

Airway360 Patient Intake Form
Please complete this form at least 24 hours before your scheduled session.
1. Basic Information
· Patient Name: __________________________________ DOB: ______________
· Parent/Guardian Name (if minor): _______________________________________
· Primary Diagnosis (e.g., Asthma, COPD, Bronchiectasis): ___________________
· Primary Physician/Pulmonologist: _______________________________________
2. Current Respiratory Profile
· Primary Concern: (e.g., frequent ER visits, trouble exercising, anxiety during flares)

· Current Medications: Please list all (Daily controllers and Rescue inhalers)

· Device Inventory: What do you currently use? (Check all that apply)
· [ ] Metered Dose Inhaler (MDI)
· [ ] Spacer/Valved Holding Chamber
· [ ] Dry Powder Inhaler (DPI)
· [ ] Nebulizer
· [ ] Oxygen (Liters per minute: _____)
· Nighttime Symptoms: How many times per week do you wake up due to breathing? ________
3. Environmental & Lifestyle Audit
· Known Triggers: (Check all that apply)
· [ ] Pollen/Seasonal
· [ ] Pets (Species: _________)
· [ ] Dust/Mold
· [ ] Strong Scents/Cleaning Supplies
· [ ] Cold Air
· [ ] Exercise
· [ ] Stress/Anxiety
· Home Environment: Are there smokers in the home? [ ] Yes [ ] No
· School/Work: (For kids) Does the school have a current Asthma Action Plan on file? [ ] Yes [ ] No
4. Behavioral Health Screen
· Anxiety Levels: On a scale of 1–10, how much does breathing difficulty impact your stress levels? ________
· Confidence: On a scale of 1–10, how confident do you feel in your ability to manage a flare-up at home? ________
· Goal: What is the #1 thing you want to achieve through Airway360?


5. Administrative Section
· Physical Location: (Where you will be during our Zoom call) Street Address: ___________________________________________________________
· Emergency Contact: Name: _______________________ Phone: ________________


