
 

Baseline Navigator Questionnaire 

1. Preferred methods for communicating: _____________________________________________ 
2. What is your preferred method for meeting for visits and educational sessions? 

o Zoom/Video  
o Telephone 
o In person at the school 

3. How did the child/parent choose to connect with you? 
� Phone 
� Text 
� E-mail 

 
 

 

4. Before we get started, I want to confirm that you are going to be the primary person to maintain 
contact with over the course of the program? 

o Yes 
o No 
o Don’t know 

5. Caregiver 1’s name: _________________ 
6. Caregiver 1’s address: _____________________ 
7. Caregiver 1’s city: _______________________ 
8. Caregiver 1’s zip code: ________________ 
9. Caregiver 1’s phone number: ____________________ 
10. Caregiver 1’s alternate phone number: ____________________ 
11. Relationship to [[student’s name]]  

o Mother/father (including step parent) 
o Grandparent 
o Foster parent 
o Legal guardian 
o Other: _________________________ 

 
 
 
 
 
 
 
 

Legal caregiver(s)/parent/guardian – So that we can stay in touch and send you information, 

we would like to gather some contact information 



 

 
12. In the past 12 months, [state time frame month 202X to month 202X] how many times has 

[Student Name] visited the ER/urgent care or had an urgent doctor's office visit for asthma? 
o 0 
o 1 
o 2 
o 3 
o 4 
o 5 
o 6 

o 7 
o 8 
o 9 
o 10 
o More than 10  
o Don’t know 

13. In the past 12 months, ((state time frame month 202X to month 202X),) how many times has 
[Student Name] used oral steroids (prednisone, Orapred) to treat an asthma attack? 

o 0 
o 1 
o 2 
o 3 
o 4 
o 5 
o 6 

o 7 
o 8 
o 9 
o 10 
o More than 10  
o Don’t know 

14. In the past 12 months, [(state time frame month 202X to month 202X),] how many times has 
[Student Name] been hospitalized overnight for asthma? 

o 0 
o 1 
o 2 
o 3 

o 4 
o 5 
o More than 5 
o Don’t know  

15. Last school year, from (state time frame month 202X to month 202X), how many days of 
school did [Student Name] miss because of asthma? 

o 0 
o 1 - 2 days 
o 3 - 5 days 
o 6 - 10 days 
o 11 - 15 days 
o 15 or more days  
o Don't Know 

16. In the past 4 weeks, how often has [Student Name] used a rescue or reliever medicine (a 
syrup, inhaler, or breathing machine) to relieve coughing, trouble breathing, or wheezing? 

o Never 
o 1-2 times/month 
o 3 or more days/week but not everyday 
o Every day 

Asthma Control and Risk Assessment 

These questions help us understand how [Student’s Name]'s asthma has been during 

the past year. When answering these questions, think about the past year in terms of 

[state month/year ago] and now. 

 



 

17. In the past 4 weeks, how often has [Student Name] had coughing, trouble breathing, or 
wheezing during the day? 

o Never  
o 1-2 days/week 
o 3 or more days/week but not every day 
o Every day 

18. In the past 4 weeks, how often has [Student Name] awakened at night because of coughing, 
trouble breathing, or wheezing? 

o Never 
o 1-2 times/month 
o 3 or more times/month 
o 2 or more times/week 
o Every night 

19. In the past 4 weeks, how often has asthma bothered or interrupted [Student Name] during 
normal activities (playing, running around, and sports)? 

o Never 
o Rarely 
o Sometimes 
o Often 
o All of the time 

 
20. During the last 12 months, how many days of work did you or other caregivers miss because 

of [Student name]'s asthma? 
o 0 
o 1 - 2 days 
o 3 - 5 days 
o 6 - 10 days 
o 11 - 15 days 
o 15 or more days  
o Don't Know 

21. How much do you think asthma is negatively [Student Name]'s grades or school performance? 
o Not at all 
o Very little 
o Somewhat 
o Not sure  

 

 

 

 

Impacts of Asthma 

Please tell us about the impact [Student Name]'s asthma has on you and your family. 



 

 
 
 

22. What medications is [[student name]] using for asthma? (check all that apply) 
o Advair Discus 
o Advair HFA 
o Albuterol-MDI 
o Albuterol – solution/nebulizer 
o Alvesco 
o Asmanex 
o Dulera 
o Flovent Diskus 
o Flovent MDI 
o Primatene Mist 
o ProAir RespiClick 
o Proventil 
o Pulmicort Flexhaler 
o Pulimort Repules 
o QVAR – RespiClick 
o Singulair 
o Spiriva 
o Symbicort 
o Ventolin 
o Xolair 
o Xopenex 
o Other 

Asthma Medications 

What medications do [[student name]] use to manage asthma? 

 

 

 

 



 

Please give more details about the medications that [[student name]] uses for asthma 

23. Advair Discus 
o 100 
o 250 
o 500 
o Don’t know 

24. Advair Discus times per day 
o 1 
o 2 
o 3 
o 4 
o As needed 
o Don’t know 

25. Advair Discus puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

26. Advair HFA 
o 45 
o 115 
o 230 
o Don’t know 

27. Advair HFA times per day 
o 1 
o 2 
o 3 
o 4 
o As needed 
o Don’t know 

28. Advair HFA puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

 
 
 
 
 
 

29. Albuterol-MDI (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
30. Albuterol – solution/nebulizer (check all 

that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
31. Alvesco 

o 80 
o 160 
o Don’t know 

32. Alvesco puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

33. Asmanex 
o 110 
o 220 
o Don’t know 

34. Asmanex puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

35. Asmanex times per day 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

 
 



 

36. Dulera 
o 100 
o 200 
o Don’t know 

37. Dulera times per day (check all that 
apply) 

 1 

 2 

 3 

 4 

 As needed 

 Don’t know 
38. Dulera puffs 

o 1 
o 2 
o 3 
o 4 
o Don’t know 

39. Flovent Diskus 
o 50 
o 100 
o 250 
o Don’t know 

40. Flovent Diskus puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

41. Flovent Diskus times per day 
o 1 
o 2 
o 3 
o 4 
o As needed 
o Don’t know 

42. Flovent MDI 
o 44 
o 110 
o 220 
o Don’t know 

 
 

43. Flovent MDI puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

44. Flovent MDI times per day 
o 1 
o 2 
o 3 
o 4 
o As needed 
o Don’t know 

45. Primatene Mist (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
46. ProAir RespiClick (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
47. Proventil (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
48. Pulmicort Flexhaler 

o 80 
o 180 
o Don’t know 

49. Pulmicort Flexhaler puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

 
 



 

50. Pulmicort Respules 
o .25 
o .5 
o 1.0 
o Don’t know 

51. Pulmicort Respules puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

52. Pulmicort Respules times per day 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

53. QVAR-RespiClick 
o 40 
o 80 
o Don’t know 

54. QVAR-RespiClick puffs 
o 1 
o 2 
o 3 
o 4 
o Don’t know 

55. QVAR-RespiClick times per day 
o 1 
o 2 
o 3 
o 4 
o As needed 
o Don’t know 

56. Singulair (mg) 
o 4 
o 5 
o 10 
o Don’t know 

 
 
 
 

57. Singulair times per day 
o 1 
o 2 
o As needed 
o Don’t know 

58. Spiriva (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
59. Symbicort 

o 80 
o 160 
o Don’t know 

60. Symbicort times per day (check all that 
apply) 

 1 

 2 

 3 

 4 

 As needed 

 SMART 

 Don’t know 
61. Symbicort puffs 

o 1 
o 2 
o 3 
o 4 
o Don’t know 

62. Ventolin (check all that apply) 

 As needed to relieve symptoms 

 Pre-treatment for physical 
activity 

 Daily (prescribed) 

 Daily (to relieve symptoms) 
63. Xolair frequency 

o Every 2 weeks 
o Every 4 weeks 

64. Xolair 
o Self-inject 
o Inject at doctor’s office 

 



 

65. Xopenex 
o As needed to relieve symptoms 
o Pre-treatment for physical activity 
o Daily (prescribed) 
o Daily (to relieve symptoms) 

66. Was a written Asthma Action Plan provided to you by [[student name]]’s health provider 
that details what medications should be used and when? (it usually has 3 zones, like a traffic 
light: green, yellow, and red) 

o Yes 
o No 
o Don’t know 

67. Has a completed and signed CO Asthma Care Plan and Medication Order for Schools been 
provided to [[first name]]’s school? 

o Yes 
o No 
o Don’t know 

68. Does [[student name]] have a reliever (bronchodilator) inhaler available for use at school? 
o Yes 
o No 
o Don’t know 

Final notes: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

(Sample script for AN to close out the questionnaire) Based on our conversation, currently 
[student name] has poorly controlled asthma. Advise family to follow up with their health care 
provider. 

Approximate time needed to complete this form: ____________________ 


