
Asthma Symptom Tracking Assessment 

Date: ____________ 

Patient Name: ____________________ 

Patient ID: ______________________ 

Instructions: 

Please fill out the following symptoms and observations experienced over the past week. 

Symptom Tracking 

Date Time 
Symptoms 

Experienced 

Severity (1-

10) 

Triggers (if 

known) 

Relief 

Medications 

Used 

__________ __________ __________ __________ __________ __________ 

Weekly Assessment 

Overall symptom control this week: 

Good Fair Poor  

Additional Notes: 

____________________________________________________ 

____________________________________________________ 

Signature of Patient: ________________________ 

Date: ____________ 


