
Asthma Information Form 
Auburn School District No. 408 

 
 
Student’s full name:   Date of birth:   
 
The following information is helpful to the nurse and school staff in determining any special needs for your child 
with respect to his/her asthma.  Please answer the questions to the best of your ability.  If you would like to 
schedule a conference with the school nurse, please call 253-931-4990 or 253-931-4927 for an appointment.  
Your assistance is appreciated. 
 
1. How long has your child had asthma?   years   months 
 
2. Please rate the severity of your child’s asthma by circling one of the numbers below. 
 
 0 1 2 3 4 5 6 7 8 9 10 
 (Not Severe) (Severe) 
 
3. How many days would you estimate your child missed school last year due to asthma?   
 
4. How many times has your child been treated in the emergency room for asthma in the past year.    
  
 Indicate the number of times your child has been hospitalized due to asthma in the last year.   
 
5. What triggers (sets off) your child’s asthma attacks?  (Please check any that apply.) 
 

  Illness   Emotions   Fatigue   Medication   Weather 
 

  Exercise   Mold   Strong odors or fumes  
 

  Allergies (please list)   
 

  Other (please list)   
 
6. What does your child do at home to relieve wheezing during an asthma attack?  (Please check any that apply.) 
 

  Breathing exercises   Takes medication (indicate)  Inhaler 
       Nebulizer 
  Rest and/or relaxation     Oral medication 
 
  Drinks liquid     

 
7. What medications does your child take, and how often are they taken?    
 
   
 
   
 
   
 
 Are any medications taken at school?   
 
    
 
8. Do you know your child’s baseline peak-flow rate?   Yes     No  (If yes, give rate  ) 
 



9. Does your child need any special considerations related to his/her asthma while at school?  (Please check any 
that apply and briefly describe consideration needed.) 

 
   Modified PE class   
 
  Modified recess outside   
 
  No animal pets in classroom   
 
  Other   
 

Comments and/or special instructions:   
 
   
 
   
 
   
 
   
 
Thank you for your assistance in assessing your child’s at-school needs. 
 
 
    
Signature of parent/legal guardian  Date 
 
 
   
PRINTED name of parent/legal guardian 
 
 
    
Signature of school nurse  Date 
 
 
  
PRINTED name of school nurse 
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