Asthma Review Questionnaire (Adults only)

Adults Only:  Please complete this if you have NOT had an asthma review in the last 12 months and are NOT planning on coming in for routine review this year. Please complete 
ALL children should be reviewed at least once per year in the Asthma Clinic.

COPD patients:– please make an appointment to be reviewed in the Respiratory Clinic.
Name:…………………………………………………….….. Date of birth:……………………..……
Daytime Tel. No: ………….………………….Mobile No: ………………………………………….. 
Please answer the following questions:
1) Do you agree you have asthma?  please circle)

Yes 
          No

If not, why? ………………………………………………………………………………………………
2)  How often in the past four weeks 
Does your asthma prevent you from getting as much done at work/school/home  ? please circle
 N/A            Never       a little bit        some of the time       most of the time     all the time 

Have you had shortness of breath  ? please circle

Never       1-2 times a week          3-6 times a week         once a day          more than once a day
Does your asthma symptoms wake you up at night or early in the morning? Please circle

Never          once or twice      once a week        2 -3 nights a week         4 or more times a week
Have you used your reliever inhaler (usually blue)  ? Please circle

Never     Once a week or less      2-3 times a week       1-2 times a day       3 or more times a day
How would you rate your asthma control ? Please circle

Completely controlled  well controlled  somewhat controlled   Poorly controlled   Not Controlled
3) Do you measure your peak flow? If so, please enter a typical reading here: ………….
4) Do you have a Personal asthma Action Plan?  please Circle)       Yes               No
If not we can send you one would you like one ?  please Circle        Yes               No

How would you score your Inhaler technique ?  Please Circle
Good                                                     Moderate                                  Poor

5) Do you smoke? (please circle)     Yes (Amount:       /day)     Ex-smoker
        Never smoked
                          Vape                                      Other___________________
If you would like help giving up, please tick this box:
   
If you do not want a flu’ vaccination please tick this box:
   
 How many exacerbations of asthma have you had in the past year ?  …………………
