For Parental Completion Only
SCHOOL INFORMATION FORM FOR A STUDENT WITH ASTHMA OR BREATHING PROBLEMS

Dear Parent/Guardian: It has come to our attention that your child has asthma or breathing problems. The school nurse

needs more information to help take care of your child at school. Please complete and return this form to school. If you
have any questions, please contact your child’s school nurse.

Student Name: Birth date:

Parent/Guardian Name & Phone #:

Parent/Guardian Name & Phone #:

Other Emergency Contact Name & Phone #:

Health Care Provider for asthma & Phone #:

1. How much does your child’s asthma bother or interrupt him/her during normal activities (playing, running around, and sports)?
Never Rarely Sometimes Often All of the time

2.  How many times has your child been to the emergency department or hospitalized for asthma in the past year?
__Otimes __1time _ 2times _ 3times __4times __5ormore times

3. a) What triggers your child’s asthma? (Check all that apply)

O lliness (colds) 1 Smoke Allergies:[Cat [ Dog [ Dust [ Mold 3 Pollen
O Emotions (crying, laughing, stress) [J Exercise/physical activity 0 Food:
0 Weather changes [ Strong odors/smells Other:

b) Does your child have a life threatening allergy or anaphylaxis? [] Yes [J No
- If so, is an epi-pen at school? [1Yes [1No *If “yes”, complete a Severe Allergy Plan available from the school nurse*

c) Does any one smoke around your child (at home, the care, childcare/sitter, family/friends)? [JYes [1No

4. Describe the symptoms your child typically experiences before or during an asthma episode: (Check all that apply)

O Coughing 0 Rubbing chin/neck O Clearing the throat
OTrouble breathing 0 Breathing hard/fast O Feeling tired/weak
0 Wheezing O Runny nose Other

5. Please write the names or colors of medicines (inhalers/puffers, pills, liquids, nebulizers) your child takes for asthma and allergies
(the ones every day and as needed).

List

Names or

Colors of

Medicines

Used

6. How well does your child take his/her asthma medications? (Check only one answer)?
__Takes medicine by self ~__Needs help taking medicine __Not using medicine now

7. Inthe past 4 weeks, how often has your child used a rescue or reliever medicine (a syrup, inhaler, or breathing machine) to
relieve coughing, trouble breathing, or wheezing?
[J Never ] 1-2 days/wk [] 3 or more days/wk but not everyday [ Everyday

8. Inthe past 4 weeks, how often has your child had coughing, trouble breathing, or wheezing in the morning or during the day?
[J Never ] 1-2 days/wk [J 3 or more days/wk but not everyday  [] Everyday

9. Inthe past 4 weeks, how often has your child had coughing, trouble breathing, or wheezing at night while sleeping?

[J Never [] 1-2times []3 or more times/month ]2 or more times/week [] Every night
This information may be shared with you health care provider in order to have a complete health care plan.
Guardian name: Guardian Signature:




