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ON WAKING IN THE EVENING
How often How often
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Did you Fellef . take relief asthma symptoms bother you do today? affect your !’uffs relief  pastof 3 take relief
wake up inhaler Bestof 3 Freatment symptoms you today? activities inhaler used peak flow ?reatment
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with N . today? ! 12 readings
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Date Yes No ) L/m Yes No 6. = all the 6= sohgrely 6 = less than 6 = all the L/m Yes No
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* do not count any puffs taken at the clinic






