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NEBULIZERS are a good way to give asthma medication to young children or anyone who
has trouble using an inhaler. To give your child a nebulizer treatment, follow these steps:

. Plagethe compressor on a sturdy, level
table. Attach one-end of the tubing to
the compressor,

. Attach the other end of the tubing to the
bottom of the nebulizer cup.

. Attach the mouthpiece and fill the small
nebulizer cup with the medication your
health care provider has prescribed for
your child.

. Turn on'the compressor and make sure
there is mist coming from the nebulizer cup.

. Have your child sit up straight. Put the
mouthpiece into her mouth behind her teeth.
She should breathe normally through her
mouth until all of the medication is gone.

During the treatment encourage your-child
totake a deep breath.

Each treatment should take 5-10 minutes.

. [fyour.child is using a mask, attach the
miask to the nebulizer cup and place the
mask over the child's mouth and nose,

Have him breathe normally through his
mouth. Itisimportantto keep your child
calm with a video, puzzle or game while
taking his nebulizer treatment,

This is general information. Read the instructions that come with your nebulizer and follow them carefully. Also ask your health
care provider to show you how to use the nebulizer that has been prescribed for you or your child, and to watch you use it
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Using a
Peak Flow Meter

A peak flow meter is a small hand held
device used to measure how fast air moves
out of your lungs when you breathe out
hard and fast.

There are many different kinds of peak flow
meters but they all work the same way.
Using your peak flow meter twice a day
helps you monitor your asthma.

Follow these instructions:

1. When you start, slide the marker on your Peak Flow Maeter all the way
down to the bottom. :

2. Stand up straight. Do not have any food or gum in your mouth.

3. Take adeep breath and place the mouthpiece of the Peak Flow Meter
into your mouth past yourteeth and close your lips tightly around
the mouthpiece.

. Keep your tongue away from the mouthpiece and blow out as hard and
as fast as possible ~ as if you are blowing out a candle across the room.

. Check the number where the marker stopped and write the number on
page 2.

. Slide the marker all the way down and blow hard again. Write the second
number on the chart on page 2. Slide the marker all the way down and
blow into it a third time. Write the number on the chart.

. Circle the highest number from the three numbers you wrote down.
Record the date and the time.

. Do this each time you use your Peak Flow Meter in the morning
and the evening. Take the chart with you on your next visit to your
health care provider.





image9.tif
Peak Flow Meter Chart - Week 1

Morning | Example Day 1 Day 2

Date May 15

Time 7:00 am

18t number 60

3
2nd number (380

3rd number 370

Circle the highest number

Peak Flow Meter Chart - Week 1

Evening Example Day 1 Day 2

Date May 15

Time 7:00 pm

1st number

3
2nd number (3
3

60
80)
3rd number 70

Circle the highest number

Peak Flow Meter Chart - Week 2

Morning Day 8 Day 9 Day 10
Date

Time

1st number

2nd number

3rd number

Circle the highest number

Peak Flow Meter Chart - Week 2

Evening Day 8 Day 9 Day 10
Date

Time

1st number

2Znd number

3rd numhber

Circle the highest number
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Asthma Treatment Plan — Student

(This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) (Physician’s Orders)

{Please Print}

FPAGIND

PedinwieAduit Asthma Coulition e jeere

BE Health| *f“’. g

Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

HEALTHY {Green Zons) [l

You have all of these:
« Breathing is good
« No cough or wheeze
* Sleep through
the night
» Can work, exercise,
and play

ford

Také daily control medicine(s). Some inhaler§ may be
more effective with a “spacer” - use if directed.

OQuar®d40,080_ _  [7J1,[3J2puifs twice a day
[ Symbicort® [ 80, (] 160 1,02 puffs twice a day
[ Advair Diskus® (] 100, (1 250,(1500 1 inhalation twice a day

[ Asmanex® Twisthaler® (1 110, [ 220 11,032 inhalations [J once or (] twice a day

Triggers

: Check all items

that trigger
MEDICINE HOW MUCH to take and HOW OFTEN to take it paﬁemgsg asthma:
[ Advair® HFA [0 45, (1 115, [] 230 2 puffs twice a day 0 Colds/iu
O Aerospan™ 101,32 puffs twice a day .
ClAvesco® (180, 1160 11,012 puffs twice a day D Exeroise
[] Dulera® (J 100, (J 200 2 puffs twice a day QAllergens
OFlovent® 44,0 110,01220___ 2 puffstwice aday © Dust Mites,

dust, stuffed

animals, carpet
o Pollen - trees,

grass, weeds

Mold
[ Flovent® Diskus® (] 50 (1100250 1 inhalation twice a day g P;S ~ animal
[ Pulmicort Flexhaler® (] 90, [J 180 1,02 inhalations [ onee or CJ twice a day dander
T Pulmicort Respules® (Budesonide) [10.25, (3 05,0 1.0__1 unit nebulized C1 once or [ twice a day © Pests - rodents,
O Singulair® (Montelukast) (1 4, 1 5, [ 10 mg 1 tablet daily cockroaches
03 Other 0 0dors (frritants)
And/or Peak flow above O None o Gigarette smoke
Remember to rinse your mouth after taking inhaled medicine. g‘nfglfg”d hand
If exercise triggers your asthma, take, pufi(s) minutes before exercise.  perfymes,
p— B cleaning
@ﬁ\\uﬂﬂ@m (Vellow Zene) I U|:> Continue daily control medicine(s} and ADD quick-relief medicine(s), Jroguets.
You hi f th - roducts
. g:ug;"e any ot these: MmepICINE HOW MUCH to take and HOW OFTEN to take it o Smoke from
. : -ai ile in® burning wood,
« Mild wheeze O AIbuteroL MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed inside or oaisid
« Tight chest [ Xopenex 2 puffs every 4 hours as needed 0 Weather
» Coughing at night O Albuterol (0 1.25, (1 2.5 mg 1 unit nebulized every 4 hours as needed | sydden
« Other: : [ Duoneb® 1 unit nebulized every 4 hours as needed temperature
. [ Xopenex® (Levalbuterol) 7 0.31, [J 0.63, [ 1.25 mg _1 unit nebulized every 4 hours as needed o E:i‘:egr:e weather
If quick-relief medicine does not help within L1 Gombivent Respimat® - 1 inhalation 4 imes a day -hot and cold
15-20 minutes or has been used more than | L Increase the dose of, or add: © Ozone alert days
2 times and symptoms persist, call your 01 Other ; o ) Q Foods:
doctor or go to the emergency room. s If quick-relief medicine is needed more than 2 times a o
And/or Peak flow from to week, except before exercise, then call your doctor. <]
(o]
EMERGENCY (Red Zone) ||l [Take these medicines NOW and CALL 911, |20n
&% Your asthma is o

getting worse fast:
« Quick-relief medicine did

Asthma can be a life-threatening illness. Do not waii!

MEDICINE

o]
HOW MUCH to take and HOW OFTEN to take it

o

not help within 15-20 minutes
» Breathing is hard or fast
+ Nose opens wide * Ribs show
 Trouble walking and talking

[ Xopenex®

3 Albuterol MDI (Pro-air® or Proventil® or Ventolin®) __ 4 puffs every 20 minutes

4 puffs every 20 minutes

O Albuterol (1 1.25, (1 2.5 mg
(7 Duoneb®

1 unit nebulized every 20 minutes
1 unit nebulized every 20 minutes

This asthma treatment
plan is meant to assist,
not replace, the cfinical

And/or
Peak flow
below

« Other:

« Lips blue « Fingernails blue

[ Combivent Respimat®

0 Xopenex® (Levalbuterol) (] 0.31, (1 0.63, ] 1.25 mg ___1 unit nebulized every 20 minutes

1 inhalation 4 times a day

[ Other

decision-making
required to meet
individual patient needs.
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Permission to regroduce blank form + www.pacn) org

Permisslon to Self-administer Medication:

[T] This student is capable and has been instructed
in the proper method of seif-administering of the
non-nebulized inhaled medications named above
in accordance with NJ Law.

[ This student is not approved to seli-medicate.

PHYSICIAN/APN/PA SIGNATURE

DATE,

Physician's Orders
PARENT/GUARDIAN SIGNATURE.

PHYSICIAN STAMP

Hake B sopy for pavent and Tor phesictan file, sead original do sehool wurse oy ohild sure provider,
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Asthma Treatment Plan — Student

(This asthma action plan mests NJ Law N.J.S.A. 18A:40-12.8) {Physician's Orders)

)

[Please Print)

The Pediatric/Adult Sponsored by
Asthma Coalition AMERICAN
of New Jersey ASSOCIATION.

“Vour Pathuay (o Astma Caniror
PACNS 3pproned Plan avosstie ot
W, pacry.org

W e

\w D
wumunm. ' * 'l

Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

HEALTHY (Green Zone) |I1IBp-

You have all of these: [ mepICINE

HOW MUCH to take and HOW OFTEN to take it

« Breathing is good

[ Advair® HFA (J 45, O 115, [J 230
«No cough or wheeze

[ Aerospan™

2 puffs twice a day
(711, 0 2 puffs twice a day

% » Sleep through

[ Alvesco® {1 80, O 160 1, [0 2 puffs twice a day

2 puffs twice a day
2 puffs twice a day
1,132 puffs twice a day

the night [} D'ulera“’ 3100, J 200

. ; [ Flovent® (7] 44, 0 110, 0 220
Can work, exercise, T Qvar® 01 40, 1) 80
and play

(JJ Symbicort® (1 80, [] 160
O Advair Diskus® [1] 100, [J 250, (] 500

O Flovent® Diskus® [J 50 (] 100 (1] 250
[ Pulmicort Flexhaler® (73 90, (7 180

1 Other
O None

And/or Peak flow above

31,032 puffs twice a day
__1inhalation twice a day

[ Asmanex® Twisthaler® [ 110,(1220____ 71,7 2 inhalations [] once or "7 twice a day

1 mha[anon twice a day
(11,02 inhalations [ once or (] twice a day

13 Pulmicort Respules® (Budesonide) C1 0.25, (7] 05,0 1.0__1 unit nebulized CJ once or [ twice a day
[ Singulair® (Montelukast) [14, (15, [J10 mg _____1 tablet daily

Remember to rinse your mouth after taking inhaled medicine.

If exercise triggers your asthma, take

pufi(s) minutes before exercise.

(\ Q/A@THOB\\‘ (Vellow Zone) |} B*

n\ ADD qulck-re

You have any of these: MEDICINE

HOW MUCH to take and HOW OFTEN to take it

2 puffs every 4 hours as needed

1 unit nebulized every 4 hours as needed
1 unit nebulized every 4 hours as nesded

* Gough

4 Mildgwheeze [T Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed
« Tight chest 3 Xopenex®.

« Coughing at night 0 Albuterol [11.25, 0 2.5 mg

* Other: I Duoneb®

{71 Combivent Respimat®

ickerelief madici el withi
If quick-relief medicine does not help within 00 Increass the dose of, or add:

15-20 minutes or has been used more than

[ Xopenex® (Levatbuterel} (10,31, (1 0.63, [71.25 mg _1 unit nebulized every 4 hours as needed

1 inhalation 4 times a day

. Triggers

2 Check all items

that trigger
patient’s asthma:

Q Colds/flu
Q Exercise
Q Allergens
o Dust Mites,
dust, stuffed
animals, carpet
o Pollen - trees,
grass, weeds
o Mold
© Pets - animal
dander
© Pests - rodents,
cockroaches
{1 Qdors (Irritants)
o Cigarette smoke
& second hand
smoke
o Perfumes,
cleaning
products,
scented
products
© Smoke from
burning wood,
inside or outside
0O Weather
© Sudden
temperature
change
© Extreme weather
- hot and cold
o Ozone alert days

2 times and symptoms persist, call your O Other ) . L . 1 Foods:
doctor or go to the emergency room. » Iif quick-relief medicine is needed more than 2 times a o
And/or Peak flow from 10 week, except before exercise, then call your doctor. o
Q
EMERGENCY (Red Zone) ||l [Take these medicines NOW and CALL 911, |20t
s Your asthma .sf Asthma can be a life-threatening illness. Do not wait! o
geHing orse fast: | MEDICINE TOW MUCH to taks and HOW OFTEN to faka 1| o
not help within 15-20 minutes | LI Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes [
* Breathing is hard or fast [ Xopenex® 4 puffs every 20 minutes This asthma treatment
* Nose opens witle » Ribs show | [J Albuterol OJ 1.25, {1 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
* Trouble walking and talking | [J Duoneb® 1 unit nebulized every 20 minutes | not replace, the clinical
And/or « Lips biue » Fingernails blue | [ Xopenex® (Levathuterol} [ 0.31, (3 0.63, [J 1.25 mg ___1 unit nebulized every 20 minutes | decision-making
Peak flow  *Other: O Combivent Respimat® 1 inhalation 4 times a day required to meet
below [ Other individual patient needs.
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Permission to Self-administer Medication:

{J This student is capable and has been insteucted
in the proper method of self-administering of the
non-nebulized inhaled medications aamed above
in accordance with NJ Law.

[ This student is not approved to self-medicate.

ekl T e et )
AL KT A AP TA g SAPAAASOIEIA.

REVISED AUGUST 2014

Ferrmisslon to feproduce blank forin + www,pacal.org

PARENT/GUARDIAN SIGNATURE
PHYSICIAN STAMP

PHYSICIAN/APN/PA SIGNATURE

DATE

Physician’s Orders

Make a copy for parent and for physisian file, send original to school nurse or child care provider,
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Asthma Treatment Plan — Student
Parent Instructions

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

1. Parents/Guardians: Before faking this form to your Health Care Provider, complete the top left section with:
« Child’s name « Child’s doctor’s name & phone number * Parent/Guardian’s name
« Child’s date of birth « An Emergency Contact person’s name & phone number & 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 not listed on the form
«» Write in additional medications that will control your asthma
«» Write in generie 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 your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
« Child’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
« Child’s asthma triggers on the right side of the form
» Permission to Self-administer Medication 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 chlld for example: babysitters,
before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| hereby give permission for my child to recsive medication at school as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. | also give permission for the release and exchange of
information between the school nurse and my ¢hild’s health care provider concerning my child's heaith and medications. In addition, !
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Signature Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD TO
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
BECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

[ 1 do request that my child be ALLOWED to carry the following medication for self-administration
in school pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as | consider him/her to be responsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall ineur no liability as a result of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form. I indemnify and hold harmless the School District, its agents and employees against any claims arising out of self-administration
or lack of administration of this medication by the student.

11 DO NOT request that my child seif-administer his/her asthma medication.

Parent/Guardian Signature Phone Date
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Asthma Treatment Plan — Student
~ Parent Instructions

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

1. Parents/Guardians: Before taking this form to your Health Care Provider, complete the top left section with:
* Child's name « Child’s doctor's name & phone number « Parent/Guardian’s name
» Child’s date of birth +» An Emergency Contact person’s name & phone number & phone pumber

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 not listed on the form
< Write in additional 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 your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
« Child’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
« Child's asthma triggers on the right side of the form
» Permission to Self-administer Medication 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

e, « 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
ey
PARENT AUTHORIZATION

I hereby give permission for my child to receive medication at school as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. | also give permission for the release and exchange of
information between the school nurse and my child's health care provider concerning my child's health and medications. In addition, |
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Signature Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHEGKED PERMISSION FOR YOUR CHILD TO
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMIMENDATIONS ARE EFFEGTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

[ | do request that my child be ALLOWED to carry the following medication for self-administration
inschool pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as | consider him/her to be responsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no liability as a result of any condition or injury arising from the seli-administration by the student of the medication prescribed
on this form. lindemnify and hold harmless the School District, its agents and employees against any claims arising out of self-administration
or lack of administration of this medication by the student.

[J 1 DO NOT request that my child self-administer his/her asthma medication,

Parent/Guardian Signature Phone Date
{ :
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How to Use a
Nietered Dose Inhaler

PRIMING YOUR
METERED DOSE INHALER

Priming your metered dose inhaler is important before using it for
the first time'to be sure you get the right amount of medication.

It may-need to be primed again if you have not used it in a while.

To prime most inhalers, take the cap off the mouthpiece, shake
the inhaler well and spray it into the air away from your face.

Checkyourinstructions to see how miany times you need to
spray your inhaler to prime it, and when you need to prime it
again. Your inhaler is now ready 16 use.

USING YOUR
METERED DOSE INHALER

To use the Metered Dose Inhaler follow these steps:
1. Check to be sure the canister is firmly in the plastic holder.

2. Remove the cap and look into the mouthpiece to check
for anything blocking the opening.

3. Shake the inhaler well.

4. Hold the inhaler with the mouthpiece down and breathe
out fully with your mouth away from the inhaler.

5. Putthe mouthpiece into your mouth, and close yourlips.

6. Asyou begin to breathe in deeply and slowly, press the
canister down.

7. Remove the inhaler and hold your breath as long as you
can, for a count of up to 10 seconds.

8. Then exhale slowly.

IFyour health care provider has prescribed more than one
spray, wait at least one minute before using your inhaler again.
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USING THE METERED DOSE
INHALER WITH A HOLDING
CHAMBER (SPACER)

To use your metered dose inhaler with a holding chamber, also
called a spacer, follow these steps:

. Insert the mouthpiece of the plastic holder into the holding
chamber and shake it well.

. Breathe out fully with your mouth away from the holding
chamber, then put it in your mouth and close your lips.

. Press the canister down and begin to breathe in deeply
and slowly.

. Remove the holding chamber and hold your breath as long
as you can, up to a count of 10 seconds, then exhale slowly.

If your health care provider prescribed more than one spray, wait
one minute before using your inhaler again.

Soimie holding chambers make a noise to let you know if you are
breathing in too fast. If you hear anoise, breathe in slower the
nexttime.

When'you have finished taking your medication, remove the plastic
holderfrom the holding chamber and store them both with their
caps on.

USING A HOLDING
CHAMBER WITH A MASK

If your health care provider has prescribed a holding
chamber with a mask for your child, follow these steps:

1. Insert the mouthpiece of the plastic holder into the holding
chamber.

2, Shake the inhaler well. Keep the Meter Dose Inhaler upright.

3. Place the mask on the child’s face covering both the nose
and mouth firmly.

4. Pressthe canister only once.

5. Have your child breathe in and out slowly for at least five
breaths. Then remove the mask from the face.

Ifyour health care provider has prescribed more than one spray,
wait at least one minute and repeat these steps again.

This is general information. Read the instructions that come with the inhaler
prescribed by your health care provider and follow them carefully.
Also ask your health care provider to show you how to use the inhaler and
to watch you use it.









