Asthma Assessment Sheet
il visit [J Follow up visit

Name: / MR# Date of Visit: / /

No |:Age:

Asthma Sx. past 2 weeks (check all thatapply) [ Day O Night O Exercise

Frequency of symptoms: Daytime: Nocturnal:

Freguency of use of rescue medication in past 2 weeks:

Exacerbations past two weeks: (] No (skip tonext) [1Yes % how many:

W e F .‘ h h

Complaints:

ROS [0 Dyspnea (] Cough [0 Wheezing [TURI symptoms [J Other

Weight: Height: BMI: BP: / HR: RR: Peak Flow (best of three).
Pulse Ox: Head & Neck: (0 Normal (JAbnormal:

General (IComfortable (I Distressed (I Uses 2°muscles of resp. HEENT: ONormal (1 Abnormal

Lungs:JCTA O Other:

Heart: [IJNormal [] Abnormal :

Other:
Asthma Severity (check one) ASTHMA ACTION PLAN
Daytime Sx<2/week | Recommendation: No daily medication. Short acting bronchodilator as needed
Nocturnal
[JMild Intermittent Sx.<2/month
FEV1 and PEF>80%
of predicted

Day time Sx >2/week | Rec: Low dosc inhaled CTS daily or Leukotriene antagonist (LTA) or Cromolyn or Nedocromil
but <1 day

[JMild Persistent Nocturnal > 2/month.

FEV1 &PEF > 80% of
predicted Rescue treatment:
Rec:Med. dose ICS or ICS+Long Acting bronchodilator or ICS+ LTA or ICS+Nedocromil
Daily symptoms

COModerate Persistent | Noctumnal>1/week

FEV1 & PEF <80%

but Rescue treatment:
>60% of predicted

Rec: High dose ICS+Long Acting Bronchodilator+ LTA/ May need oral steroids
Continuous Sx.

[Severe Persistent Frequent nocturnal Sx.

FEV1 & PEF<60%

Of predicted Rescue treatment:

|
Signature:| Date: I RTC: Referral:







