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Dear Parents, 
 
According to our records, your child has asthma, or has had asthma medicine at the 
school in the past.  It would be helpful to have updated information about your child’s 
asthma so we can plan for the care of your child at school.  Enclosed is an Asthma 
History form requesting updated information about your child.  Please complete it and 
return it to the health room before the start of the next school year. 
 
If your child needs to take medication during school hours or at school sponsored 
events next year, please have your health care provider complete the Health Care 
Provider Medication and Treatment Plan for Asthma form.  Bring the completed 
Health Care Provider Medication Request and Treatment Plan for Asthma with the 
Parent Permission signed with the medication in a properly labeled container when 
school begins in the fall. 
 
 
Please contact Health Services or your School Nurse if you have any questions. 
 
Sincerely, 
 
 
 
Dawn Fox, MS, RN, NCSN 
 
 
 
 
 

 
 
 

 
 
 
 








	or allow my child to carry and selfadminister as indicated above the medication prescribed by name of: 
	Date_2: 
	Phone Contacts Home: 
	Cell: 
	Work: 
	Other: 
	Students Name: 
	Date of Birth: 
	History Taken by: 
	Date_4: 
	ParentGuardian Name: 
	Work Phone: 
	Alternate Contact: 
	Primary Health Care Provider: 
	Address: 
	When was this students asthma first diagnosed: 
	How many times has this student been seen in the emergency room for asthma in the past year: 
	How many times has this student been hospitalized for asthma in the past year: 
	Has this student ever been admitted to an intensive care unit for asthma: 
	When: 
	How many days would you estimate this student missed last year because of asthma: 
	animals specify: 
	foods specify: 
	other: 
	o other please describe: 
	name of provider: 
	school year: 
	excercise: Off
	respiratory infection: Off
	strong odors and fumes: Off
	stress: Off
	pollen: Off
	wood smoke: Off
	cigarette smoke: Off
	animals: Off
	food: Off
	carpets: Off
	chalk dust: Off
	other 3: Off
	indor dust: Off
	tempature change: Off
	outdoor dust: Off
	mold: Off
	breathing excercise: Off
	take medications: Off
	other 4: Off
	rest/relaxation: Off
	herbal: Off
	drinks liquids: Off
	address 1: 
	phone: 
	phone 1: 
	1: Choice1
	Medication Name 1: 
	Medication Name 2: 
	Medication Name 3: 
	Amount 1: 
	Amount 2: 
	Amount 3: 
	nebulizer inhaler etc 1: 
	nebulizer inhaler etc 2: 
	nebulizer inhaler etc 3: 
	How Often 1: 
	How Often 2: 
	How Often 3: 
	undefined: 
	What herbal remedies if any does this student take for asthma: 
	Does this student use any of the following aids for managing asthma: 
	o holding chamber o spacer o holding chamber wmask: 
	If you checked any of the above boxes please describe needs 1: 
	If you checked any of the above boxes please describe needs 2: 
	Peak flow: Off


