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New Assessment (
Follow-Up (



Your name:  _____________________________________________________

Child’s name:  ___________________________________________________
Address: _________________________________
Zip code: _____________

Telephone number: ______________________________

Child’s school ________________________ Grade_____________________
1. Has a doctor ever told you your child has asthma?  

_____ Yes
_____ No   _____ Not sure

2. How long ago were you told your child has asthma?

_____Days _______Weeks _________Months ________Years

3. Who is your child’s primary care physician (main doctor)?  _______________

For these next few questions, we are going to ask you about things that may have happened in the past 12 months.

4. During the past 12 months, when your child went to a doctor for asthma care, was it usually in an ER or clinic or doctor’s office?

_____ ER

_____ Clinic/Office

_____ Both, mostly ER

_____ Both, mostly Clinic/Office

_____ Never had a doctor’s visit

5. How many times was your child seen by a pediatrician or family doctor or asthma specialist for an asthma-related problem?

_____0 
_____ 1
_____ 2
_____3 or more

6. In the last year, have you been visited by a Home Health Nurse who talked to you about asthma?
_____ Yes
_____ No   

7. If Yes, were they from: 

_____ Insurance Co.
_____ Public Health Dept.
_____ EZ Breathers _____ Other _______________________________

8. How many days of school did your child miss because of asthma last year?

_____ 0
_____ 1
_____ 2
_____ 3 or more
_____ N/A (not in school)

9. What medications has your child taken in the PAST 12 MONTHS for asthma?

	Puffer or Inhaler:
	Nebulizer or Machine:
	Liquid or Syrup:
	Pill:

	___ Albuterol
	___ Albuterol
	___ Albuterol
	___ Singulair

	___ Proventil
	___ Proventil
	___ Prelone, 
	

	___ Ventolin
	___ Ventolin
	Prednisone, 
	

	___ Beclovent
	___ Xopenex
	or Pediapred
	

	___ Flovent
	___ Intal
	

	___ Vanceril
	___ Pulmicort 
	___ Other, specify:

	___ Advair
	Respules
	_______________________


For these next few questions, please answer Yes or No.

Has a doctor or health care provider ever given you written instructions for what to do:

10. About taking medications?


_____ Yes
_____ No

11. When your child starts wheezing?

_____ Yes
_____ No

12. About dealing with asthma at school?
_____ Yes
_____ No
_____ N/A

13. About triggers/things that start asthma?
_____ Yes
_____ No

14. Do you have an asthma action plan?

_____ Yes
_____ No

15. If Yes, can you show it to me?  Details ____________________________

16. Does your child have medications for asthma at school?

_____ Yes
_____ No
_____ N/A

Does your child have a spacer device to use when taking his medication?

17. At home?
_____ Yes
_____ No
_____ N/A

18. At school?
_____ Yes
_____ No
_____ N/A

19. Does anyone at your home smoke?
_____ Yes
_____ No

20. Do you have pets in your home?
_____ Yes
_____ No

21. If Yes,
dog?
_____ Yes
_____ No

22. 
cat?
_____ Yes
_____ No

23. 
other?
_______________________

26. Is there carpeting (or are there rugs) in your child’s sleeping room?

_____ Yes
_____ No

Where the child sleeps, are there zippered dust covers on the:

27. Pillow
_____ Yes
_____ No

28. Mattress
_____ Yes
_____ No

29. Is your child’s medication stored in a plastic bag or a covered container?

_____ Yes
_____ No
_____ N/A

30. Do you have moisture or mildew (mold) anywhere in the house?

_____ Yes
_____ No

31. Have you had any problems with: 
cockroaches?
_____ Yes
_____ No

32. 
mice?
_____ Yes
_____ No

33. 
rats?
_____ Yes
_____ No

These next four questions ask about how asthma affects you and [child] each day.  The questions ask about asthma symptoms during two different time periods: in the last 14 days, and over the last 12 months.

S1. During the daytime in the last 14 days, how many days did [child] have asthma symptoms such as wheezing, shortness of breath, tightness in the chest, or cough?
_____ days

S1.1. How about in the last 12 months?
_____ days

S2. During the nighttime in the last 14 nights, how many nights did [child] wake up because of asthma symptoms such as wheezing, shortness of breath, tightness in the chest, or cough?
_____ nights

S2.1. How about in the last 12 months?
_____ nights

These next two questions ask about hospitalizations and emergency visits over the past 12 months. 

S3.  During the past 12 months (that is since _______), did [child] have to stay overnight in the hospital because of asthma?
_____ times

S4.  Not counting hospitalizations, during the past 12 months, (that is, since _______), did [child] go to an emergency room because of asthma?
_____ times

This questionnaire is designed to find out how you have been during the last week. We want to know about the ways in which your child’s asthma has interfered with your normal daily activities and how this has made you feel.  Please answer each question by placing a check mark [X] in the appropriate box.  You may only check one box per question.
	During the past week, how often:
	All of the time

1
	Most of the time

2
	Quite often

3
	Some of the time

4
	Once in a while

5
	Hardly any of the time

6
	None of the time

7

	Q1. Did you feel helpless or frightened when your child experienced cough, wheeze, or breathlessness?
	
	
	
	
	
	
	

	Q2. Did your family need to change plans because of your child’s asthma?
	
	
	
	
	
	
	

	Q3. Did you feel frustrated or impatient because your child was irritable due to asthma?
	
	
	
	
	
	
	

	Q4. Did your child’s asthma interfere with your job or work around the house?
	
	
	
	
	
	
	

	Q5. Did you feel upset because of your child’s cough, wheeze, or breathlessness?
	
	
	
	
	
	
	

	Q6. Did you have sleepless nights because of your child’s asthma?
	
	
	
	
	
	
	

	Q7. Were you bothered because your child’s asthma interfered with family relationships?
	
	
	
	
	
	
	

	Q8. Were you awakened during the night because of your child’s asthma?
	
	
	
	
	
	
	

	Q9. Did you feel angry that your child has asthma?
	
	
	
	
	
	
	


	During the past week, how worried or concerned were you:
	Very, very worried/ concerned

1
	Very worried/

concerned

2
	Fairly worried/

concerned

3
	Somewhat worried/

concerned

4
	A little worried/

concerned

5
	Hardly worried/

Concerned

6
	Not worried/

Concerned

7



	Q10. About your child’s performance of normal activities?
	
	
	
	
	
	
	

	Q11. About your child’s asthma medications and side effects?
	
	
	
	
	
	
	

	Q12. About being over-protective of your child?
	
	
	
	
	
	
	

	Q13. About your child being able to lead a normal life?
	
	
	
	
	
	
	


Now I am going to ask some questions about things YOU may have done to manage [child’s] asthma at home during the past 12 months.  Some parents find some of these things helpful and others feel that they are not helpful.  For the past 12 months, please tell me whether you did these things to manage [child’s] asthma  All the time, Fairly often, Not too often or Never......

	During the past 12 months....


	All the time

4
	Fairly often

3
	Not too often

2
	Never

1

	34. Did you give [child] asthma prescription medicine when s/he was having symptoms


	
	
	
	

	35. Did you find ways to keep yourself and [child] calm


	
	
	
	

	36. Did you have [child] rest or play quietly


	
	
	
	

	37. Did you take  [child] away from what caused symptoms when possible


	
	
	
	

	38. Did you observe [child] to see if symptoms got better or worse


	
	
	
	

	39. Did you ask someone for advice or help


	
	
	
	

	40. Did you use a peak flow meter to try to predict  [child’s] asthma attacks


	
	
	
	

	41. Did you watch [child] closely when symptoms began, in order to determine how serious they were 


	
	
	
	

	42. Did you watch closely after giving [child] medicine to see if it was working to reduce or stop symptoms


	
	
	
	

	43. Did you try to identify things that might be triggering  [child’s] symptoms


	
	
	
	

	44. Did you look for early warning signs of an asthma attack


	
	
	
	

	45. Did you decide on your own whether or not the medicine was working or needed to be changed


	
	
	
	

	46. Did you use some system or method for deciding when to change the type or dose of medicine according to the changes in [child’s] asthma symptoms 


	
	
	
	

	47. Did you determine if the changes you made in  [child’s] environment, for example, bedroom furnishings, household pets, or air quality, had any effect on [child’s] symptoms


	
	
	
	

	48. Did you give [child] asthma medicines before s/he came in contact with something that might cause asthma symptoms to begin


	
	
	
	


	During the past month, how much have you…

	None of  the time

1
	A little of  the time

2
	Some of  the time

3
	A good bit of 

the time

4
	Most of  the time

5
	All of 

the time

6

	Been a very nervous person?
	
	
	
	
	
	

	Felt calm and peaceful?
	
	
	
	
	
	

	Felt downhearted and blue?
	
	
	
	
	
	

	Felt so down that nothing could cheer you up?
	
	
	
	
	
	

	Been a happy person?
	
	
	
	
	
	


	In a typical day, how often would you say you feel frustrated or aggravated with [child’s] behavior?
	Never
	Rarely
	Sometimes
	Always

	In general, how well do you feel you are coping with day to day demands of parenthood?
	Very Well
	Somewhat Well
	Not Very Well
	Not Well At All


Next are some questions about your community

E1. Have you heard of Allies Against Asthma?

_____ Yes
_____ No
_____ Don’t know  [If “No” or “Don’t Know” go to E3.]

E2. How many times have you participated in activities or received help from Allies Against Asthma?

_____/week
_____/month
_____/year
_____ Never
_____ Don’t know

E3. How often do you hear someone in your neighborhood talking about asthma?

_____ Very often    _____ Sometimes  _____ Seldom
_____ Never
_____ Don’t know

E4. Have you or your child talked with a doctor or nurse about your child’s asthma in the last 6 months?
_____ Yes
_____ No
_____ Don’t know

E5. Has anyone visited your home to talk with you about your child’s asthma in the last 6 months?
_____ Yes
_____ No
_____ Don’t know

E6. Has anyone called you on the phone to talk with you about your child’s asthma in the last 6 months?
_____ Yes
_____ No
_____ Don’t know

E7. Have you or your child attended a class on asthma in your child’s school in the last 6 months?
_____ Yes
_____ No
_____ Don’t know

E8. Have you or your child attended a class on asthma at any other place, like a health clinic, neighborhood center, or church in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

E9. Have you or your child participated in some other activity for people with asthma, such as a health fair, asthma camp, or neighborhood event in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

E10. Have you heard a presentation on asthma in a church or some other community organization in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

E11. Have you received handouts or fliers or or manuals on asthma in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

E12. Have you noticed posters or billboards or other announcements in your neighborhood about asthma in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

E13. Have you been to an asthma support group in the last 6 months?



_____ Yes
_____ No
_____ Don’t know

Demographics:

Child

D1. What is your child’s sex?   _____ Male
_____ Female

D2. What is your child’s age and date of birth?

_____ Age (in years)
Date of birth:


Month
Day
Year

___ ___
___ ___
___ ___ ___ ___

D3. Is your child Spanish/Hispanic/Latino?

Mark (X) in the “NO” box if not Spanish/Hispanic/Latino.

_____ No, not Spanish/Hispanic/Latino

_____ Yes, Mexican, Mexican American, Chicano

_____ Yes, Puerto Rican

_____ Yes, Cuban

_____ Yes, other Spanish, Hispanic, Latino

(print group) ____________________________

D4. What is the child’s race?

Mark (X) one or more races to indicate what race the caregiver  considers  him or her to be.

_____ White

_____ Black or African American

_____ American Indian or Alaskan Native

_____ Asian Indian

_____ Chinese

_____ Filipino

_____ Japanese

_____ Korean

_____ Vietnamese

_____ Other Asian (print race below)

_____ Native Hawaiian

_____ Guamanian or Chamorro

_____ Samoan

_____ Other Pacific Islander (print race below)

_____ Other race (print race below)

(print race) ______________________________

D5. Is your child currently covered by health insurance?  _____ Yes
_____ No

If yes, what type of insurance? 
_____ Medicaid

_____ FAMIS

_____ Other: ____________________

Primary Caregiver

D6. What is your zip code of residence?
__________

D7. What is your sex?   _____ Male
_____ Female

D8. What is your age and date of birth?

_____ Age (in years)
Date of birth:


Month
Day
Year

___ ___
___ ___
___ ___ ___ ___

D9. What is your relationship to [child]?

_____ Mother
_____ Father

_____ Grandmother
  _____ Grandfather

_____ Aunt

_____ Uncle

_____ Other (specify) ______________

D10. Are you Spanish/Hispanic/Latino?

Mark (X) in the “NO” box if not Spanish/Hispanic/Latino.

_____ No, not Spanish/Hispanic/Latino

_____ Yes, Mexican, Mexican American, Chicano

_____ Yes, Puerto Rican

_____ Yes, Cuban

_____ Yes, other Spanish, Hispanic, Latino

(print group) ____________________________

D11. What is your race?

Mark (X) one or more races to indicate which race the caregiver considers himself or herself to be.

_____ White

_____ Black or African American

_____ American Indian or Alaskan Native

_____ Asian Indian

_____ Chinese

_____ Filipino

_____ Japanese

_____ Korean

_____ Vietnamese

_____ Other Asian (print race below)

_____ Native Hawaiian

_____ Guamanian or Chamorro

_____ Samoan

_____ Other Pacific Islander (print race below)

_____ Other race (print race below)

(print race) ______________________________

D12. What is the highest level of school you have COMPLETED?

Mark (X) only ONCE.

If currently enrolled, mark the previous grade or highest grade completed.

Interviewer: Do not read responses. Check appropriate box and probe if necessary.

_____ No schooling completed

_____ Nursery school to 4th grade

_____ 5th grade or 6th grade

_____ 7th grade or 8th grade

_____ 9th grade

_____ 10th grade

_____ 11th grade

_____ 12th grade – NO DIPLOMA

_____ HIGH SCHOOL GRADUATE – high school DIPLOMA or the equivalent 

(for example: GED)

_____ Some technical/vocational school

_____ Completed technical/vocational school

_____ Some college credit, but less than 1 year

_____ 1 or more years of college, no degree

_____ Associate’s degree (for example: AA, AS)

_____ Bachelor’s degree (for example: BA, AB, BS)

_____ Master’s degree (for example: MA, MS, MEng, Med, MSW, MBA)

_____ Professional degree (for example: MD, DDS, DVM, LLB, JD)

_____ Doctorate degree (for example: PhD, EdD)

_____ Other (please describe, including country where education took place _________ ______________________________________________________________________
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