QUESTIONNAIRE FOR PARENTS OF CHILD WITH ASTHMA

Student’s Name_____________________________   School Year__________________

School______________________        Grade________ Classroom__________________

Mother’s Name_____________ Home Phone___________   Work__________________

Father’s Name______________ Home Phone___________   Work__________________

Emergency Contact________________________________ Phone__________________

Doctor’s Name_____________________        Address____________________________

1. Please rate the severity of his / her asthma.  (Circle) 

(Not severe)  0  1  2  3  4  5  6  7  8  9  10  (Severe)

2. If your child suffers a severe attack in school (not relieved by medication or rest), what plan of action would you prefer school personnel to take?  __________________________________________________________________

3. Child’s baseline peak flow rate_________________________________________

4. How long has your child had asthma? ___________________________________

5. What triggers your child’s asthma attacks?  (Please check any that apply)

___ Illness
___Emotions
___Medications
___Foods
___Weather

___Exercise
___Cigarette or other smoke

___Fatigue
___Chemicals

___Allergies (medication or environment)________________________________

___Other (please list)________________________________________________

6. What does your child do at home to relieve wheezing during an asthma attack?

(Please check any that apply)

___Breathing exercise

___Drinks liquids
___Rest / Relaxation

___Oral medication

___Inhaler

___Nebulizer

___Other (please list)________________________________________________

      7.   What medications does your child take and how often?______________________


___Every day

___Before exercise

___Just for wheezing /attacks


___Just certain times of the year


___When ill

8.  Who is responsible for remembering to take the medication at home?

___Parent
___Child
___Both

9. What medications will your child need to take in school? ___________________

10. What side effects does your child have from his/her medication?______________

11. Does your child need any special considerations related to his/her asthma while at school?  (Check any that apply and describe briefly)

___Modified gym class

___Modified recess outside

___No animal pets in classroom

___Avoiding certain foods

___Emotional or behavior concerns

___Special consideration while on field trips

___Special consideration to and from school

___Observation for side effects from medicine

___Other__________________________________________________________

Inhaler Release

Name of Student__________________________________  School/Grade____________

The above student has been instructed in the proper use of the ______________________

inhaler.  We request he/she be permitted to carry the inhaler on his/her person or to keep it in a locker, purse, in a book bag, as we consider him/her responsible.  The student has been instructed in and understands the purpose and appropriate method and frequency of use of the inhaler.

We, the undersigned, absolve the school of any responsibility in the safeguarding of the student’s inhaler.

___________________________


___________________________

Physician signature




Parent/Guardian signature

Note:  It is strongly advised that each student leave an extra inhaler in the nurse’s office, or with his/her coach in the event of a misplaced inhaler.

Please return form to school.

