The Pedialvic/Adult

{ Asthma Coalition
"Veur Pathway tp Asthms Conirol Patient/Parent Instructions
PACN approved Plan avallable at
Www. pacrij.org

The PACNJ Asthina Treatment Plan is designed o help everyone understand the steps necessary for
the individual patient to achieve the geal of confrolled asthma.

1. Patienls/Parenis/Guardians: Before taking this form o your Health Care Provider:
Gomplete the top left section with:
= Patient’s name » Parent/Guardian's name & phone number
= Patient’s date of birth « An Emergency Contact person's name & phone number
= Patient’s doctor’s name & phone number

2. Your Health Care Provider will:
Complets the following areas:

= The effective date of this plan

= The medicine information for the Healthy, Caution and Emergency sections

= Your Health Care Provider will check the box next to the medication and check how much and how often 1o take #

« Your Health Care Provider may check “OTHER” and:
< Write in asthma medications not Jisied on the form
% Write in additional medications that will control your asthma
< Write in generic medications in place of the n2me brand on the form

« Together you and your Health Care Provider will decide what asthma treatment is best for you or your child to follow.

3. Patienis/Parents/Guardians & Health Care Providers fogether:
Discuss and then complete the following areas:
= Patient’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
« Patient’s asthma triggers on the right side of the form
= For Minors. Qzly section at the botfom of the form: Discuss your child's ability-to-self-administer the inhaled medications,
check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4, Paremts/Guardians: After completing the form with yoor Health Care Provider;
* Make copies of the Asthma Treatment Plan and give the signed original to your child's school nurse or child care provider
= Keep a copy easily available at home to help manage your child’s asthma
« Give copies of the Asthma Treatment Plar to everyone who provides care for your child, for example: babysitters,
beforefafter school program staff, coaches, scout leaders :

This Asthma Treatment Plan is meant to assist, not replace, the clinical decision-sraking required to meet individual patient needs.
Hot all asthma medications are listed and the generic names are not listed.

Diselaisners; .

The use of this Website/PACN. Asthma Treatment Plan and its content is at your own risk. The content is provided on an “as is” basis. The American Lung Association of the
Mig-Atlantic (ALAM-A), the Pediatric/Adult Asthma Coalition of New Jersey and all affiliates disclaim alt warranties, express or implied, statutory or otherwise, including but not
[frnited to the implied warranties or merchantability, non-infringement of third parties’ rights, and fitness for a particular purpose.

ALAM-A makes no representations or warranties about the accuracy, reliability, completeness, currency, or fimeliness of the content. ALAM-A makes no warranty, representation
or guaranty that the information will be uninterrupted of error fre or that any defacts can be corrected.

In no event shall ALAM-A be liabte for any damages {inchuding, without limitation, incidentat and consequential damages, personal injuryfwrongfut death, lost profits, or damages
resulting from data or business interruptien) resufting from the use er inabitity to use the content of this Asthma Treatment Plan whether based on warranty, contract, tort or any
other legal theory, and whether or not ALAM-A is advised of the possiblity of such damages. ALAM-A and its affiliates are not liable for any claim, whatsoever, caused by your
use or misuse of the Asthma Treatment Plan, nor of this website.

Yhe Pediatric/Adutt Asthma Coalition of New Jorsey, sponsored by the Ametican Lisg Assotiation o New Jersey, and $is pubfication ane seppericd by 2 grant from the New Jersey Depastmen of Heatth and

Sentar Senvives (MIDHSS), with funds provided by e U.S. Centers for Discase Comrol and Prevention (USGOCP) undes Cocperstive Apreement SUSBEHODI206-3. s contents are selely the responsibifty of AMERICAN

the authors and do ot necessanily represent the o¥ficial views of the MIDHES of the USCDOP. Although this document has been fended wholly or In past by the United Stefes Environmental Pratection Agency LUNG

urder Agreemant XAST256707-2 to the Ametican Lung Assoration of New Jerssy, it has not gose through the Agency’s publications review protess and therofore, may rot secessarily seflect the views of the ASSOCIATION
.4

Agency and no official endersement should be inferted. Information i this publication is ot intended to diagnose health probiesms or \ake the place of medical advice. For asthma or any medicat condition,
seckmedical advice from your child’s or your heatth care professiona, 7 N NEW JERSEY



| The Pediatric/Adult Sponsored by ‘]
Asthma Treatment Plan < Actis Cosition e AMERICAN \\.J,f.fﬁ,,
(This asthma action plan meets NJ Law N.J.8.A. 18A:40-12.8) (Physician’s Orders) of New Jersey k"s"SNOGCI ATION., s wrdm
“Your Pathway 1o Asthma Control’ N NEW JERSEY “
{Ploase Print) o
Name Date of Birth Effective Date
Proctor Parent/Guardian (if applicable) Emergency Contact.
Phone Phone Phone
MEALTHY il“@ Take daily medicine(s). Some metered dose inhalers may

You have alif of these:
« Breathing is good
= No cough or wheeze
« Sleep through
the night
= Can work, exercise,
and play

Andfor Peak flow above

e more effective with a “spacer” — use if directed

MEDICINE HOW RMUCH 1o take and HOW OFTEN fo fake it

[ Advair® £3100, (01260, 500 __ 1 inhalation twice a day
] Advair® HFA £ 45,1115, {3230 2 puffs MDI twice a day

1 Alvesco® 180, 1 160 711, 71 2 puffs MDI1 twice a day

1 Asmanex® Twisthaler® {1 110,73 220 11,13 2 inhafations ] onee or [ twice a day
[} Aovert® [ 44, (1 110, [0 220 2 puffs MDI twice a day

[ Rovent® Diskus® C150T1100 (3250 _ . 1 inhalation twice a day

[t Pudmicort Respules® (1 0. 25 [7105,031.0__1 unii nebulized [ onee or [ twice a day
E1 Gvar® {140,180 [11, (12 puffs MDI twice a day

O3 Singulair [J4, 005, C310me______ 1 fablet daily

£1 Symbicort® [J 80, [ 160 [11, 12 puffs MDI twice a day

[} Other

3 None

1 Pulmicort Flexbaler® (190, 3180__ 111,02 inhiations [T once or ] fwicea éay I

Remember to rinse your mouth after taking inhaled medicine.
If exercise triggers your asthma, take this medicine

minutes before exercise.

@AUT!@N
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You have any of these:

Continue daily medicine(s) and add fast-acting medicine{s).

Triggers
Cheek aii items
that trigger
pafient’s asthma:

{0 Chalk dust

{1 Cigarette Smoke
& second hand
smoke

3 Goles/Flu

3 Dust mites,
dust, stuffed
animals, camet

Ck Exercise

i Mold

2 Ozone alert days

[ Pests - rodents &
cockroaches

{3 Pets - animat
dander

3 Plants, flowers,
cut grass, poilen

< Exposurs b teoun toger | MERICINE HOW MUCH to take and HOW OFTEN to take it | o sirong odors,
« Coligh [} Aecuneb® 3 0.63, [ 1.25 mg 1 it nebulized avery 4 hours as needed Pe’f‘*mg’s' {:lean-
« Mild wheeze {7 Albuterol £11.25, 3 2.5 mp 1 unit nebulized every 4 hours as needed g‘g;& g‘;;j'ucts
{71 Albuterol [C] Pro-Air 1 Proveniii® 2 pufis MDI every 4 hours as needed £ Sudden termpera-
* Tight c.hest ) [ Ventolin® 1 Maxair {7 Xopenex® 2 puffs MDI every 4 hours as needed ure change
» Coughing at night [1 Xopenex® [ 0.31, (1 0.63, 11,25 mg __1 unit nebulized every 4 hours as needed | 5 wood Smoke
= Other: [ increase the dose of, or add: 01 Foods:
[7] Other
B |f fast-aciing medicine is needed more than 2 times a week,
And/for Peak flow from 1o except before exercise, then call your doctor, i
[ Othes:
EMERGENCY | ®  [Take these medicines NOW and call 911.
our asthma is . . u
getting worse fast: Asthma can be a life-threatening illness. Do not wait!
» Fast-acting medicine did not | (7 Accuneb® [J 0.63, (7 1.25 mg 1 unit nebulized every 20 minutes
help within 15-20 minutes | {3 Atbuterol [7]1.25, 7] 2.5 mg 1 unit nebulized every 20 minutes This asthma
:léreathmg IS h?;d andfast | 1 Arbuterol [3 Pro-Air [ Proventi® 2 puifs MDI every 20 minutes treatrment plan s
. Rg)ssesc;‘p:wns e [7] Ventolin® 3 Maxair (] Xopenex® 2 puffs MDI every 20 minutes meant t}o assits];t,
; : : not replace, the
» Trouble walking and talking [] Xopenex® [10.31,7710.63, [11.25 mg __1 unit nebulized every 20 minutes c!inica? decisiors
« Lips blue » Fingernalls blue | [ Other making required
to meet individual
And/or Peak flow below _patient needs.
,;?W‘“M“mmm ““ FOR MIMORS ONLY:
m%@:mmm%m [T this student is capable ané has been instructed in the PHYSICIAN/APN/PA SIBNATURE DATE
ittt e e sty ke | PTOPET MThod of self-administering of the ron-nebufized § PARENT/GUARDIAN SIGNATURE
D o e e inhaled medications nared above in accordanee with
i et st meion | NJ LW, PHYSICIAN STAMP
REYISED RIAY 2008 ] This student is not approved to self-medicate,
g eotica Sk fom Make a copy for patient and for physician fife. For children under 18, send original to schoo! nurse or child care provider.
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TOWNSHIP OF UNION BOARD OF EDUCATION

UNION, NEW JERSEY
Pupil’s Name RO School
Address ' Teacher
Telephone No. Grade

Description of medication provided by physician

Diagnosis:

School nurse is instructed to administer , ’ in

the following marnmner

Medication to be administered from to

Consideration for Field Trips:

D The above named mdenf may skip the dose of presctibed medication on a field day trip.

D The above named student may take the prescribed medication upon returning to school
from a field frip.

Date

(Physician’s Signature & Stamp Required)

The school nurse is requested to admimster to

(Child’s Name)
the medication prescribed by the above-named physician.

Signature of Parent/Guardian

The completion of this form is the responsibility of the parent. Upon its completion, it is to be
- given tothe school nurse-who will give-the medication prescribed. This form will befiled inthe. ...
office of the school mirse. -

MEDICATION MUST BE BROUGHT TO SCHOOL BY PARENT IN THE
PRESCRIPTION CONTAINER AND HANDED TO THE NURSE.

CADocwznents and Scttings\jpalenboiMy Docaments\Nurses - Medicalfipi-pen Packet\FPrescribed Medication Form.doc



Washington Elementary School
Individualized Health Care Plan

ASTHMA
Student’s Name: Date of Birth:
School/Grade: Teacher. #: Age when asthma diagnosed:
Doctor: Doctor Phone: Effective Date:

List all routine daily medications (name of medication, dose, and times given):
TRIGGERS: {Check those which apply to this student)

_ Exertise ___ Emgtions (when upset) .. Cigarette smoke, smog, strong

__ Colds (viral illness) _ Imitants: Chalk dust, dust, odors (paint, markers, perfumes,

__ Weather changes ... Molds Sprays)

___€old air weather changes ... Animal dander -Type: __ Pollens (trees, grasses, and weeds)
. Cther __ Dust and dust mites

SYMPTOMS OF RESPIRATORY DIFFICULTY: any or all of the following

INTERVENTION: Always treat symptoms even if peak flow is not available.

* Coughing « Chest Tightness « Shortness of Breath «Tuming Blue  «Wheezing sRapid, labored breathing
« Pulling in of skin around neck muscles, above collar bone, between ribs and under breast bone

« Difficulty carrying on a conversation due to difficulty breathing « Difficulty walking due to breathing problems

» Shallow, rapid breathing « Blueness (cyanosis) of fingernails and lips = Decreasing or loss of consciousness

s Other

Peak flow meter: Yes __ No Spacer: Yes No

CALL 911 IF THE FOLLOWING OCCUR /PERSIST AFTER IMPLEMENTING INTERVENTIONS AS STATED ON
THIS ASTHMA HEALTH PLAN

instructions for Staff:
« Have student stop whatever they are doing
» Send the student to the clinic when experiencing respiratory difficulty as described above

If student has been given pemmission to self-medicate with their inhaler, allow student to use inhaler according to the following
directions:

Directions for self-medication:

(initial i applicable). Signatures of the parent/guardian and the physician (see reverse side) indicate that both agree the
above named student has been instructed on proper use of his/her inhaler and is capable of assuming responsibility for using this
medication at his/her discretion, Irresponsible or inappropriate use of the inhaler and/or failure to follow the Health Care Plan by the
student will require a reassessment of the permission to self medicate,

Parents/Guardian:
Address: Home Phone: Work Phone:
Alternate contacts if parent cannot be reached:

Name: Name:
Home Phone: Home Phone:
Work Phone: Work Phone:
Physician who should be called regarding asthma:

Name:

Phone: Fax:

1) This plan will be reviewed annually andfor whenever the health status or medications change and it is the responsibility of the
parent to notify the school nurse of these changes. '

Revised 9/11/2609



