CRWYS MEDICAL CENTRE – ASTHMA REVIEW


Name:	...............................................................................................			Date of Birth: ........................................................
Address:  ..............................................................................................................................................................................................................
Tel No:  .................................................................................................			Today’s Date: ........................................................
Email address:  ...................................................................................... This email address will be used for all correspondence relating to this request.  Please be aware that if anyone else has access to this email address they may see responses sent to you.
What is your average weekly intake of alcohol in units?   ............................
(1 unit = half a pint of normal strength beer, third pint cider/strong beer, pub measure of spirits (25ml), pub measure of glass of wine (125 ml), glass of sherry/fortified wine)

Smoking Status:							Height:   .......................... (approximate if not known)
Current Smoker 	Yes/No  	Daily Cigarettes:  ........................	
Ex Smoker	Yes/No	Date Stopped:  ............................		Weight:  ......................... (approximate if not known)
Never Smoked	Yes/No	Cessation advice available:  www.helpmequit.wales/

Blood Pressure:
If you have your own machine or have had your blood pressure checked in the last 12 months, what was the result?  ..............................................
Flu Vaccination:
Are you aware we usually provide vaccinations October/November each year and patients with respiratory illness are eligible for this?
YES		NO		DECLINE

Text Messaging:
Do you consent to us contacting you by Text Message?			YES	NO
Please confirm your telephone number:   07.............................................

What Medication are you taking?
..........................................................................................................................................................................................................................................................................................................................................................................................................
Do you get any side effects from your medication (if you are on any)?		YES		NO 
If YES, please describe ...............................................................................................
....................................................................................................................................

How often do you use your preventer inhaler?				________________________

Do you use your preventer inhaler  every day?				YES	NO

Do you use an aero chamber to take your inhaler	?			YES	NO		

How often do you use your reliever inhaler (blue)?			DAILY	WEEKLY	MONTHLY

What was the date of your last asthma  attack?			...........................................

Have you had any hospital admissions in the last 12 Months due to 		YES	NO
your respiratory condition?

If you have a peak flow meter please provide recent peak flow readings   	Date:_______	Reading:_________

ASTHMA CONTROL SCORE Please circle as appropriate

During the past 4 weeks, how often did your asthma prevent you from 	All of the time 		1
Getting as much done at work, school or home?				Most of the time		2
								Some of the time		3
								A little of the time		4
								None of the time		5

During the past 4 weeks, how often have you had shortness of breath?	More than once a day 	1
Once a Day		2
								3-6 times a week		3
								1-2 times a week		4
								Not at all			5

During the past 4 weeks, how often did your asthma symptoms 		4 or more times a week	1
(wheezing, coughing, chest tightness, shortness of breath) wake		2-3 nights a week		2
You up at night or earlier than usual in the morning?			Once a Week		3
								Once or twice		4
								Not at all			5

During the past 4 weeks, how often have you used your reliever		3 or more times a day	1
Inhaler (usually blue)?						1-2 times a day		2
								2-3 times a week		3
								Once a week or less	4
								Not at all			5

How would you rate your asthma control during the past 4 weeks?		Not controlled		1
								Poorly Controlled		2
								Somewhat Controlled	3
								Well Controlled		4
								Completely Controlled	5


Do you have an Asthma Plan?			YES	NO




[bookmark: _GoBack]Thank you for completing this questionnaire, please return to the surgery ASAP 

