CONCORD MIDDLE SCHOOL
Concord, Massachusetts

SCHOOL ASTHMA RECORD

Student Name: Date:
Last First Middle
Home Address: School/Grade:
Parent/Guardian Home Phone: Work: Cell/car:
Primary Physician’s Name: Phone:
and Address:

1. Briefly describe your child’s asthma sysmptoms:

2. Does he/she do breathing exercises that are helpful in managing the asthma?

3. Is your child able to fully participate in sports?

4. Do certain weather conditions affect your child’s asthma? (If so, list them.)

5. Does exercise induce episodes of asthma? (If so, list the exercises.)

6. Describe the daily asthma medication regimen:

7. Does your child suffer any side effects to these medications? (If so, list them.)

8. Does your child understand asthma and his/her management of asthma?

9. How do you treat a mild episode (“attack™)?

10. How do you treat a more serious episode (“attack™)?

11. Approximately how frequently does your child have an acute episode?

12. Please outline what you would like done if your child has a mild episode of asthma/a serious episode of asthma?

(Please use reverse side for additional comments.)



