
 

CAPP Collaborative 
Community Asthma Prevention 

Program 

Program Identification Number 
L______-___________ 
HV ID:_____________ 

 

 

 

INTAKE FORM 

Referral Source: _____________________________________________________________ 

Child’s Name____________________________________      Date of Visit  ____/____/____ 

Child’s Age at Initial Visit_____     M or F  Date of Birth ____/____/____ 

Parent/ Guardian Name:_____________________     SS# ______/____/______ 

 Address:__________________________       

  Philadelphia, PA  _____________   (zip)      

Phone: (h)____________________ (w)___________________ (other)____________________  
 Ethnic Group: 
 1   Hispanic:  Country of origin:______________ 
 2   African American 
 3   Caucasian 
 4   Asian      
 5   Other:__________________ 
 6   Unable to determine    
        
This session was conducted in     

1. English      
2. Spanish      

Name of PCP ________________________ 

Group Name _________________________ 

Address: ____________________________ 

Philadelphia, PA _____________________ 

Phone: (_____)  _____-__________ 
3. Other 

 
ASTHMA HISTORY – CHILD 
 
1.  How old was your child when he/she was first diagnosed with ASTHMA? ____yrs  / ____mo 
   
2.  In the last 3 months, was your child prescribed asthma medicines? 
  1  __ Yes 
  2  __  No   
  3   __ Don’t Know   
 
3. What are the names of the medicines your child is prescribed for asthma?   
 

Medicine  ____________________________________________          
  

Medicine ____________________________________________    
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Medicine  ________________________________________________   
 
  Medicine ________________________________________ 
 
4.  Did your child take prednisone during the past year? 
  1  __ No  

  2  __ Yes 

 
5.  Are there any medicines, herbs or remedies your child is taking for your asthma even if not 

prescribed?   
1  __  No     
2  __  Yes  (Please list names or describe below.) 
 ___________________________________________ 
 ___________________________________________ 
 ___________________________________________ 
 ___________________________________________ 

 
6.  How much do you pay for your child’s asthma medicine (circle):  

0  __ Nothing 
1 __ Co-Pay    (If copay: How much:_____) 
2  __ All    (If all: How much: ______) 
3  __ Other:_________________________ 

 

ASTHMA CONTROL – CHILD     These questions refer to your child 
 
7.   Altogether, how many times in the past year has your child been to the hospital emergency 

room because of asthma?     _____ times 
 
8.   Altogether, how many times in the past year has your child been admitted to a hospital 

because of asthma?      _____ times      
 
9.   Altogether, how many times in your child’s life has your child been admitted to an Intensive 

Care Unit in a hospital because of asthma?   _____ times 
       
10. Altogether, how many times in your child’s life, has your child been intubated for asthma? 

By intubated, I mean when a tube is placed down your throat to help you breathe.   
         _____ times    
 
11.  On average, during the past week, how often was your child woken by asthma during the 

night? 
0. not at all 
1. awake 2-3 times during the night 
2. bad night, awake most of the time (>4 times) 
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12.  On average, during the past week, how bad were your child’s asthma symptoms when he or 
she woke up in the morning? 

0. no symptoms 
1. mild symptoms 
2. worsening symptoms 
3. severe symptoms 

  
13.  How many times during the past month has your child missed school?  _______  days 
           
14.  In general, during the past week, how limited were you in your child’s activities because of 
your child’s asthma? 

0. Not limited at all 
1. Slightly limited 
2. Moderately limited 
3. Extremely limited 

   
15.  In general, during the past week, how much shortness of breath did your child experience 
because of his or her asthma? 

0. None 
1. A little 
2. A moderate amount 

    
16.  In general, during the past week, how much of the time did your child wheeze? 

0. Not at all 
1. A moderate amount of the time 
2. Most of the time 
3. All the time 

 
17.  On average, during the past week, how many puffs of Ventolin, Proventil or Albuterol has 
your child used each day? 
  0.   None 
  1.   1-2 puffs most days 
  2.  3-4 puffs most days 
  3.  5-8 puffs most days 
  4.   9-12 puffs most days 
  5.  13-16 puffs most days   
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DEMOGRAPHICS – CAREGIVER OF ASTHMATIC CHILD 
 
What is your relationship to the child?  _____________________________ 
 
18. Gender: 0.   Male  19. Date of Birth _____/_____/_____ 
  1.   Female 
 
19.  Ethnic Group: 
  1   Hispanic:  Country of origin:______________ 
  2   African American 
  3   Caucasian 
  4   Asian 
  5   Other:__________________ 
  6   Unable to determine 
 
20. What is your primary language? 

1   English    
2   Spanish     
3   Other:_____    
4   Unable to determine 

 
21. Occupation or job title (list if retired or not working):_______________________________ 
  0   Unemployed 
  1   Manual or service worker 
  2   Craftsperson/clerical 
  3   Skilled white collar, managerial, professional 
  4   Student 
   5   Unable to determine 
 
22. How many hrs /week do you currently work outside the home?    ____ hours 
 
23. Highest level of education: 
  ____ Highest no. of years completed, starting with 1st grade. 

   
24. Type of Health Insurance (from Chart-first choice, patient statement-2nd choice) 
  1   Medicaid (Keystone Mercy, Americhoice, Health Partners) 
  3   Self-pay (None) 
  4   USHC; BC/BS, PC, KHPE 

5 CHIPS program 
6 Other - specify: _____________________ 

 
25.  How many people are in your household including yourself?     _____ people 

26.  How many children (less than 18 years old) are at home?   _____ children 

27.  How many members of your household smoke?    _____ smokers 

28.  How many members of your household smoke inside the home? _____ people 
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29. Household Income 
At this time what is your total household income? 

1   <10,000  
  2   $10,000 - $19,000  
  3   $20,000 - $29,000  
  4   $30,000 - $49,000  
  5   $50,000 - $99,000  
  6   $100,000 or over  
      7   Unable to determine 
 
30.  Did you lose your housing, in the last 6 months? 
  1   No   

2   Yes 
 
SOCIAL FACTORS – CAREGIVER OF ASTHMATIC CHILD 
  
These questions refer to you [insert caregiver’s name, e.g. Mrs. Brown].    
 . 
31.  In general, during the past week, how limited were you in your activities because of your 
child’s asthma? 
  0   Not limited at all 
  1   Slightly limited 
  2   Moderately limited 
  3   Extremely limited 
  4   Totally limited 
 
32.  Was your telephone, electricity or gas turned off, in the last 6 months? 
  1   No    
  2   Yes 
 
33.  Did anything happen in your neighborhood that made you feel unsafe, in the last 6 months? 
  1   No    
  2   Yes 
 
34.  Did you see violence in your neighborhood, in the last 6 months? 
  1   No    
  2   Yes 
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