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	EASTERN OREGON HEAD START

Eastern Oregon University ( One University Boulevard ( La Grande, OR 97850 ( 541-962-3798




Asthma Protocol 
Child’s Name: _________________________________D.O.B: _____/_____/_____  Center and Class:______________
Parent/Guardian Name:
 
Phone : _________________
Parent/Guardian Name:
 
Phone : _________________
Emergency Contact:

Phone : _________________
Health Care Provider: 

Phone : _________________
Asthma Triggers: (Check all that apply)

( Exercise 
( Food  ____________________
( Pollens 
( Stress 
( Molds 
( Tobacco Smoke 
( Respiratory Infections 

( Animals 
( Change in Temperature 
( Strong Odors 
( Other/Comments :


Warning Signs of an Asthma Attack:
( Persistent Coughing
( Wheezing while breathing in or out 

( Shortness of Breath
( Tightness in Chest 

( Other/Comments:_____________________________


What limitations are needed? (Restricted physical activity, dietary restrictions, environmental control measures…) 
[image: image1.png]
	Current Medications:

	Medication(s) Name
	Dosage

Amount
	Prescribed times to 

administer meds
	Dosage Frequency/

(How far apart meds are given)

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	


Can child self-administer medications? ( Yes      ( No

Medication Authorization Form required prior to medication administration. Received? ( Yes         ( No

Field Trips:

Is medication needed for field trips?    ( Yes      ( No

Training Needs:

Is specialized training necessary for classroom staff?    ( Yes     ( No

Will parent/guardian be available to assist with that training in order to individualize and meet child’s health care needs?  
( Yes     ( No





 Parent/Guardian Signature / Firma de Padre/Guardián:                                                  Date / Fecha 






 Parent/Guardian Signature / Firma de Padre/Guardián:                                                  Date / Fecha






 Staff Signature                                                                                                                          Date 






 Health Care Provider Signature:                                                                                               Date 
Forms/Child Health and Development/Health/Asthma Protocol                                            Developed 2010
Steps to take during an Asthma attack 


Rest and observe if___________________________________________________________


Give medication if ___________________________________________________________


Contact Parent if	


Call 911 if 


child is breathing so hard they have trouble walking or talking


child’s lips or fingernails look gray or blue


child’s rescue medicine still isn’t helping after having followed the directions for taking it


other__________________________________________________________________________________________________________________











