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	Child’s name

	
	Child’s Date of Birth
	

	Year Group and Class

	
	Child’s Gender

	· Male

	
	
	
	· Female

	Home Address


	





DETAIL OF CHILD’S ASTHMA NEEDS AND MEDICATION
	Does your child tell somebody when s/he needs their inhaler?
	· Yes
	· No

	Does your child need help taking their inhaler?
	· Yes
	· No

	Does your child need to take their inhaler before exercise or play?
	· Yes
	· No

	Does your child need to take their inhaler every day? (If yes please give details below)
	· Yes
	· No

	Medication:

	Dose to be taken:

	When to be taken:

	My child’s asthma is triggered by; (please tick which of the following are triggers for your child’s asthma;

	· Cold Air
	· Colds / viral infections
	· Pollen

	· Excitement
	· Changes in weather
	· Exercise

	· Dust
	· Emotion
	· Damp / mould

	· Night
· Other 
	· Pets
	· Cigarette Smoke

	



For cough, wheeze breathlessness or sudden chest tightness, give or allow my child to take the inhaler detailed Medication 1       (please tick if applicable) OR Medication 2        (please tick if applicable)     below.  After a few minutes my child should feel better and be able to return to normal activities
	Medication 1
	Dose to be taken
	When to be taken
	Expiry date

	Salbutomol (blue) 100mcgs
	2 puffs
	Up to every 4 hours as required
	


OR (please provide details if different from above or additional medication required)
	Medication 2
	Dose to be taken
	When to be taken
	Expiry date

	

	
	
	



PARENT / GUARDIAN CONTACT DETAILS
	PARENT 1
	PARENT 2

	Name 
	
	Name 
	

	Relationship to child
	
	Relationship to child
	

	Contact Telephone Number 1
	
	Contact Telephone Number 1
	

	Contact Telephone Number 2
	
	Contact Telephone Number 2
	


 
MEDICAL INFORMATION 
	Name of GP / Medical Practice

	

	Address


	

	Trafford or Manchester based GP? (please tick)
	· Trafford
	· Manchester
	· Other

	Telephone Number
	



PARENTAL / GUARDIAN / CARER AGREEMENT
I agree that the information in this plan is accurate at the time of writing and give my consent for Kings Road Primary School / setting staff to administer my child’s inhaler in accordance with the school / setting asthma guidelines.
I will provide the school / setting with a reliever inhaler within its expiry date and where necessary, a spacer.  I will supply the School with any replacement inhalers required should the expiry date arrive whilst my child is in School
I will inform the school / setting immediately, in writing of any change in dosage or frequency of the inhaler or if it has stopped.
I understand that if my child’s reliever inhaler has had no effect the following will happen;
· An ambulance will be called
· My child will continue to be given the reliever inhaler, 1 puff every minute until the ambulance arrives
· My child’s parent / guardian / carer will be contacted

Print Name of Parent / Guardian / Carer : ___________________________________________  


Administration of medication
Name of child __________________________________________________ Class ___________

	Date
	Time
	Name of inhaler
	Number of puffs given
	Signature of Staff
	Print name of Staff
	Parent informed (date)

	

	
	
	
	
	
	

	
	

	
	
	
	
	

	
	

	
	
	
	
	

	
	

	
	
	
	
	

	
	

	
	
	
	
	

	
	

	
	
	
	
	

	
	

	
	
	
	
	












Signature Parent / Guardian / Carer __________________________________  Dated _______________
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