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NAME:
DOB:
HOME NUMBER: 

HOME ADDRESS:
PARENT/GUARDIAN:
WORK PHONE:

DIAGNOSIS:

                       ASTHMA
PHYSICIAN:


OFFICE NUMBER:



      My Asthma is:_____ Mild, _____ Moderate, _____ Severe, _____ Exercise Induced

      THE STUDENT REQUIRES THE FOLLOWING:  
     YES
      NO

      Peak Flow Meter        Green Zone: greater than _________

                                           Zellow Zone: ________ to _________

                                           Red Zone:  less than _____________



      Nebulizer Machine:



       Aerochamber with/without Mask:

       



       Pre-Medication prior to PE or Sports Activities:



      PE Pre-Medication Prescribed for Asthma is:

     Specific Dietary Modifications which affect Student’s Asthma:   

Triggers in School which may start an Asthma Episode:

              Exercise                               Strong Odors/Perfume                   Carpet in Classroom

              Respiratory Infections         Chalk Dust                                     Other:__________________________

              Changes in Temperature      Pollens                               Comments:____________________________

              Animals                               Molds

It is medically indicated that student carry 
Proventil/Albuterol/Ventolin inhaler AT ALL TIMES
YES
NO

Provider Signature:


Date:



I request that the school give the above medication as ordered:

Parent/Guardian Signature:
Date:
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