The Pediatric/Adult

Asthma Coalition
of New Jersey Asthma Treatment Plan
*Your Pathway to Asthma Contro® Patient/Parent Instructions
PACNJ approved Plan available at
WWw. pacn).org

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

1. Patienis/Parents/Guardians: Before laking this form to your Health Care Provider:
Complete the top left section with:
« Patient’s name e 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 Heaith Care Provider wiii:
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 not iisted on the form
% Write in additional medications that wiil controi your asthma
% Write In generic medications in piace 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 child to follow.

3. Patients/Parenis/Guardians & Heaith Care Providers together:
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 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 example: babysitters,
before/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 generic names are not iisted.

Disclaimers:
The use of this Website/PACNJ 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-Atlantic (ALAM-A), the Pediatric/Adult Asthma Coalition of New Jersey and all affillates disclaim all warrantles, express or implied, statutory or otherwise, including but not
lirnited to the implied warrantles 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 timeliness of the content. ALAM-A makes no warranty, representation
or guaranty that the information will be uninterrupted or error free or that any defects can be corrected.

In no event shall ALAM-A be liable for any damages (including, without iimitation, incidental and consequential damages, personal injury/wrongful death, iost profits, or damages
resulting from data or business interruption) resuiting from the use or inability 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 possibility of such damages. ALAM-A and its affiliates are not iiable for any ciaim, whatsoever, caused by your
use or misuse of the Asthma Treatment Plan, nor of this website.

The Pediainc/Aduit Asthma Coaliton of New Jersey, by the ican Lung of New Jersey, and thns publication are supported by a grant from the New Jersey Department of Health and

Senior Satvices (NJDHSS), with funds provided by the LS. Centers for Disease Contrul and Prevention (USCOCP) under Cooperative Agreement SUSSEHO00206-3. ts contents are soldy the responsitifty of AMERICAN

the authors and do not necessanly represent the official views of the NJDHSS or the USCDCP. Although this document has been funded wholly or i part by the United States Environmental Protection Agency LUNG

under Agreament XA97256707-2 to the American Lung Association of New Jersey, it has not gone through the Agency's publications review process and thersfore, may not necessanly reflect the views of the ASSOCIATION.

Agency and no official endorsesent should be infarred. Information in this publication is not intended to diagnose health problems or take the place of medical advice. For asthma or any medical condition,

seek medical advice from your child's or your health care professiona. IN NEW JERSEY



Asthma Treatment Plan

The Pedistric/Aduilt Sponsored by
Asthma Coalition t;lCAN
his asthma acti s NJ Law N.J.S.A. 18A:40-12.8) (Physician’s Orders of New Jersey
{This asthma action plan mee aw ) (Phy: ) D vy st Camira® ﬁs..?.ﬂ.‘f.'.‘.‘“”'
(Please Print) N g g
Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone
Take daily medicine(s). Some metered dose inhalers may
HEALTHY ”“’ be more effective with a “spacer” - use if directed
" Y‘B’r‘; '::l""' :’” :;(:"““ MEDICINE HOW MUCH to take and HOW OFTEN to take it mgngi:rs
*Brea s
oo oewhogze  |CAvaIr*C1100,01250,0500 _ inhaltion twce  day that trigger
g th h [ Advair® HFATTJ 45,3 115, 0 230 2 pufls MDI twice a day paﬁ.m’s asthma:
eep troug O Aivesco® [ 80, (1 160 11, 32 putts MDI twice a day
the night , 0] Asmanex® Twisthaler®(] 110, 01220 ____ [11, (12 infalations (] onca or (] twicea day | = Chak dust
» Can work, exercise, O] Aovent® (144,(3110,3220_______ 2 pufis MDI twice a day Q g'oamzshmge
and play [ Aovent*® Diskus® [J 50 CJ 100 (] 250 1 inhalation twice a day o an
O Pulmicort Flexhaler® (90,0 180_______ 11,3 2inhalations [J once or [ twiceaday |  ~oiom
O Pulmicort Respules® 3 0.25, 3 0.5,J 1.0 __1 unit nebulized CJ once or [ twice a day O Dust mite
0 Qvar® (] 40, 1 80 1,02 pufts MDI twice a day ot stufied
O Singulair (34,05 010mg_____ 1 tablet daily animals, campet
O Symbicort® (180,(3160_____ 11,032 puffs MDI twice a day 0 Exercise
s abo a Other Q Mold
And/or Peak flow ve [ None , - - Q Ozone aert days
Remember to rinse your mouth after taking inhaled medicin®. (3 pests - rodents &
if exercise triggers your asthma, take this medicine minutes before exercise. D;:‘;km‘.'r‘:l
-ani
CAUTION IIII» Continue daily medicine(s) and add fast-acting medicine(s). Dd;::: fowers
cut grass, poilen
Yg;‘ :s‘l'l‘:: ﬁ:;;‘t‘:;;r MEDICINE HOW MUCH to take and HOW OFTENto take it | 0 Strong iy
. COI:ngh ) Accuneb® (0 0.63,[01.25 mg 1 unit nebulized every 4 hours as needed W”"’f.‘:s- gw"
« Miid wheeze OJ Albuterol (11.25,(02.5mg_________ 1 unit nebulized every 4 hours as needed o :fo&um
(O Albuteral (7 Pro-Air (1 Proventil®______2 puffs MDI every 4 hours as needed Q Sudden tempera-
* Tight chest [ Ventolin® (] Maxair (] Xopenex® 2 puffs MDI every 4 hours as needed ture change
* Coughing at night [ Xopenex® [J 0.31, (01 0.63, (0 1.25 mg __1 unit nebulized every 4 hours as needed | 3 wood Smoke
oOther_____ [ Increase the dose of, or add: Q Foods:
O Other
= I fast-acting medicine is needed more than 2 times a week,
And/or Peak flow from to except before exercise, then call your doctor.
= — — S — — == Q) Other:
EMERG EYNch 'h""* Take these medicines NOW and call 911.
'our asthma . .. .
getting worse fast: Asthma can be a life-threatening illness. Do not wait!
« Fast-acting medicine did not | [J Accunet® [J 0.63,[11.25 mg 1 unit nebulized every 20 minutes
help within 15-20 minutes | () Albuterol {11.25, 1 2.5 mg 1 unit nebulized every 20 minutes This asthma
: ﬁrea!hlngll‘: hv::jdeand fast | 1 Albuterol CJ Pro-Air [ Proventil® 2 pufts MDI every 20 minutes treatment plan is
. Ri‘:’s: s(:\?w [ Ventolin® (] Maxair CJ Xopenex® 2 pufts MDI every 20 minutes mt:anﬂo assti':.
; ; not replace,
« Trouble walking and talking g g?:enex" 00031, [10.63, (] 1.25 mg __1 unit nebulized every 20 minutes clinlcgl?' decision-
« Lips blue ¢ Fingemails biue er making required
to meet individual
And/or Peak flow below patient needs,
(memea e xm wi s pocka s eornie | FOR MINORS ONLY:
"E;Z'.'.Z.m;":._. 7] This student is capable and has been instructed in the PHYSICIAN/APN/PA SIGNATURE DATE
s soarae s b o iy o s e proper method pl selt-administeriqg of the nomlepulized PARENT/GUARDIAN SIGNATURE
B T e L le il inhaled medications named above in accordance with
i et sea imans | NJ LaW. PHYSICIAN STAMP
REVISED MAY 2008 [ This student is not approved to seif-medicate.
e P oauce A o Make a copy for patient and for physician file. For children under 18, send original to school nurse or child care provider.

*** MEDICATION PRESCRIPTIONS ARE EFFECTIVE FOR ONE SCHOOL YEAR ONLY

AND RENEWAL IS REQUIRED ANNUALLY. ALL FORMS MUST BE ON FILE IN THE
UCAITH AEEICF RFENRF MFNICATION CAN RE ADMINISTERED.



