
Asthma/Respiratory Health

Intake Form/Parent Questionnaire

Student Name: DOB: Grade: School Year:

Does your child have a diagnosis of asthma?🔲 Yes 🔲 No

Name and phone # of the physician treating the asthma: _____________________________________________

1. How much does your child’s asthma bother or interfere with normal activities such as playing, running
around, and sports? 🔲 Never 🔲 Rarely 🔲 Sometimes 🔲 Often 🔲 All of the time

2. In the past 12 months, how many times has your child been hospitalized or had urgent care because of asthma?
🔲 0 🔲 1-2 🔲 2-3 🔲 3-4 🔲 5 or more

3. What triggers your child’s asthma? (check all that apply)

🔲 illness (colds) 🔲 smoke 🔲 emotions (crying, laughing, stress) 🔲 exercise/physical activity

🔲 strong odors 🔲 weather changes 🔲 other: _____________________________________________

Allergies: 🔲 cats 🔲 dogs 🔲 dust 🔲 mold 🔲 food: _________________________________________

4. What symptoms does your child typically experience before or during an asthma episode? (check all that
apply)

🔲 coughing 🔲 breathing hard/fast 🔲 wheezing 🔲 trouble breathing

🔲 repetitive clearing of the throat 🔲 runny nose 🔲 rubbing chin/neck 🔲 feeling tired/weak

5. Please list the name, dose, and frequency of all medications taken for asthma and allergy management

Name of Medication Dose Frequency



6. How well does your child take his/her asthma medication(s)?
🔲 self-administers 🔲 needs help/supervision

7. In the past 4 weeks, how often has your child used a rescue medication (oral syrup, inhaler or nebulizer) to
relieve coughing, trouble breathing, or wheezing?
🔲 never 🔲 1-2 days/week 🔲 3 or more days/week but not everyday 🔲 everyday

8. In the past 4 weeks, how often has your child had coughing, trouble breathing, or wheezing in the morning or
during the day?
🔲 never 🔲 1-2 days/week 🔲 3 or more days/week but not everyday 🔲 everyday

9. In the past 4 weeks, how often has your child had coughing, trouble breathing, or wheezing at night while
sleeping?
🔲 never 🔲 1-2 nights/week 🔲 3 or more nights/week but not every night 🔲 every night

Parent Signature: ___________________________________________________ Date: __________________

School Nurse notes: __________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Nurse Signature: ______________________________________________________ Date: _________________


