Questionnaire
Name:……………………………………

Patient ID:………………………………

1. Have you had any episodes of wheeze or chest tightness? 
Yes [   ]     No [   ]
2. Have you taken any treatment for your chest? 


Yes [   ]     No [   ]
3. Have you woken at night with a cough or chest tightness? 
Yes [   ]     No [   ]
4. Have you had any episodes of breathlessness? 


Yes [   ]     No [   ]
5. Have you had any time off work with any chest illness? 

Yes [   ]     No [   ]
6. Have you developed chest tightness or breathlessness 

Yes [   ]     No [   ]

    after exercise? 
7. Have you developed difficulty with breathing? 


Yes [   ]     No [   ]
8. Have you had irritation or watering of the eyes? 


Yes [   ]     No [   ]
9. Have you had a stuffy nose? 




Yes [   ]     No [   ]
10. Have you had any soreness of the nose, lips or mouth? 

Yes [   ]     No [   ]
11. Have you had any unexplained weight loss? 


Yes [   ]     No [   ]
Comments:………………………………………………………………

