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Name: Date of Birth: Grade.

Address

School Year: Day Care/School:,

Child feels g0od: Medicine:  How much to take:  When to take it

+ Breathing is good
+No cough or wheeze
« Can work/play
+ Sleeps all night
OR-

Peak flow in this area 20 minutes before sports use this medicine:
‘most of time:

o

Child has any of these: Medicine:  How much to take: ~ When to take it

« Cough

* Wheeze

« Tight chest

« Wakes up af night
“OR-

Peak flow in this area

‘most of time: ! ! Call doctor if quick relief medicine is used more

0 than twice a week.

Child has any of these: Medicine:  How much to take: ~ When to take it:

« Medicine not helping
+ Breathing hard & fast
+ Nose opens wide
« Can’t walk or talk well
« Ribs show

OR-
Peak flow below:

Lips are bluish, getting worse fast, struggling to breathe,
can’t talk/ery because of hard breathing or has passed out

Asthma Triggers: O Colds O Exercise O Animals O Dust O Smoke 0 Food O Weather O Other.

Health Care Provider Name : Phone:. Fax;
Health Care Provider Signature: Date:,
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Developed by the Regional Community Asthma Network of the Finger Lakes (RCAN)
and adapted from NHLBI - 9/01
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