
Patient Name               
Date of Birth        
    

PLEASE CAN YOU COMPLETE THIS FORM AND RETURN IT TO:MARKET 
STREET MEDICAL PRACTICE 

 
The following test can help people with asthma assess their asthma control.  Please tick the 
appropriate score for each question.  There are five questions in total.  Calculate your total Asthma 
Control Test score by adding up the numbers for each of your responses.  Please answer the 
questions as honestly as possible. If you score less than 20 you asthma may not be as well 
controlled as it could be. Please phone and ask for an appointment OR  speak with Angela or 
Michelle 

 

1. During the past 4 weeks, how often did your asthma prevent you from getting as 
much done at work, school or home? 

 
1 All of the time 2 Most of the time 3 Some of the time 4 A little of the time 5 None of the time 

Score _______ 
 

2. During the past 4 weeks, how often have you had wheeze or shortness of breath? 
 

1 More than once a day 2 Once a day 3 3-6 times a week 4 1-2 times a week 5 Not at all 

Score _______ 
 
3. During the past 4 weeks, how often did your asthma symptoms (wheezing, 

coughing, shortness of breath, chest tightness or pain) wake you up at night or earlier 
than usual in the morning? 

 
1 4 or more times a week 2 2-3 nights a week 3 Once a week 4 Once or twice 5 Not at all 

Score _______ 
 

4. During the past 4 weeks, how often have you used your rescue inhaler (such as 
Salbutamol)? 
 

1 3 or more times a day 2 1-2 times a day 3 3-4 times a day 4 Once a week or less 5 Not at all 

Score _______ 
 

5. How would you rate your asthma control during the past 4 weeks? 
 

1 Not controlled 2 Poorly controlled 3 Somewhat controlled 4 Well controlled 5 Completely controlled 

Score _______ 

 

Which inhalers are you using at present?________________________ 
Do you use a spacer?  Yes/No            
Do you have a peak flow meter? – If yes please give an up to date reading_______        
Do you smoke? Yes/No – if Yes how many per day?________ 
Have you considered stopping smoking?________    
Would you like to try to give up, if you could be offered support? Yes/No 
 
Signed ……………………………………………..Date……………………. 
Thank you for taking the time to answer these questions to update your medical record. 


