Name: _______________________

Date of Birth: _____________
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How do YOU think your asthma is?

The number of severe asthma attacks in last 3 months?  ____

In the last 2 weeks:

· Number of days with daytime asthma symptoms (wheeze, cough, 

chest tightness/pain, or shortness of breath)?  ____

· Number of nights you woke up with asthma symptoms? ____

· Number of days you missed school or work because of asthma? ____

· Number of days your asthma got in the way with physical/social activities? ____

· How many days did you use Quick Relief/Rescue inhaler (Albuterol, Proventil, Ventolin)  ____

· How many puffs per day?  ____

What medicines are you currently taking?

· Long Term/Controller? ​_________________ How much? _________ How often? __________

· Quick Relief/Rescue? __________________ How much?_________ How often? __________

· Other medicines? ____________ Any problems or side effects taking medicines? __________

SELF MONITORING:

Do you monitor (check) your asthma by:  symptoms ___ ,  peak flow meter rate ___ , or both ___ ? 

When do you check your peak flow? ____________________ What is your personal best? ______

Where do you keep your written management plan (Asthma Action Care Plan)? _________________

Do you use it as a guide when you are having problems with your asthma? Yes ___  No ____

HOME ENVIRONMENT:

Any pets?  Yes ___ No ___ If yes, what kind? ____________________ How many in home? _____

Do pets stay/sleep in your bedroom? ___  Do you sneeze, itch, or wheeze/cough around pets? _____

Are mite-proof covers on your pillow and mattress? ____ Is your bedroom very dusty? __________

Wash sheets in water that is: cold ___ , warm ___ , or hot ___. How often? _________________

Anybody smoke in your home? Yes ___  No ____ If yes, where?___________________________

Are you able to avoid the smoke?  Yes ___
No ___  If so, how? __________________________ Is there smoke other places where you regularly go? _​__________________________________

GOALS:

Do you think your asthma is under control? Rate how well you think your asthma is managed: 

Excellent ___ Very Good ___  Good ___  Fair ___  Poor ___  Why? ________________________

How confident do you feel in taking care of your asthma? Very Confident___    Somewhat Confident___      Not Confident___  What makes you feel less confident? __________________
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___________________________________________________
What would you like to be able to do that you can't do now 

because of your asthma? _______________________________

___________________________________________________

Thanks
