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What are some concerns or questions you would like us to address at this visit?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
1.  Has the patient ever been told by a doctor that he/she has asthma?
No _______
Yes _______

2.   In the past 12 months:

a) Has the patient had sudden severe or recurrent episodes of coughing,

      wheezing or shortness or breath?




No____  Yes ____

b) Has the patient had colds that “go to the chest” or take more 

      than 10 days to get over?





No____  Yes ____

c) Has the patient had coughing, wheezing or shortness of breath

      in certain places or when exposed to certain things?


No____  Yes ____


d) Has the patient used any medicine that helped them breathe better?
No____  Yes ____

e) Has the patient had any doctor visits due to asthma?


No____  Yes ____

f) Has the patient had any emergency room visits or hospital 

            admissions due to asthma?  





No____  Yes ____ 

                If yes,  # of admissions:______

g) Has asthma caused the patient to miss school or reduce activities?
No____  Yes ____

h) Has the cost of asthma treatment kept the patient from getting 

      the medicine or care that they need?  




No____  Yes ____

3.      In the past 4 weeks:  

a) Has the patient had a cough, wheezing , shortness of breath or chest tightness: 

· In the early morning?



No____  Yes ____  # of days per wk:____

· That awakened the patient at night?

No____  Yes ____  # of days per wk:____

· When the patient exercises or is at play?

No____  Yes ____  # of days per wk:____

b) Does the patient perform peak flow readings at home?


  No____  Yes ____

c) (If the patient uses a peak flow meter) Did his/her peak flow go

      below 80 percent of thier personal best?




  No____  Yes ____

d) How many day has the patient used his/her inhaled 

                  quick-relief medicine?






________________

e) Is the patient satisfied with the way that his/her asthma has been?  

  No____  Yes ____ 

4.  Does the patient cough, wheeze, have chest tightness, or feel 



short of breath year-round?






No___  Yes___

Are there pets or animals in the patient’s home, school, or day care?

No___
Yes____

· Is there dampness or mold  in any room of 

the patient’s home?







No___
Yes____

· Has the patient seen cockroaches in his/her home?



No___
Yes____

· Does the patient use a humidifier or vaporizer in his/her home? 

No___ 
Yes____
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5.  Does the patient’s coughing, wheezing, chest tightness, or shortness of breath get worse at certain times of the year? (If no, go to next question)



No ______     Yes ______                              

 If yes:

Do your symptoms get worse in the:

· Early spring? (Trees)






No_______
Yes_______

· Late spring? (Grasses)






No_______
Yes_______

· Late summer to autumn? (Weeds)




No_______ 
Yes_______

· Summer and fall?( Alternaria, Cladosporium)



No_______
Yes_______

6. Does the patient smoke?






No_______
Yes_______


Does anyone smoke at home or day care?



            No_______
Yes_______

7. Is a wood-burning stove or fireplace used in the patient’s home?
No_______
Yes_______

   Are kerosene, oil, or gas stoves or heaters used without vents

   in the patients home?






No_______
Yes_______

   Is the patient exposed to fumes or odors from cleaning agents, sprays, 

  or other chemicals?







No_______
Yes_______

8. Does the patient cough or wheeze during the week, but not on 

   weekends when away from school or daycare?



No_______
Yes_______

   Does the patient’s classmates have symptoms like his/hers?

No_______
Yes_______

   Is it cold, hot, dusty, or humid at the patient’s school or daycare?

No_______
Yes_______

9. Does the patient have a stuffy nose or itchy, watery eyes?

No_______
Yes_______

10.Does the patient have heartburn?





No_______
Yes_______

   Does food sometimes come up into the patient’s throat?


No_______
Yes_______

   Has the patient had coughing, wheezing, or shortness of breath 

   at night in the past 4 weeks?





No_______
Yes_______

   Does the patient vomit then cough or have wheezy cough at night?
No_______
Yes_______

   Are these symptoms worse after feeding?




No_______
Yes_______

11. Has the patient had wheezing, coughing, or shortness of breath 


after eating  certain foods?





No_______
Yes_______

12. Does the patient cough, wheeze, have chest tightness, or feel short 

      of breath during or after exercising?




No_______
Yes_______ 
13. Have any family members been diagnosed with asthma, 

      allergies or eczema?  






No_______
Yes_______  

_________________________




____________________________ 

Provider 






            Nurse
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