Pediatric/Adolescent Asthma Therapy Assessment Questionnaire

IN-OFFICE VERSION
Instructions: Please have the parent or guardian complete this questionnaire.

Patient Name: ID number Today’s Date:__ -
1. In the past 4 weeks, did your child... Yes No Unsure

v v v

a) Have wheezing or difficulty breathing when eXerciSing?..............cvueveverireosresnienens ceveeennns seeeesmens ... O...... O

b) Have wheezing during the day when not eXercising? ..............covcevreenieinnieeresienns eevereees cevseenens O O... |

c) Wake up at night with wheezing or difficulty breathing? ._...............ccooeeieereee e e e O..... ... d

d) Miss days of school because of hiS/her asthMa? ...........c.ococcevvvieeiieeiinrineeeeeeetes oeereeees orvrvennens O, a..... O

@) Miss any daily activities (such as playing, going to a friend's house, .........cceceeee ceeveeeereens ereieennes O a..... O

or any family activity) because of asthma?

2. Does your child use an inhaler or nebulizer for quick relief from asthma symptoms?

YES ..ooierererarnnine a-» (If yes) In the past 4 weeks, what was the greatest number of times
EO ------------------------ E in one day your child used this inhaler/nebulizer?
NSUIE ...o.occeeneann.
1 BSOS O
1102 e, O
3104 i, O
510 6. ciiicrinenns O
over6.....occoeun.... O

(If yes) In the past 12 months, on days your child used an inhaler/nebulizer
for quick relief, how many times a day did he or she usually use it?

1102 O
3104, O
5106, O
over6................ ]

3. Has your child ever had a prescription for an asthma medicine that is NOT used for quick relief, but is used
to control your child’s asthma?

Yes ..o - (If yes) What best describes how your child takes this medicine now?
Bﬁsure% Takes it @Very day...........ococcouuiiiiriceiriiir O

Takes it some days, but not otherdays ................c.cocoovveerercurennnee. O

Used to take it, but now does Not..............cccoovviiiieiicciiceec e |

Only takes it when having sSymptoms..........c.cccocoverieiee e O

INEVET TOOK it.....eiceeiiieeecececs e e are st e ree s eens Od

Yes No Unsure
v v v
.......... O....Od0

(If Yes or Unsure) What part of your child’s current asthma treatment makes you dissatisfied?

5. Do you believe... Yes No Unsure
v v v
a) Your child's asthma was well controlied in the past 4 WeeKS?...........oooveeiieeeeeeeeeeeeeeeeee evvveeens O....... 0., O
b) Your child is able to take his/her asthma medicine(s) as directed?...........ooureeveerceereeeeeeee e I .. O
c) The medicine(s) your child takes are useful for controlling asthma? .............cccoeveeioeeveene e e O ]
6. During this office visit, would you like the doctor to... Yes No Unsure
v v v
a) Discuss different types of drugs available to control asthma? .................occccooiiiveoieeees e, O.... O, Od
b) Discuss with you and your child asthma treatment 0ptionS? ...........coevveeveeiieeeeeeeee e e, ... I ]
¢) Discuss how your child prefers to take his/her asthma medicing(S)? «......c.covvveeeeeevceeeeeee e, N I [ |

{such as by inhaler, tablet, liquid or nebulizer)
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