Associazione Culturale L’aurora

Student’s Asthma Management Form - Confidential

Student’s name: __________________________________________________________
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School:  _________________________________________________________________

Class: ___________________________________________________________________

Date of Birth:_____________________________________________________________

Emergency Contact:

Name of parent/guardian: __________________________________________________ 

Relationship:_____________________________________________________________

Phone numbers (H) _________________ (W) ________________ (M) _______________

	Usual signs of child’s asthma:
	Worsening signs of child’s asthma:

	Wheezing:  FORMCHECKBOX 

	Wheezing:  FORMCHECKBOX 


	Tightness in chest:  FORMCHECKBOX 

	Tightness in chest:  FORMCHECKBOX 


	Coughing:  FORMCHECKBOX 

	Coughing:  FORMCHECKBOX 


	Difficulty in breathing:  FORMCHECKBOX 

	Difficulty in breathing:  FORMCHECKBOX 


	Difficulty speaking:  FORMCHECKBOX 

	Difficulty speaking:  FORMCHECKBOX 


	Other (please describe):_______________

___________________________________
	Other (please describe):_______________

___________________________________

	
	

	What triggers the child’s asthma?
	

	Exercise:   FORMCHECKBOX 

	

	Colds/viruses:  FORMCHECKBOX 

	

	Pollens:   FORMCHECKBOX 

	

	Dust:  FORMCHECKBOX 

	

	Other triggers (please describe):______

________________________________ 
	


Does your child need assistance taking his/her medication? Yes / No
Please insure that any medication is with your child at all times during Italian classes.

I declare that the information which I have provided on this form is complete and correct and that I will notify the school if any changes occur. 

Parent‘s Signature: ________________________    Date: _________________________
