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Child’s Name _______________________________________________     	Date of Birth _________________________

Parent’s Name _____________________________________________                Phone Number_______________________

Specialist Name _____________________________________________               Phone Number _______________________






ASTHMA QUESTIONNAIRE


PART ONE



  At what age did your child first have their first asthma attack?  ________________________________________________________

How often does your child have asthma attacks?  __________________________________________________________________

How many asthma attacks has your child had in last two years? ______________________________________________________
Has your child been hospitalized for asthma? □ Yes  	□ No If yes, how often?  __________________________________________

When was your child’s last hospitalization for asthma?  _____________________________________________________________

Has your child used asthma medicine in the past two years?  □ Yes □ No  If yes, how often?  _______________________________
Please list current Asthma medications below.
Medication
Dosage
Frequency and time of Day taken













		
		
		














· Has your child had an attack or recurrent attacks of wheezing?						□ Yes  	□ No  

· Does your child have a wheeze or cough after exercise?							□ Yes  	□ No  

· Does your child have wheeze, chest tightness, or cough after exposure to airborne allergens or pollutants?	□ Yes  	□ No  

· Does your child cough or wheeze more than a couple times a week       				                □ Yes  	□ No  

· Are symptoms improved by appropriate anti-asthma treatment?						□ Yes  	□ No  

· Does your child cough in their sleep more than a couple of times per month?                                                                □ Yes  	□ No  

·  Does your child miss school frequently due to asthma issues?                                                                                         □ Yes  	□ No  


If your child requires asthma medication while in school, a written Asthma Action Plan is required from your child’s doctor annually.           
 I understand that my child’s asthma condition will be shared with school personnel on a need to know basis.

Parent/Guardian Signature_________________________________________________                        Date____________________

Reviewing Nurse’s Signature________________________________________________                        Date____________________
Asthma Action Plan Received;                            Date_________________ Comments______________________________________
Individual Healthcare Plan Completed;            Date_________________ Comments______________________________________
Asthma Emergency Action Plan Completed:   Date _________________ Comments______________________________________
		



	 

	
		 If your child requires asthma medication while in school, a written Asthma Action Plan is required from your child’s doctor annually.		


	 

 


PART THREE

______________________________________________________________			________________________ 
Parent/ Guardian Signature								Date

______________________________________________________________			________________________
Reviewing Nurse’s Signature								Date

