ABOUT MY ASTHMA

A GUIDE TO TALKING TO YOUR PROVIDER

Use this form to help you get organized when you talk to your medical provider.

APPOINTMENT INFORMATION
PROVIDER NAME:

DATE:

REASON FOR VISIT:

OTHER HEALTH CARE PROVIDERS I’'M SEEING:

List provider name, phone number, and reason for seeing that provider. Attach more paper as needed.

Provider name Phone Reason for seeing this provider

PRESCRIBED AND OVER-THE-COUNTER MEDICINES AND SUPPLEMENTS:

List name, dose, and frequency. Attach more paper as needed.

Prescription name Dose Frequency

Pharmacy info:




SYMPTOMS AND NOTES

What symptoms have you been What symptoms have you been

experiencing? Frequency experiencing? Frequency

Coughing Feeling nervous

Crewegenes || s
s || v
eweerse || S
pa e
Needtodemrtostrpentedy | | Suokingchinortost

oy || ing icrelinhler
gt || ower |

Things | do to relieve my symptoms:

NEXT APPOINTMENT DATE:

Tests to schedule:

Other notes, concerns, or questions | have for my provider:

Contact the asthma program: DEPARTMENT
health.asthma@state.mn.us | 651-201-5909 | health.mn.gov/asthma m‘ OF HEALTH



https://www.health.state.mn.us/diseases/asthma/index.html
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