HAYWARD UNFIED SCHOOL DISTRICT
Health Services Department

School Asthma Record

Student Name:
 _________________________________________________  DOB: _________________

School: _____________________________________ GO #: ______________________Grade:________

Parent/Guardian Name: _______________________________________ Phone (Home): _____________

Address: ___________________________________________________ Phone (work): _____________

Physician Treating Child’s Asthma: _____________________________  Phone: ___________________

Clinic/Hospital: _______________________________________ Medical Insurance: ________________

1. Briefly describe what triggers your child’s asthma:

2. What are the early signs of asthma flares?

3. Are there any PE restrictions?

4. Does exercise induce episodes of asthma?

5. Does your child have any allergies?   Medications?

6. Do certain weather conditions affect your child’s asthma?

7. Name the medications taken routinely, the dose, how often taken:

8. Does your child suffer any side effects to these medications?  (Please describe):

9. Does your child understand asthma and what he should do to manage it?

10. Approximately how often does your child have an acute episode?  How is that managed (Hospitalization)?

_________________________________



_____________________________

Telephone Contact

Date




Nurse Signature                    Date

