ASTHMA CARE PLAN for a CHILD LESS THAN 6 YEARS

YAKIMA VALLEY FARM WORKERS CLINIC  [  ] Grandview  [  ] Toppenish  [  ] Yakima  [  ] FMC  [  ] Spokane Falls

Client Name






 DOB



 Preferred Hospital:______________________

**ASTHMA SEVERITY**

	[  ] Mild Intermittent
	[  ] Mild Persistent
	[  ] Moderate Persistent
	[  ] Severe Persistent

	**PERSONS TO CONTACT IN CASE OF EMERGENCY**

	Name
	Home phone
	Work phone

	Parent/Guardian:
	
	

	Emergency contact #1:
	
	

	Emergency contact #2
	
	

	Physician/Provider:
	
	

	**KNOWN ASTHMA TRIGGERS**

	[   ] Exercise
	[   ] Change in temperature
	[   ] _______________pollen
	[   ] Dust (including chalk dust)

	[   ] Perfumes
	[   ] Strong odors or fumes
	[   ] _________animal dander
	[   ] Food:_______________________________

	[   ] Molds
	[   ] Cigarette smoke
	[   ] Respiratory infection
	[   ] Other:_______________________________

	

	**KNOWN ASTHMA SYMPTOMS**

	[  ] Coughing
	[  ] Wheezing
	[  ] Shortness of breath
	[  ] Tightness in chest
	[  ] other__________________

	

	
	SYMPTOMS
	
	ACTION

	
	Absence of symptoms
	
	[  ] Continue medications per medical provider‘s instructions

	
	*Shortness of Breath

*Chest Tightness

*Cough at night

*Wheezing
	
	[  ] Use Albuterol with nebulizer every 4 hours, watch for improvement

[  ] Double up on inhaled steroid

[  ] Call Physician if symptoms do not improve within 2 hours
[  ] Other__________________________________________

	
	*Shows no improvement 15 minutes after                                                    Albuterol treatment

*Gasping for breath

*Persistent night cough (possible vomiting)

*Shoulders hunched over

*Unable to speak in complete sentences 

*Lips or nails are pale, gray or bluish

*Chest and neck “pulling in” with breathing
	
	[  ] Immediately take child 2 years or less to hospital
[  ] Give an IMMEDIATE Albuterol treatment, watch for improvement

[  ] If symptoms remain in Red Zone, go to Emergency Room
[  ] Call hospital and advise you’re bringing in a child with asthma
[  ] Call Physician/Provider after child is at hospital

[  ] ______________________________________________________

[  ] IF CHILD IS VERY ILL CALL 911!!!

	Type of Medication
	Medication
	Dosage
	Schedule


**RESCUE MEDICATIONS**

	Bronchodilator
	[  ] Albuterol

[  ] Ventolin

[  ] Proventil

[  ] Xopenex    [  ]_______________
	____ puffs

        or

____cc nebulizer
	[  ] As needed up to 4 X per day (every 4 to 6 hrs)

[  ] 15 minutes before exercise

[  ] _______________________


**MAINTENANCE/CONTROLLER ASTHMA MEDICATIONS**

	Inhaled Corticosteroids
	[  ] Flovent 44 / 110 / 220    

[  ] Azmacort     [  ] Advair ____

[  ] Pulmicort 0.25 / 0.5  [  ] _______
	_____puffs

_____cc
	____ times daily

	Leukotriene modifiers
	[  ] Singulair      [  ] _____________
	_________ mg
	____ times daily

	Maintenance Bronchodilators
	[  ] Serevent       

[  ] _________________
	____ puffs
	____times daily

	**ALLERGY MEDICATION**

	
	
	
	

	
	
	
	


	Parent signature:

___________________________

Date signed:_________________
	NOTICE TO CHILDCARE and SCHOOL: I have instructed the parent/child how to take medications properly. He/she is familiar with and can report his/her asthma symptoms. __Yes __No

Health Care Provider Signature:                                                         Date:___________
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