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The PACNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for
the individual patient to achieve the goal of controlled asthma.

1. Patients/Parenis/Guardians: Before taking this form to your Health Care Provider:
Complete the top left section with:
» Patient’s nams « Parent/Guardian’s name & phone number
" » Patient’s date of hirth ~ * An Ermergency Contact person’s name & phone number
" = Patient’s doctor's name & phone number

2. Your Health Care Provider will:
Complete 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 to take it

* Your Health Care Provider may check “OTHER” and: -
+ Write in asthma medications nof listed on the form
< Write in additienal medications that will control your asthma
< Write in generic medications in place of the name brand on the form

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

3. Patients/Parenis/Guardians & Health Care Providers together:
Discuss and then compiete 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 Only section at the bottom 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, Parents/Guardians: After completing the form with your 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 Plan to everyone who provides care for your child, for sxample: babysitters,
hefore/after school program staff, coaches, scout leaders

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

Disclaimers:

The use of this Website/PAGNJ 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
Mid-Atiantic (ALAM-A), the Pediatric/Aduit Asthma Coalition of New Jersay and all affiliates disclaim all warranties, express or imglied, statutory or otherwise, including but not
I%miged 10 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, reliabilfy, completeness, currency, of timeliness of the conlent. ALAM-A makes no warranty, representation
or guaranty that the information will be urinterruptad er error free or that any defects can be corrected.

In no event shalt ALAM-A be liable for any damages {inciuding, without mitation, incidentai and consequential damages, persenal Injury/wrongful death, jost profits, or damages
resulting from data or business interruption} resulting from the use or inability fo use the content of this Asthma Treatment Plan whethar based on warranty, contract, tort or any
other legal theory, and whethier or nof ALAM-A is advised of the possibility of such damages. ALAM-A andt its affiliates are nof liable for any claim, whatsoever, caused by your
use or misuse of the Asttuma Treatment Plan, nor of this websfie.

The Pediatric/Adult Asthma Goaiition of New Jersey, sponsared by the Amearicen Lung Association of New Jersey, and this publication are supported by a geant from the New Jersey Depariment of Health and

Sorior Ssrvices (NJDHSS), with funds provided by Ihe U.S. Canters for Diserse Cortrol ard Prevenlion (USCDGP) snder Cooperative Agreomunt SUSSEHUD0206-3, Its conlents are solely the respansibilty of AMERICAN

the authors and do not necessarily represent e official views ol the NJDHSS or the USCDCP, Altheugh this document has been funded wholly o in part by the tinited States Environmental Protection Agancy UNG

undsr Agresment XAGT256707-2 10 the American Lung Association of New Jersey, It has not gone through the Agency’s publicadions review process and therefors, may nal necessarlly refigct the views of the ASSOCIATION:

Ageny and no official endorsement should be infarred. Information In this publization is ot intended to diagnoss huaith prablems or lake e place of medical agvice. For asthma or any medical condition, IN NEW [EASEY
segk medical advice irom your child's or your health care professional.
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Name ] Date of Birth Effective Date

Doctor - Parent/Guardian (if applicable) Emergency Contact

Phene Phone Phone *

HEALTHY il 2

You have all of these:
= Breathing is good
= No eough or wheeze
= 8laep through
the night
« Gan work, exarciss,
and play

And/or Peak flow above

Take daily medicine(s}. Some metered dose inhalers
may be more effective with a “spacey” - use if directed.

MEDICINE HOW MUCH to take and HOW QFTEN to take it
7 Advair® (] 100, (J 250, 1 500 1 inhalation twice a day

£ Advair® HFA (3 45, (0 115, 0 230 2 puffs MD! twice a day

{7 Alvesco® (1 86,17 160 1 3 2 puffs MDI twice a day

(1 Asmanex® Twisthaler® (3110, 3226 ____ T71 I 2 inhalations Jence 5 twice aday
{1 Flovent® {71 44, 171110, [1 228 2 puffs MD twice a day

3 Flovent® Diskus® {7150 [ 100 [ 250 1 Inhalation twice a day

O Pulmicort Flexhaler® [ 0, (7180 11 O3 2inbalations Tlonce [ twice aday
3 Pulmicort Respules® [ 0.25, 00 8.5,0 1.0 __1 unit nebulized [Jonce  [iwice a day

O Quar®[140,1380 _ 11 O 2 puffs MDI twice a day
7 Singulair 5 4,35, £3110mg 1 tablet daily

O Symbicori® [J 80, 7 160 11 32 pufis MD{ twice a day
O Qther

1 Nene

Remember fo rinse your mouth afier iaking inhaled medicine.
If exercise triggers your asthma, take this medicine

minutes before exercise.

GAUTION 1>

« Gough

= Miid wheeze

« Tight chast

« Caughing at night
= Other:,

And/or Peak flow from o

You have any of thesa:
= Exposure to known trigger

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

MEDICINE - HOW MUCH to take and HOW OFTEN io take it

{1 Accuneb® 7 0.63, 0 1.25 mg 1 unit nebulizsd every 4 hours as nesded
7 Albiterad 31.25,171 2.5 mg 1 unit nebulized svery 4 hours as needad
O Albutero] 1 Pro-Air 3 Proventii® 2 putfs MDY every 4 hours as needed

O Ventolin® T Maxair [ Xopenex® 2 puffs MDI every 4 hours as needed

[ Xopenex® (1031, O 0.63, 71 1.25 mg __1 unit nebulized evary 4 hours as needed
[ Increase the dose of, ar add:

O Other

¥ | fast-acting medicine is needed more than 2 times a week,
except before exercise, then call your doctor. -

EMERGENCY [l

Your asthmais =
5 getling worse fast:

help within 15-20 minutes
« Breathing is hard and fast
» Nose opens wide
. = Ribs show
+ Trouble walking and talking
« Lips blue = Fingarnaiis biue

And/or Peak flow below

Take these medicines NOW and call 911.
Asthma can be a life-threatening illness. Do not wait!

» Fast-acting medicine did natj 5 Aceuneb® 0 0.63, 0 1.25 mg 1 unit nebulized every 20 minutes
O Albutercl [111.25, {7 25 mg 1 unit nehulized every 20 minutes
{J Albuterol I Pro-Air 3 Proventil® 2 puffs MOI avery 20 minutes

[} Ventalin® (] Maxair [ Xapanex® 2 puifs MD| every 20 minutas

1 Xopenex® T3 0.31, Ei 0.63, 2 1.25 mg __1 unit nebulized every 20 minules
1 Othar

Triggers
Chack all items
that trigger .
paiient's asthma:

[iChalk dust

[jClgarstte Smoka
& sacond hand
smoke

Calds/Mu

{"1Dust mites,
dust, stuffed
apimals, carpet

{Exarcice

CiMeid

[TJGzone alert days

[Pasts - rodents &
cockroaches

[Jrets - animal
dander

[JPlants, flowers,
cut grass, podlen

Esirong odors,

. perfurnes, clean-
ing products,
scented products

[JSudden tempera-
ture change -

[Twaood Smcke

[CFeods:

[ather:

This asthma
freatrment plan s
meant to assist,
nat replace, the
clinical declsion-
making required
tn meet indvidual
patient needs.

The signature and acknowledgment of this form by the parents or guardlans indicated the D|stnct shall incur no Elablilty as a
result of any injury arising from the self-administration of medication by the pupil and that the parents or guardians shall
indemnify and hold harmless the district and its employees. against any claims arising out of the self administration of

medlca’clon bv the pupil. (18A:40-12.3)

B e Ureridve | FOR MINORS ONLY: _ DATE
m % i ]:]This student Is capable and has heen instructed in the PHYSICIAN/APN/PA SIENATURE

s e e b . bty b by B proper method of seli-administering of the non-nehulized | SARENT/GUARDIAN SIGNATURE.

e e u"«:f'&:,’“%‘: Inhaled medications named above in accordance with

Mwlmhhmswﬁﬁimmym
oo i P N Law.

REVISED MAY 2009 [ ] his student is nat approved to self-medicate.

Permissiol lo seproduce blank form

PHYSICIAN STAMP

[T i .
wLgacn] arq Make a copy for patient and fer physician file. For children under 18, send original to school1itifse or child care provider.




