EXHIBIT J
[bookmark: _GoBack]Specialty Examination – RESPIRATORY
In addition to the Evaluation and Report Requirements of the Physical Disability Evaluation, the Respiratory Examination should include:
Specific findings:  The examination should concentrate on the areas affected by the client’s illness or impairment.
General Observations:  Occurrence of cough, labored breathing, use of accessory muscles of respiration, audible wheezing, pallor, cyanosis, hoarseness, chest wall deformity etc.
Dyspnea should be described with respect to dates and mode of onset, seasonal influence, infection and precipitating activities.  Whether it is associated with palpations, wheezing, chest pain, or hyperventilation symptoms.  Breath sounds should be described, neck distention, ankle edema, prolonged expiratory phase.  Respiratory dyspnea should be differentiated from cardiac dyspnea.
Review of Respiratory Systems.  Describe any specific complaints.  
Particular inquiry should be made as to whether the claimant has a history of heart disease, has experienced paroxysmal nocturnal dyspnea or orthopnea and whether there has been associated peripheral edema, hypertension, past myocardial infarction, angina, etc.
Evaluation of episodic disorders, (i.e. asthma) requires details with regard to onset and precipitating factors, frequency and intensity, duration of attacks, mode of treatment and response.
Laboratory and Diagnostic Studies.  Do not perform studies (i.e. chest x-ray, pulmonary function studies or labs) unless they have been specifically authorized by the DDDS in advance.  This program emphasizes and evaluates based on function (not diagnosis and treatment).  If tests such as PFS, ABG, or DLCO are authorized, the original or reproducible legible copy of all tracings must be supplied. 
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