
                                                  Garretson School District 49-4          Year 20___/___ 
505 2nd St. PO Box C 

Garretson, SD 57030 

Phone (605) 594-3451 

Fax (605) 594-3443 
 

 

 

 

Students Name__________________________________________________ Date of Birth____/____/_______ 

Bus:     Yes     No    Teacher________________________________________Grade______________________ 

Parent/Guardian_________________________________________________ Phone______________________ 

    _________________________________________________ Phone______________________ 

Emergency Contact 1)____________________________________________ Phone______________________ 

           2)____________________________________________ Phone______________________ 

Physician:______________________________________________________ Phone______________________ 

Pulmonologist:__________________________________________________ Phone______________________ 

Asthma History to be Completed by Parent 

1. When was your child’s asthma first diagnosed?___________________________________________ 

2. How would you rate the severity of your child’s asthma?  1 = not severe     10 =  severe 

Please Circle:  1       2       3       4       5       6       7       8       9       10 

3. In the past month, now often has your child had coughing, wheezing, or breathing difficulties? 

2 times a week or less                 More than 2 times a week               Daily 
 

4. How many times has your child been treated in the ER or hospitalized for asthma in the past year?________ 

5. What triggers your child’s asthma? (please check all that apply) 
Colds    Air Pollution  Smoke  Animals             Exercise    Carpets 
Dust     Mold   Pollen  Change in Weather 
Food________________________ Other___________________________________________ 
 

6. What does your child do at home to relieve asthma symptoms? (please check all that apply) 

                       Rest/Relaxation             Drink Liquids               Medication (please list below)        Other___________ 
 
 

7. List medications your child takes for asthma on a daily basis or as needed: 

 

 

 

 

 

8. Is your child able to self-administer their asthma medication?          Yes           No 
 

By signing below, I understand that I am giving my permission to share this information with school 

staff/trained personnel as needed with strict confidentially. I also give my permission for the school nurse/aide 

to contact the Primary Care Physician or Pulmonologist if further information or clarification is needed.  

 
 

 

Parent/Guardian Signature _________________________________ Date______________________________ 

Asthma Care Plan 

             Medication    Dose            How Often 

 



 

Child may carry and self-administer Asthma medications:         Yes        No 

*A Medication and Treatment Authorization Form must be completed and kept on file in the school health 

office. New health care plans must be completed yearly. Any updates throughout the school year should be 

submitted to the Nurse.  

 

*In Garretson, in the event of an emergency, EMS will be activated by a call to 911 at which time we will state 

the need to transport to hospital by ambulance. Trained school staff respond first, followed by Garretson 

volunteer ambulance and fire departments. 

 

*This information will become part of your child’s confidential permanent record. If for any reason you do not 

wish to respond to part(s) of this form you are under no obligation to do so. Please understand that we are not 

responsible for injury or illness that may result from these omissions. 

 

Physician Signature_____________________________________________  Date________________________ 

 

School Nurse Signature__________________________________________  Date________________________ 


