Derrylamogue N.S
Pupil Asthma Record Sheet

Pupil’s Name _________________________________________________

Address:  ____________________________________________________

               ____________________________________________________ 

Parents’/Guardians’ Phone:

Home:_________________________________Mobile:_____________________________

Work: ________________________________________

G.P.’s Name: ________________________G.P.’S Phone: ___________________________
G.P.’S Address: ________________________________________________

Hospital & Chart No: (if relevant)________________________________________________
Reliever Medication when needed: 

1. For sudden chest tightness, wheeze, shortness of breath, cough.

2. In some children: 10 minutes before exercise or PE Class

Inhalers must be supplied to the school with child’s name already labelled. 
Name, dose and how taken: 

________________________________________________________________________________________________________________________________________________
Expiry Date Checked: ________________________________________

Can your child administer the inhalers alone? __________________
Does your child understand how and how often inhalers can be used? ____________

If symptoms do not improve after following the Five Minute Rule, call 112, 999 or a doctor immediately.

Parent or Guardian Signature: ___________________________________________________________

