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History of Asthma Initial Patient Assessment

Please fill out this form and bring with you to your first appointment with your pharmacist.
Patient Name: ____________________________________________Phone Number: _____________________
Date of Birth:  _______________E-Mail Address__________________________________________________

Primary Care Physician: _________________________________ Phone Number: ________________________

Allergist: _____________________________________ Phone Number:________________________________

Allergies: __________________________________________________________________________________

Past Medical History:

DO YOU HAVE, OR HAVE YOU EVER BEEN TOLD THAT YOU HAD:

(Circle)

Yes     No      Heart disease (heart attack, angina, heart surgery, arrhythmia)

Yes     No      Lung disease

Yes     No      High blood pressure

Yes     No      Thyroid problems

Yes     No      Kidney problems

Yes     No      Cancer

Yes     No      Liver or gallbladder trouble

Yes     No      Head trauma

Yes     No      Osteoporosis

Yes     No      Arthritis

Yes     No      Stroke or TIA

Yes     No      Migraine Headaches

Yes     No      Seizures

Yes     No      Anxiety disorder, panic attacks

Yes     No      Depression

Yes     No      Glaucoma, macular degeneration or other eye problem

Yes     No      Other.  Describe: ________________________________________________

Yes     No      Serious infections.  Describe: ______________________________________

Current Medications (include over-the-counter medicines and herbal remedies):

	DRUG
	DOSE
	DIRECTIONS
	PRESCRIBING DOCTOR
	USED FOR?
	DATE STARTED ?

	1


	
	
	
	
	

	2


	
	
	
	
	

	3


	
	
	
	
	

	4


	
	
	
	
	

	5


	
	
	
	
	


Attach additional page if necessary.
Have you ever had any problems with your medication?
History of Asthma:

	Age when diagnosed: (age/year)  ________________

	Hospitalization(s) or ER visits for treatment of asthma in the last 12 months (Dates/reasons/outcome)


	Physician office visits for asthma for the last 12 months. (Date/reason/outcome)



	What are your Asthma Symptoms?


	What are your Asthma Triggers?

	Do you currently follow an asthma action plan?

( NO            ( YES            How often:___________________________________                                                                                     

	Do you routinely check and record your peak flow readings? (list recent readings)

	Do you know your Personal Best peak flow reading? ________

	Do you use a spacer device? ____________
	Do you wear or carry an asthma alert device? (bracelet, necklace, ID card)




Self Management:

	Current Height?                                                Current weight?

	Any recent weight changes?                               

(Describe)
	Any recent changes in your appetite?

(Describe)



	Other

	Do you have an annual Flu vaccine? (date)
	Have you ever had a Pneumonia vaccine? (date)




Asthma Education:

	Any previous asthma education?    ( NO     ( YES      (When)___________________

                                                                                        (Where)__________________



	What is the most difficult part of having asthma?


	Do you believe your family members understand the conditions of your asthma?

( YES

( NO  (why not?)




Exercise Plan:

	What are your usual daily activities:

	 Do you have a regular exercise schedule? 

· NO

· YES     (Type and Frequency)
         

	Are you exercising more or less than a year ago?            

( MORE                         ( LESS (Why?)


	What keeps you from exercising?




Medications that may have been used in the past:

	Medication
	Reason Discontinued

	
	

	
	

	
	

	
	


Your Asthma

Your response to each statement should most close apply to you over the past 4 weeks.

	
	Not at all
	Mildly
	Moderately
	Severely
	Very Severely

	I have been troubled by a cough
	  (
	   (
	   (
	    (            
	  (

	Asthma has limited by performance at work, school or other activities.
	  (
	   (
	   (
	    (            
	  (

	I have worried about my present or future health because of asthma.
	  (
	   (
	   (
	    (            
	  (

	I have been troubled by episodes of shortness of breath.
	  (
	   (
	   (
	    (            
	  (

	I have been restricted in walking up hills or doing heavy housework because of my asthma.
	  (
	   (
	   (
	    (            
	  (

	I feel frustrated with myself.
	  (
	   (
	   (
	    (            
	  (

	I have felt congested.
	  (
	   (
	   (
	    (            
	  (

	I have felt that asthma is controlling my life.
	  (
	   (
	   (
	    (            
	  (

	I have felt tired or a general lack of energy.
	  (
	   (
	   (
	    (            
	  (

	I have felt sad or depressed.
	  (
	   (
	   (
	    (            
	  (

	I have been limited in going to certain places because they are bad for my asthma.
	  (
	   (
	   (
	    (            
	  (

	I have been troubled by wheezing attacks.
	  (
	   (
	   (
	    (            
	  (

	I have felt that asthma is preventing me from achieving what I want from life.
	  (
	   (
	   (
	    (            
	  (

	I have felt anxious, under tension or stressed.
	  (
	   (
	   (
	    (            
	  (

	I have been unable to breathe.
	  (
	   (
	   (
	    (            
	  (


During the past 4 weeks, how often have you had the following symptoms?
	
	Less than once a week
	Once or twice a week
	Three to six times a week
	Once a day
	More than once a day

	Wheezing
	  (
	   (
	   (
	    (            
	  (

	Tightness or pain in your chest
	  (
	   (
	   (
	    (            
	  (

	Shortness of breath
	  (
	   (
	   (
	    (            
	  (

	Coughing
	  (
	   (
	   (
	    (            
	  (

	Coughing or wheezing after exposure to airborne allergens (dust, cat hair, pollen) or pollutants (smog, car exhaust fumes)
	  (
	   (
	   (
	    (            
	  (

	Coughing or wheezing after exercise or physical activity such as running
	  (
	   (
	   (
	    (            
	  (


During the past 4 weeks, describe how well your asthma is controlled:

                                                  Points per response:  (1)
               (2)               (3)               (4)                  (5)

	In the LAST 4 WEEKS how has your asthma affected your PHYSICAL ACTIVITY at work or home?   (circle one)
	All of the time
	Most of the time
	Some of the time
	A little of the time
	None of the time

	In the LAST 4 WEEKS how often have you had shortness of breath?  (circle one)
	More than once a day
	Once a day
	3 to 6 times a week
	Once or twice a week
	Not at all

	In the LAST 4 WEEKS, how often have you had asthma symptoms that woke you up at night or earlier than usual in the morning?   (circle one)
	4 or more nights a week
	2 or 3 nights a week
	Once a week
	Once or twice
	Not at all

	In the LAST 4 WEEKS how often have you had to use your nebulizer or rescue inhaler (such as albuterol)?  (circle one)
	3 or more times per day
	1 or 2 times per day
	2 or 3 times per week
	Once a week or less
	Not at all

	In the LAST 4 WEEKS, how would you you’re your asthma control?    (circle one)
	Not controlled at all
	Poorly controlled
	Somewhat controlled
	Well Controlled
	Completely controlled

	Total points for answers in each column  
	1 x ______
	2 x _____
	3 x ​​​​____
	4 x _____
	5 x _____

	 Total = ___________ 
	= ________
	+ _______
	+ ______
	+ ______
	+ _____


Symptoms:  Please check any symptoms you have experienced in the last 6 months and explain.
	· Difficulty swallowing

· Diarrhea

· Nausea

· Anorexia
	How often, comments

	· Dribbling

· Overflow Incontinence

· Impotence

· Vaginal Dryness
	How often, comments



	· Orthostatic Hypotension (light headedness, pain in the neck, or visual changes)

· Loss of Consciousness
	How often, comments



	 (    Profuse Sweating

 (    Heat Intolerance
	How often, comments



	· Decreased Heat and Light Touch Sensation

· Burning

· Tingling

· Numbness

· Intense Pain

· Diminished Sense of Touch, Vibration, and Temperature
	How often, comments
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