PROSPECT COMMUNITY CHILD CARE CENTRE

ASTHMA RECORD

NAME:____________________________________DATE OF BIRTH:___________________MEDIC ALERT NO_______________
Record to be completed by parents/guardians and in consultation with the treating Doctor. It is the responsibility of the parent/guardian to update this record whenever there is a change in the asthma management.

Please tick the appropriate boxes or completed spaces where indicated. Please read each section carefully. If you are unsure then discuss with your Doctor.

1.
How often does your child have asthma symptoms?


( occasionally (less than 5 episodes per year)


( frequently (more than 5 times per year)


( daily or most days

2.
How will staff recognise your child’s asthma?


( cough
(wheeze
( tightness in chest
( difficulty breathing


other symptoms___________________________________________________________________________________
3.
Does your child have a reliever medication at the Centre that can be given for the above symptoms? 


YES/NO

This medication is __________________________________________Dose (eg. number of puffs) _____________

given via  ( puffer  ( turbohaler  (puffer + spacer  ( rota haler   (nebuliser


( other (please state)_____________________________________________________________________________
4.
Medication for use at the Centre is to be given to qualified staff member on arrival at the Centre.

5.
At present does your child require medication prior to exercise? 
YES/NO


This is (name and dose_____________________________________________________________________________


Which activities____________________________________________________________________________________
6.
If my child develops exercise induced asthma this should be managed in the following way:
___________________________________________________________________________________________________
7.
Please list any known or suspected triggers in the Centre environment which may start an asthma episode in your child. (eg. exercise, animals, food, pollen, chemicals, grasses & lawn mowing, weather)

8.
Please tick the box if your child is taking any of the following medications at home.


( inhaled corticosteroids (eg. becotide, becloforte, pulmicort)

( intal/intal forte


( oral steroids (prednisolene) - until when___________________________________________________________
EMERGENCY/CRISIS PLAN

In an emergency situation (including exercise induced asthma) the following steps should be implemented. It is preferable that the child’s own blue “reliever” medication be used but if not available, then a blue “reliever” inhaler should be obtained from the first aid kit (if available) or borrowed from another child/staff member.

1_________________________________________________________________________________________________________2_________________________________________________________________________________________________________

3_________________________________________________________________________________________________________
4_________________________________________________________________________________________________________

5_________________________________________________________________________________________________________
CONSENT BY PARENT/GUARDIAN.


If my child develops asthma symptoms whilst at the Centre and does not have his/her medication with them then:


1. The staff will endeavour to contact a parent immediately.


2. If the situation becomes serious the staff will call for an ambulance to transport the 
   child to the Women’s and Children’s Hospital.

Parent/Guardians Name._________________________________
Signature_________________________________
Contact phone number__________________________________

Date_____________________________________
I verify that I have read this Centre-based asthma management plan and agree with it’s implementation.

Doctor’s Name___________________________________________
Signature_________________________________
Contact phone number__________________________________

Date_____________________________________
ASTHMA

ACTION PLAN

Name._____________________________________________________________
Date___________________________
Parent Contact number:_________________________________________________________________________________
	WHEN WELL






No cough or wheeze











	Usual medicines

____________________________________________________ (preventer)

_______________________________________________________(reliever)

IF WORSE OR NO BETTER


	WHEN NOT WELL

Mild cough or wheeze

Getting a cold
	Use

____________________________________________________ (preventer)

And___________________________________________________________
IF WORSE OR NO BETTER



	ASTHMA WORSE

Very wheezy or short of breath
	Use

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF WORSE OR NO BETTER     



	EMERGENCY

If hard to speak or no relief from

_______________________________________________________________________________________________________________________________________________________________or looks very ill.
	Use

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CALL AN AMBULANCE

DIAL 000


PLEASE NOTE THAT THE ABOVE ASTHMA ACTION PLAN MUST ONLY BE USED AS A GENERAL GUIDE FOR ASTHMA MANAGEMENT, COMMENSENSE SHOULD PREVAIL AT ALL TIMES.

Doctor’s Name___________________________________________
Signature_________________________________
Contact phone number__________________________________

Date_____________________________________
