ASTHMA QUESTIONAIRE TO PARENTS

Please fill out the asthma record below and return it to the nurse.  The information will be shared with your child’s teachers. Please keep us informed of any changes in your child’s asthma or medication schedules.   We hope to minimize any unnecessary restrictions or absenteeism by keeping current with your child’s needs.

Child’s name________________________________________________________  Date_____________________

Briefly describe what triggers your child’s asthma symptoms:____________________________________________
Does exercise induce episodes of asthma? ___________________________________________________________                               

Do certain weather conditions affect asthma symptoms?  ________________________________________________
List medications your child takes routinely.  Please indicate dosage and time.________________________________
Does your child understand asthma and how they should do to manage it?__________________________________
How often does your child have an acute episode?______________________________________________________
If your child requires an inhaler here at school, please have you physician fill out/sign an emergency asthma action plan and have a parent/guardian sign. All medication must be in original packaging with pharmacy label for student. Emergency action forms are available upon request from your school nurse or on the nurse’s website.
Other comments:
Parent/guardian signature_______________________________________________________Date_______________
Nurse Review________________________________________________________________Date_______________

Nurse Review________________________________________________________________Date_______________
Nurse Review________________________________________________________________Date_______________
