
 
 

Wausau School District​
Asthma Questionnaire 

 
  

 

Student name: _______________________________________ Date of birth: _________________ 

Parent/Guardian: _________________________________________ Date:____________________ 

Name of clinic where your child receives asthma care: ____________________________________ 

Provider Name: ___________________________________________________________________ 

 

1. Does your child have an asthma diagnosis from a healthcare provider?  □ No □ Yes 
    Age of child at diagnosis: ______ 
 
2. How would you rate the severity of your child’s asthma? 
   (Not Severe) 0  1  2  3  4  5  6  7  8  9  10 (Severe) 
 
3. What triggers your child’s asthma symptoms? 
    □ exercise            □ colds/flu           □ smoke             □ weather             □ strong odors   
    □ emotions           □ dust                 □ animals           □ reflux disease    □ grass/flowers 
    □ medications (list) _______________________    □ foods (list) _____________________   
    □ allergies (list) __________________________    □ other (list) _____________________ 
 
4. Are symptoms worse during a specific time of year?  
 
5. How many days would you estimate your child missed school last year due to asthma? 
     □ 0 days □ 1-2 □ 3-5 □ 6-9 □ 10-14 □ more than 15 
 
6. Does your child understand asthma and how to manage it?   □ No   □ Yes 

●​ Is your child able to monitor his/her asthma symptoms?  □ No   □ Yes 
●​ Does your child know his/her asthma triggers and how to avoid them?   □ No   □ Yes 
●​ Is your child able to tell peers and adults when having asthma symptoms?   □ No   □ Yes 
●​ Does your child know how to correctly use an inhaler independently?   □ No   □ Yes 

 
7. Please add any additional information that would be helpful for school personnel to know:  

 _______________________________________________________________________________ 

The District does not discriminate on the basis of the Protected Classes of race, color, national origin, age, sex (including transgender status, 

change of sex, sexual orientation, or gender identity), pregnancy, creed or religion, genetic information, handicap or disability, marital status, 

citizenship status, veteran status, military service (as defined in 111.32, Wis. Stats.), ancestry, arrest record, conviction record, use or non-use of 

lawful products off the District’s premises during non-working hours, declining to attend a meeting or to participate in any communication about 

religious matters or political matters, or any other characteristic protected by law in its practices.  (Updated 10.08.24) 

Nurses/policy asthma parent quest​ ​                        4-2 
May 2009, Rev. May 2025 


	Student name: 
	Date of birth: 
	ParentGuardian: 
	Date: 
	Name of clinic where your child receives asthma care: 
	Provider Name: 
	1 Does your child have an asthma diagnosis from a healthcare provider: Off
	Age of child at diagnosis: 
	exercise: Off
	coldsflu: Off
	smoke: Off
	weather: Off
	strong odors: Off
	emotions: Off
	dust: Off
	animals: Off
	reflux disease: Off
	grassflowers: Off
	medications list: 
	undefined: Off
	4 Are symptoms worse during a specific time of year: Off
	undefined_2: Off
	undefined_3: Off
	foods list: 
	allergies list: 
	other list: 
	0 days: Off
	12: Off
	35: Off
	69: Off
	1014: Off
	more than 15: Off
	6 Does your child understand asthma and how to manage it: Off
	Is your child able to monitor hisher asthma symptoms: Off
	Does your child know hisher asthma triggers and how to avoid them: Off
	Is your child able to tell peers and adults when having asthma symptoms: Off
	Does your child know how to correctly use an inhaler independently: Off
	7 Please add any additional information that would be helpful for school personnel to know: 


