INSERT YOUR HEALTH CENTER’S NAME HERE
Asthma Environmental Assessment

Patient Name: _______________________________________

Date: _______________________

MR#: _______________________

Recommendation:  Questionnaire is to be completed at least once and preferably annually.

Inhalant Allergens

1.  Do you have symptoms year round?





[   ] Yes
[  ]No


If answer is NO, please skip to section on Tobacco Smoke

2.  Do you have a pet indoors?






[   ] Yes
[  ]No


If answer is Yes, what type?_________________________

3.  Do you have dampness or moisture in any room of your home?

[   ] Yes
[  ]No


(for example, basement)

4.  Does your home have visible mold?





[   ] Yes
[  ]No

5.  Have you seen any cockroaches in your home in past month?

[   ] Yes
[  ]No

6.  Do your symptoms get worse at certain time of the year?


[   ] Yes
[  ]No


If answer is yes, when? ____________________________

Tobacco Smoke

1.  Do you smoke?








[   ] Yes
[  ]No


If yes, how much do you smoke? _____________________

2.  Does anyone smoke at home, work, and/or daycare?


[   ] Yes
[  ]No


If answer is Yes, who? _____________________________

Indoor/Outdoor Pollutants & Irritants

1.  Do you use a wood burning stove or a furnace in your home?

[   ] Yes
[  ]No

2.  Are there unvented stoves or heaters in your home?


[   ] Yes
[  ]No

3.  Do you come in contact with any other smells and/or fumes

[   ] Yes
[  ]No

     from perfumes, cleaning agents, sprays, hobbies or crafts?

Workplace Exposure (ADULTS ONLY)
1.  Do you cough or wheeze during the week, but not on


[   ] Yes
[  ]No


weekends or when away from work?

2.  Do your eyes or nasal passages get irritated soon after


[   ] Yes
[  ]No

          arriving at work?

3.  Do any of your co-workers have similar symptoms?


[   ] Yes
[  ]No

4.  What substances are used at your workplace?



[   ] Yes
[  ]No

           Please list: _________________________________

Infants & Children ONLY

1.  Does your child attend day care?





[   ] Yes
[  ]No

     If yes, with how many other children and how often________________________________

2.  Does your child have frequent upper respiratory infections

[   ] Yes
[  ]No

      (colds, ear infections) 

If yes, do these infections make the asthma worse?


[   ] Yes
[  ]No

3.  Does your child experience worsened asthma or allergy symptoms
[   ] Yes
[  ]No

     in other people’s houses or other geographic locations?

4.  Does your infant vomit followed by a cough or have a wheezy

[   ] Yes
[  ]No

     cough at night?

           If yes, are these symptoms worse after feedings?


[   ] Yes
[  ]No


INSERT YOUR HEALTH CENTER’S NAME HERE
Follow-up Visit Patient Self-Assessment Questionnaire

For Adults and Children 5 years or older

Patient Name:________________________________

Date:_______________________

MR#______________________
1. How many DAYS  in the past week have you had chest tightness, cough, shortness of breath, wheezing (whistling sound in your chest)?

0

1
2
3
4
5
6
7

2. How many NIGHTS in the past week have you had chest tightness, cough, shortness of breath, wheezing (whistling sound in your chest)?

0

1
2
3
4
5
6
7

 3.  Do you perform peak flow reading at home?



[   ] Yes
[   ]No

If Yes, did you bring your peak flow chart?



[   ] Yes
[   ]No

4. Have you had any unscheduled medical visits since your last visit, 

including to the emergency department?




[   ] Yes
[   ]No

5.  How many puffs of your short-acting inhaled beta2-agonist

[   ] Yes
[   ]No

           (quick-relief medicine) do you use per day? 


 Average number of puffs?_______________________

6.  How many of your short-acting beta2-agonist inhalers did you go

[   ] Yes
[   ]No


through in the past month? 


Number of inhalers in the past month?__________________

7. In your opinion, how well controlled is your asthma?

Please check response:     [  ]Very well controlled    [  ]somewhat controlled    [  ] not well controlled


