Asthma Management Survey

It has come to our attention that your child has/may asthma or breathing problems. The school nurse needs more information to help us take care of your child at school. Please complete both sides of this form. 

Today’s Date: ____________ Child’s Name: __________________________ Grade: ___________ Age: ________________

Parent/Guardian: _____________________________________ Home Phone Number: (         )_________________________

Work Number: (____)_______________________ Cell/Pager Number: (_____)_____________________________________

Name of Physician or Health Care Provider: _________________________________ Clinic Phone #: ___________________

Allergies (please list):  ________________________________       Name of allergist: ________________________________

Name of Health Insurance: _______________If none, would you like information on free/low cost insurance? ‫ Yes    ‫ No

 1. Has your child ever been diagnosed by a doctor as having asthma?  
‫ Yes     ‫ No

 2. On a scale of 1 – 5, please rate the severity of your child’s asthma: 1 = not severe and 5 = severe.
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2
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4

5

      Not Severe


        Between


          Severe

3.  Has your child had an episode of wheezing in the last 12 months?  ‫ Yes     ‫ No

4.  In the last 12 months, have you heard your child wheeze or cough after active play?
  ‫ Yes     ‫ No

5.  In the last 12 months, has your child had attacks of coughing during sleep?
‫ Yes     ‫ No

6.  How many days did your child miss school during the last school year due to his/her asthma?


‫ 0 days
‫ 1-2 days
‫ 3-5 days
   ‫ 6-9 days
  ‫10-14 days
‫ 15 or more days


7.  How many times has your child been hospitalized overnight or longer for asthma in the past 12 months?

‫ 0 times
‫ 1 time
‫ 2 times
  ‫ 3 times
  ‫ 4 times
‫ 5 or more times

8.  How many times has your child been treated in the emergency department for asthma in the past 12 months?


‫ 0 times
‫ 1 time
‫ 2 times
  ‫ 3 times
  ‫ 4 times
‫ 5 or more times

9.  What triggers your child’s asthma or makes it worse?


‫ Pollens (grass, flowers, trees)
‫ Cigarette smoke



‫ Exercise, sports


‫ Mold



‫ Air pollution, ozone, coal, dust, smoke

‫ Having a cold, sinusitis


‫ Animals


‫ Chalk, chalk dust



‫ Changes in the weather


‫ Cockroaches


‫ Paints, cleaning agents, new furnishings

‫ Stress, emotional upsets

‫ Dust, dust mites

‫ Pesticides




‫ Foods, medications


‫ Grain dust, alfalfa

‫ Strong odors, perfume, dry-erase markers

‫ Other______________

10.  Does anybody in your household smoke?  ‫ Yes     ‫ No

11.  In what seasons does your child’s asthma seem to be worse?


‫ None

‫ Fall

‫ Winter
   ‫ Spring
  ‫ Summer


12.  How well does your child take his/her asthma medications?

     
‫ Takes medicine by self as prescribed


‫ Often forget to take medicine

     
‫ Needs help to take medicine
 


‫ Not using medicine now   
13. Does your child usually use a spacer or holding chamber with his/her metered dose inhaler (a clear tube that attaches to the

       inhaler and helps the inhaled medicine get into the lungs)?

        ‫ Yes
‫ No  
   ‫ Don’t know  
     ‫ He/she uses a dry powdered inhaler, so spacer not needed

14. Has your child had Flu shot during the last year?   ‫ Yes
‫ No  
   ‫ Don’t know  

15.  Do you feel confident managing your child’s asthma.
 

       ‫ Strongly Agree
‫ Somewhat Agree            ‫ Neutral     ‫ Somewhat Disagree     ‫ Strongly Disagree 
‫ Neutral

16. Does your child have a written Asthma Action Plan? 
  ‫ Yes

‫ No  

‫ Don’t know

17. Does your child use a peak flow meter (something he/she blows into to check his/her airway)?

      ‫ Yes

‫ No  

‫ Don’t know

18. Do you know what your child’s personal best peak flow number is?
   ‫ Yes
      What is it? __________          ‫ No

19. Please list the medications your child takes for asthma or allergies (every day and as needed) or include a copy of your

      child’s Asthma Action Plan.

MEDICATIONS TAKEN AT HOME*

	MEDICATION NAME?
	HOW MUCH?
	WHEN IS IT TAKEN?

	
	
	

	
	
	

	
	
	

	
	
	


MEDICATIONS TO BE TAKEN AT SCHOOL*

	MEDICATION NAME?
	HOW MUCH?
	WHEN SHOULD IT BE TAKEN?

	
	
	

	
	
	

	
	
	

	
	
	


20.  In the past month, during the day, how often has your child had coughing, wheezing, or breathing difficulties?


‫ None

‫ 2 times a week or fewer 
‫ 3-6 times a week 




‫ Everyday (at least once every day) 

‫ Constantly (most or all of the time, every day)

21. In the past month, during the night, how often has your child awakened and had coughing, wheezing, or breathing difficulties?


‫ None



‫ 2 times a month or fewer   ‫ 3 – 4 times a month


‫ Every night

    
‫ 5 or more times a month

22.  In the past month, how many times during the week does your child use their albuterol inhaler? ‫ More than 2 times a month

‫ 2 times a week or fewer 
‫ 3-6 times a week
‫ 7 times a week

  ‫ More than 7 times a week

23.  During the past 4 weeks, how frequently has your child’s asthma stopped him/her from taking part in sports, recess, and physical

       education, or other school activities? 



‫ Not at all unless an attack
‫ Only with a lot of activity   ‫ Interferes with moderate activity
‫ Interferes with any activity


           Thank You For Filling Out This Survey
Stop Here… Do Not Write Below This Line  


To Be Completed By School Nurse: 






                    
	Interval History (During the previous 4 weeks)

	Question 20
	Question 21
	Question 22
	Question 23
	

	Daytime Sx
	Nighttime Sx
	B-2 Use
	Impact on Activity
	Severity Key

	□ < 2x/week 
	□ < 2x/month 
	□ < 2x/wk 
	□ Not at all unless an attack 
	□ Mild Intermit 

	□ 3-6x/week 
	□ 3-4x/month 
	□ 3-6x/wk 
	□ Only with a lot of activity 
	□ Mild Persist.         

	□ Daily 
	□ >5x/month 
	□ 7x/wk 
	□ Interferes with moderate activity 
	□ Moderate  Persist        

	□ All the time 
	□ Frequent 
	□ >7x/wk 
	□ Interferes with any activity 
	□ Severe Persist.       
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