
School Health Services 
Multnomah Education Service District (MESD) 

 
Asthma Health History & Assessment  

(Please return this form to your student’s school when complete) 
 
 
Student’s Name: _____________________________________________Today’s Date: ______________ 

Name of person completing this form:______________________________________________________ 

Relation to student:_________________________Contact number______________________________ 
 

History: 

When was your student diagnosed with asthma?_____________________________________________ 

Who is your student’s asthma specialist or immunologist?______________________________________ 

Who is your student’s Primary Healthcare Provider?__________________________________________ 

How often does your student have asthma reactions? ☐ Never     ☐ Daily     ☐ Weekly     ☐ Monthly 

What causes your student’s asthma reactions (check all that apply)?: ☐ Exercise   ☐ Stress   ☐ Illness  

☐ Exposure to cold air   ☐ Allergies   ☐ Smoke   ☐ Dust   ☐ Acid Reflux   ☐ Mold/Mildew    

☐ Other (please explain)_______________________________________________________________ 

What symptoms does your student experience when they have an asthma reaction(check all that apply)?:  

☐ Wheezing   ☐ Coughing   ☐ Difficulty Breathing   ☐ Shortness of Breath   ☐ Tightness in the Chest    

☐ Other (please explain)_______________________________________________________________ 

Has your student required treatment in the emergency room for asthma?  

☐  No  ☐ Yes, when: __________________________________________________________________  

Does your student require any specific care or restrictions related to asthma?:  

☐No  ☐Yes (please explain):____________________________________________________________ 

What other health conditions does your student have that the school nurse should be aware of if any? 
 

Treatment: 
How is your student’s asthma treated/controlled? (check all that apply) 

☐ Student takes daily medication at home. Name of medication?________________________________ 

☐ Student uses a rescue medication for symptoms. Name of medication?_________________________  

☐ Spacer 

☐ Other 

_____________________________________________________________________________ 

 

Will your student have their medications stored in the health room? ☐ No     ☐ Yes   

●​ If yes, then the Authorization for Medication Administration by School Personnel form must be 

completed for each medication.  

Will your student carry their medications during the school day? ☐  No     ☐  Yes 

●​  If yes, then a Self Medication Agreement form will need to be completed and reviewed by the 

school nurse. 
 

 

MESD Nurses Only: Transfer information to Asthma Nursing Assessment Template in EHR Office Visit. Place this 
form in a working file and shred at the end of the school year. 
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