Pre-Intervention REFERRAL FORM For Students with Asthma 

“Better Asthma Control”
Student/Patient Name:___________________________________________Date of Birth: _____________ Age: _______ 

School:____________ Grade: ____
  Gender:  ( Male   ( Female  Race: ( African-American      ( Hispanic      ( White     ( Other

Parent’s/Guardian’s Name:_____________________________________Address:______________________________________
Home Telephone: _________________Work Telephone:______________________Other number: _______________________
Name of child’s insurance: ________________________________Child’s Insurance Identification #: _________________
To understand if your child’s asthma is under control, answer the following questions:










Yes

No


1. Does your child use his/her rescue inhaler/nebulizer (Albuterol) 

during the daytime more than twice a week for asthma symptoms?


( 

(
                  What are the reasons? _______________________________________________
       Did you tell your child’s doctor/nurse practitioner? _______________________
2. Do episodes of cough, wheeze, tight chest or trouble breathing


wake up your child more than two nights/month?  If yes, how many times?         
( 

(
3.     Has your child had episodes of cough, wheeze, tight chest 

        or trouble breathing during play or exercise?




( 

(
4.     Does your child stop playing or exercising because of cough,

        wheeze, tight chest or trouble breathing?




( 

(
5.     Was your child absent last school year because of episodes of cough,

        wheeze, tight chest or trouble breathing? 

 


( 

(
        If yes, how many days?  __________
6.     During the past year, has your child been treated for an asthma episode?
a. in the emergency room?   Date (s)____________________
( 

(
b. doctor’s office?
Date(s)_______________________
( 

(
7.     During the past year, has your child been admitted to the hospital for asthma? 
Date(s):________________________________



( 

(
8.     Does your child use Albuterol before gym/physical activities?


( 

(    

9.     Is your child on a controller medication?  If yes, what? ___________________
( 

(
        Is your child currently taking the controller as prescribed? _________________
        If not, explain why not. _____________________________________________

10.   Does your child have an Asthma Action Plan?  






        At home? ______ At school? _______





( 

(
11.   Is there a smoker in the home?
  





( 

(
        If yes, where does the smoker smoke? ________________________________
Comments: ______________________________________________________________________________________________________
______________________________________________________________________________________________________
I give permission for this referral form to be sent to the  Asthma Care Coordinator, for further follow-up, including a home visit, as indicated.  If any of questions 1-7 are answered “YES” send this form to 
Mary Beth Schlabach; City of Rochester;  FAX: 585-244-2996 Phone: 585-442-0459
Dawn Rose, Wayne County PH; Fax: (315) 946-7114; Phone: (315) 946-5685

Cindy Sheflin, Livingston County PH; Fax (585) 243-7287; Phone: (585) 243-7299                              

Parent/Guardian Signature ___________________________________________________________ Date ______________

Person making referral: _____________________________ Agency: ________________________Phone: _____________
Primary Care Provider: ________________________Address: _________________________Phone: __________________
"Developed by the Regional Community Asthma Network of the Finger Lakes (RCAN) with funding from the

EPA & New York State Department of Health, Bureau of Child and Adolescent Health."   June  2009                                 

