Name_________________________________

Family Member Prefix___________    Sponsor SSN____________________________

Pediatric Quality Of Life Assessment (Juniper)

Activities

Because you have asthma, you may have found some of the things you like doing difficult or not much fun. We want you to think about all the things that you do in which you have been bothered by your asthma. 

Some people are bothered by asthma when doing some of the following activities. Please read through the list. Think about how your asthma has bothered you during the last 1-2 weeks. 

On the next page, write down the numbers of the three (3) things in which you have been bothered most by your asthma during the last 1-2 weeks. The three activities you choose can be from the list or you can think of other activities as long as you do them regularly.

Parents are encouraged to help your children complete this form.

Ball Hockey




Walking uphill

Baseball




Walking upstairs

Basketball




Laughing

Dancing (Ballet/Jazz)



Studying

Football




Doing household chores

Playing at recess



Singing

Playing with pets



Doing crafts or hobbies

Riding a bicycle



Gymnastics

Running




Rollerblading/skating

Skipping rope




Skateboarding

Shopping




Track and Field

Sleeping




Tobogganing

Soccer





Skiing

Swimming




Ice Skating

Volleyball




Climbing

Walking




Getting up in the morning







Talking

Go on to the next page

Please select three items from the list and write them in the blanks below. Please tell us how much you have been bothered doing these things during the past 1-2 weeks by your asthma. For each activity, put an X in the box that best describes how bothered you have been.

                                                                                  Extremely     Very         Quite       Somewhat     A Bit         Hardly    Not At All   Activity

                                                                                   Bothered    Bothered   Bothered   Bothered    Bothered    Bothered   Bothered   Not Done






1
2
3
4
5
6
7
8




      










1. ___________________

(         (        
(         
(          (       
(        
(     
(
2. ___________________
 
(         
(        
(         
(          (     
(      
(       
(
3. ___________________                
(         
(        
(         
(         
( 
(   
(       
(
How OFTEN during the last 1-2 weeks did you feel the items listed below? Put an X in the box that best describes how often you experienced each item listed.


    



               All            Most          Quite         Some         Once        Hardly        None

 




         Of the         of the         Often         of the         in A         Any of      of the






              Time          Time                            Time         While       the time      Time







1           
2         
3        
4           
5        
6           
7

4. Feel TIRED because of                     
(         
(       
(       
(     
(        
(
(   

asthma

5. Feel TIGHTNESS IN                        
(        
(  
(
(
(
(
(            

YOUR CHEST

6. WAKE UP DURING THE                
(  
(
(
(
(
(
(        

NIGHT because of asthma

7. Feel OUT OF BREATH                    
(       
(        
(
(
(
(
(            

Because of your asthma

8. Feel you COULDN’T                             
(     
(      
(  
(
(
(
(           

KEEP UP WITH OTHERS

Because of your asthma

9. Have difficulty taking a                     
(      
(       
(       
(
(
(
( 

DEEP BREATH

10. COUGHING


     
(       
(      
(        
(    
(
(
(         

11.  ASTHMA  ATTACKS                     
(       
(       
(         
(    
(
(
(         

12.  WHEEZING                                     
(        
(        
( 
(
(
(
(           

The next five questions deal with how you manage your asthma. 

Please circle the appropriate number.







                All of the       Most of the       Sometimes       Never









   Time               Time        

13.  I take my medication………………………..
     1                  2                   3                4

14. I avoid any environment or activity that

may cause an asthma episode (attack)………          1                  2                   3                4

15. Do you use a peak flow meter at home?


YES

1
Please answer questions 16 and 17.

NO

2
You have finished the survey. 

16.  What was your best peak flow meter value in the last week?     __________________

17.  What was your worst peak flow value in the past week?            __________________    

