—rnar-- ! =i~
Cuando no estoy disponible para asistir a las citas con mi hijo/a, ,
Doy permiso para que pueda llevar a mi hijo/a al

Breathmobile para su cita. Esta persona tiene permiso para tomar decisiones médicas por mi hijo/a.

He llenado la hoja de informacion médica y el cuestionario de HRA. (para ser enviados con persona que

traiga a mi nifo/a).

Si usted tiene alguna duda, puedo ser alcanzado en el siguiente nimero de teléfono

Nombre del Padre

Firma del padre Fecha

* Puedo revocar este permiso en cualquier momento por medio de una carta a la Breathmobile, o con el

consentimiento verbal.



® ) North¢ Ca « ia REAT . "LEw®
) HRA Core Question Set Survey

Section 1

Survey Date ./

1) Demographic Information: First name ~ Last Name poB_ /.

Gender: OMale  OFemale

2) What is your cthnic background (select one): JAmerican [ndian or Alaskan Native OArab or Arab American  (JAsian or Asian American
OBlack or African Amcrican  Olfispanic or Latino  Olndian or Southeast Asian  OPacific Islander or Hawaiian  OWhite (not Hispanic)
Other

3) Have you ever been diagnosed with Asthma by a physician? OYes [ONo
4) Have vou ever been diagnosed with Diabetes by a physician?  OYes ONo  Does Diabetes run in your family?  OYes ONo

Secti~m 2

1) During the past year, have you had repeated episodes of any of the following health conditions? Asthma OYes ONo  Cough OYes ONo
Chest Tightness OYes ONo  Trouble Breathing OYes ONo - Wheezing OYes ONo  Bronchitis OYes ONo

2) During the past years. how often have you been treated in a 0 emergency room or U hospital (over night) for episodes of cough, chest tightness.

trouble breathing or wheezing?  ONever OOne time OTwo times OThree times OFour tines OFive times or more
3) In the past year, how often have vou missed school or work because of cough. chest tightness, trouble breathing, or wheezing?

ONever Oldayv 02 days 33 days 04 days O3 dayvs or more
1) Do vou have episodes of cough. chest tightness. trouble breathing. or wheezing when you play or exercise? ONever  DRarely  OSometimes
T0ften  OMost of the time

3) In the past 4 weeks, how often have you used a medicine ( @ syrup, an inhaler, or a breathing machine) to treat episodes of cough, chest tightness.
trouble breathing or wheezing? [ONever [Less than 2 days a week  [Two or more days a week but not everyday  ClEveryday

OMore than once a day on most days

6) In the past 4 weeks. how often have you had episodes of cough. chest tightness, trouble breathing. or wheezing in the moming or during the

daytime? ONever 0L ess than two days a week  CITwo or more days a week but not evervday — OEveryday OMore than once a day
7) During the past ¢4 weeks. how often have you had episodes of cough. chest tightness. or wheezing in the night or while sleeping?  CNever
OLess than one night a week OOne night a week or more but not every night OEvery night

Section 3

1) How many days per week do you take your controller medications ONever OOne day a week O'Two days a week OThree days @ week

CFour dayvs o week CIFive days a week [Six days a week Obveryday ONot sure

2) Do you have repeated episodes of any of the following health conditions? Rubbing or itching of the nose [iYes TIiNo - Stufty or blocked nosc

OYes ONo  Runny nose OYes ONo  Clearing of the throat IYes ONo  Snoring or mouth breathing at night DYes ONo

A project of the Prescott-Joseph Center for Community Enhancement 920 Peralta St. Oakland CA 94607



Northern California } :athmobile® — w )
El cuestionario de HRA o)
Seccidn 1
Fechade hoy / ‘_/ -
1) Informacién demografica: Primer Nombre Apellido o
Fecha de Nacimiento __ / / _ Género: OHombre  OMujer

2) ;Cudl es st origen étnico (elegir uno): OIndio Americano o Alaska Nativo  OArabe o Arabe Americano  OAsidtico o Asidlico Americano
OHispano o Latino Olndio o Asiatico Sureste Olslefio Pacifico OBlanco (No Hispano)

oLro . -

3) (Sele ha diagnosticado un médico con Asma?  [(JS] ONo

4) ¢Se le ha diagnosticado un médico con Diabetes? O Si ONo ¢Hay un historia de Diabetes in su familia? 0si ONo

Seccion 2

1) ;Durante ¢l afo pasado, ha tenido episodios repetidos de los siguientes condiciones de salud?  Asma OSi ONo  Tos OSi ONo

Pecho Apretado OSi ONo  Problemas de Respirar - OSi ONo - Sibilancia  0OSi ONo  Bronguitis  OSi ONo

2) Durante los afio pasados. Ie han dado tratamiento en ¢l hospital de emergencia para episodios de: Tos, Pecho Apretado. Problemas de Respirar o

Sibilancia?  [INunca OUna vez 1 Dos veees OTres veces OCuatro veces OCinco veces 0 mas

3) ¢ Durante ¢l afio pasado, cuanto tiempo ha perdido en la escuela o trabajo debido a: Tos, Pecho Apretado, Problemas de Respirar o Sibilancia?
ONunca OUn dia O Dos dias O'Tres dias OCuatro dias 0O Cinco dias 0 més
4) ;Ha enido episodios de Tos, Pecho Apretado, Problemas de Respirar o Sibilancia cuando juegues o haces ejercicio? ONunca  ORaras Veces
OA Veees OFrecuentemente
3) ¢Durante las 4 semanas pasados, cuantas veces ha usado medicinas como (almibar, un inhalador 0 maquina de respirar) para tratamiento de: Tos.
Pecho Apretado. Problemas de Respirar o Sibilancia? ONunca  OMenos de dos dias a fa semana ODos dias 0 mas a la semana. pero no
cada Dia OCada Dia OMas que una vez al dia
6) ¢ Durante [os 4 semanas pasados, cuantas veces ha tenido episodios de: Tos, Pecho Apretado. Probiemas de Respirar o Sibilancia en fa mafana o
durante ¢l dia?  ONunca OMenos de dos dias a la semana ODos dias o mas a la semana, pero no cada dia OCada Dia
Mas que una vez al dia
7) Durante los 4 semanas pasados, cuantas veces ha tenido episodios de Tos, Pecho Apretado, Probiemas de Respirar o Sibilancia en la noche o
micntras que estd dormido?  ONunca OMenos que una noche a la semana Ol/na noche a ta semana o mas pero no cada noche

1Cada Noche

Cannign 3

1) Cudntas dias a la sernana usas el medicamento de control?  CINunca  OUn dia ala semana  ODos dias a la semana  O'lres dias a la

semana OCuatro dias a la semana OCinco dias a la semana OSeis dias a la semana 0OCada dia ONo ¢stoy seguro

2y (Tiene episodios repetidos en las siguientes condiciones de salud? Comezon de la nariz ISt ONo  Nariz Tapada OS1 COONo - Desccho de

lu Nariz ~ CSi ONo - Carraspear la Garganta Si (INo  Roncar de Noche  0OSi [ONo

Un proyecto del Prescott-Joseph Center for Community Lnhancement 920 Peralta Street Oakland CA 94607
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