ASTHMA FORM

CHILD’S NAME……………………………………..…(Please print)YEAR GROUP……………


SUFFERS FROM:

MILD ASTHMA








SEVERE ASTHMA



FREQUENCY OF ATTACKS……………………………………………………………………....

CONDITIONS WHICH COULD BRING ON ATTACK…………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

DOES HE / SHE USE AN INHALER(S)?




YES / NO

If yes please give details of medication / dosage…………………………………………………….

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

If more than ONE inhaler please state……………………………………………………………...

FREQUENCY OF USE (eg morning / midday / evening)…………………………………………

…………………………………………………………………………………………………………

DOES HE / SHE REQUIRE TO USE INHALER 

PRIOR TO PE / GAMES / CROSS COUNTRY?



YES / NO

SCHOOL POLICY IS THAT TWO NAMED INHALERS ARE KEPT AT SCHOOL – ONE WITH THE CHILD, THE OTHER IN THE SCHOOL OFFICE.

ANY OTHER INFORMATION, USEFUL IN EMERGENCY…………………………………..

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

ALL MEDICATION MUST BE CLEARLY MARKED WITH

CHILD’S NAME AND DOSAGE

SIGNED……………………………………………………………..DATED……………………….




(Parent / Guardian)

