Washington Township High School
SCHOLASTIC STUDENT-ATHLETE SAFETY ACT
INFORMATION FACT SHEET
FOR PARENTS/GUARDIANS

Prior to participation on a school-sponsored interscholastic or intramural athletic team or squad, each student-
athlete in grades six (6) through twelve (12) must present a completed Preparticipation Physical Evaluation (PPE)
Form to the designated school staff member. Important information regarding the PPE is provided below, and you
should feel free to share with your child’s medical home health care provider.

1. The PPE may ONLY be completed by a licensed physician, advanced practice nurse (APN) or physician
assistant (PA) that has completed the Student-Athlete Cardiac Assessment Professional Development
module. It is recommended that you verify that your medical provider has completed this module before

scheduling an appointment for a PPE.

2. The required PPE must be conducted within 365 days prior to the first official practice in an athletic

season. The PPE form is available in English and Spanish
http://’www.state.hi.us,’educatianfstudentsfsafetv]heaIthz’records/ath!eticphvsicaIsform.pdf.

3. The parent/guardian must complete the History form (page one) and insert the date of the required
physical examination at the top of the page.

4. The parent/guardian must complete The Athlete with Special Needs: Supplemental History Form (page
two), if applicable, for a student with a disability that limits major life activities and, insert the date of the

required physical examination on the top of the page.

5. Thelicensed physician, APN or PA who performs the physical examination must complete the remaining
two pages of the PPE and insert the date of examination on the Physical Examination Form (page three)

and Clearance Form (page four).

6. The licensed physician, APN or PA must also sign the certification statement on the PPE form attesting to
the completion of the professional development module. Each board of education and charter school or
non-public school governing authority must retain the original signed certification on the PPE form to
attest to the qualification of the licensed physician, APR or PA to perform the PPE.

7. The school district must provide written notification to the parent/guardian, signed by the school
physician, indicating approval of the student’s participation in a school -sponsored interscholastic or
intramural athletic team or squad based on review of the medical report, or must provide the reason(s)
for the disapproval of the student’s participation.

8. For student-athletes that had a medical examination completed more than 90 days prior to the first
official practice in an athletic season, the Health History Questionnaire (HHQ) form must be completed
and signed by the student’s parent/guardian. The HHQ must be reviewed by the school nurse and, if
applicable, the school’s athletic trainer. The HHQ is available at
http:f/www.state‘ni.usfeducation/students/safetv/heaith/recardsﬂ-leaith!—!ismrvUpdate.pdf.

For more information, please review the Frequently Asked Questions which are available at
mu::/!www.state.ni.us/education/‘studentsisafetw‘healthjservices/ath!etic;‘faq.pdi You may also direct questions

to:
Mrs. Theresa Cotton, School Nurse (grades 9/10), 856-589-8500 x7631

Mrs. Kathleen Luckiewicz, School Nurse (grades 11/12), 856-589-8500 x 7044
Mr. Kevin Murphy, Assistant Principal/Director of Athletics, 856-589-8500 x7219






Washington Township High School
Department of Athletics

Student Athlete Physical and Registration Information

According to New Jersey State Code (N.J.A.C. 6A:16), students must have their sports physicals performed at their “medical
home” (family physician). If you do not have a “medical home”, contact the Athletic Office to make alternative arrangements.

Please note the following information about Sports Physicals: DO NOT GIVE PHYSICAL TO YOUR SPORT

COACH
e All physicals must be completed using the forms provided by the school. »
* No other forms will be accepted. These forms may be downloaded from the District website at www.wips.org (go to
High School/ Athletics page) or picked up from the athletic office.
e Sports physicals must have been completed within 365 days of the first day of tryouts for any given sport.
e All physicals must be reviewed by a WTHS School Nurse and reviewed and approved by the WTHS School
District Physician, per regulation. Therefore, they must be submitted by the deadline. Failure to submit on

time will result in being declared medically IN-eligible to practice/participate.

1. Ifyou answer YES to question 2 on the History Form, then your physician must complete the Asthma Action Plan.
(download from WTHS web page/pick up in Athletic office)

2. Special Needs Supplement only needs to be completed if your child has a special need.

3. All forms must be completed in full or they will be returned as incomplete.

NOTE: Student’s physician must sign, date and stamp the Clearance Form

All Forms and Registrations must be submitted by the following dates per sport season:

Fall  July 15t
Winter October 1%
Spring February 15t

No Athlete will be allowed to participate/tryout until ALL of the above steps are completed by the
deadlines mentioned above and ALL of their paperwork has been processed through the Athletic Office.

We are now offering the convenience of online registration through

FamilylD

REGISTRATION PROCESS:

Parents/Guardians should register by using this link:
https:/iwww.familyid.com/washington-township-high-school

Follow these steps:
1. To find your program, click on the link provided by the Organization above and select the registration form under the

word Programs.

2. Nextclick on the green Register Now button and scroll, if necessary, to the Create Account/Log In green buttons. If
this is your first time using FamilylD, click Create Account. Click Log In, if you already have a FamilyID account.

3. Create your secure FamilylD account by entering the account owner First and Last names (parent/guardian), E-mail
address and password. Select / Agree to the FamilylD Terms of Service. Click Create Account.

4. You will receive an email with a link to activate your new account. (If you don't see the email, check your E-mail filters
(spam, junk, etc.).

5. Click on the link in your activation E-mail, which will log you in to FamilylD.com

6.  Once in the registration form, complete the information requested. All fields with a red* are required to have an
answer.

7. Click the Save & Continue button when your form is complete.

8.  Review your registration summary.

9. Click the green Submit button. After selecting ‘Submit’, the registration will be complete. You will receive a completion
email from FamilylD confirming your registration.

At any time, you may log in at www.familyid.com to update your information and to check your registration(s).

To view a completed registration, select the 'Registration’ tab on the blue bar.

SUPPORT: If you need assistance with registration, contact FamilylD at: support@familyid.com or 781-205-2800. Support is
available 7 days per week and messages will be returned promptly.

Thank you for your cooperation. If you have any questions, please contact the Athletic Department, 856-589-8500
Ext. 7219.

Revised, July 2020
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B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physioian should keep a copy of this form in the chart,)

Date of Exam — —
Name Date of birth __ . A
Sex Ags . Grade School Spor(s) __

Medicines and Allergies: Please list all of the prescription and over-the-counter mediclnes and supplements (herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes [ No If yes, please identify specific allergy below.

O Medlcines O Pollens 1 Food O Stinging Insects
Explain "Yes" answers helow. Circle questions you don’t know the answers to.
GENERAL QUESTIONS Yos | No MEDICAL QUESTIONS Yos | No
1. Has a doctor ever denled or restricted your participation in sports for 26. Do you cough, wheeze, or hava difficulty brealning during or
any reason? after exercisa?
2. Do you have any angolng madical conditions? If so, please Identlfy 27. Have you ever used an Inhaler or taken asthma medicine?
below: O Asthma DO Anemla [ Dlabetes [ Infeclions 28. Is thera anyone in your famlly who has asthma?
Other: - -— 29. Were you born without or are you missing a kidney, an eye, a testlcle
3. Have you ever spent the night in the hosptal? (males), your spleen, or any other organ?
4, Have you ever had surgery? 30, Do you have groln paln or a palnful bulga or hemia In the groln area?
HEART HEALTH QUESYIONS ABOUT YOU Yes | No | |31. Have you had Infectious mononucleosls (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32, Do you have any rashes, pressure sores, of other skin problems?
AFTER exercise? S 33, Have you had a herpes or MRSA skin infection?
6. Have you ever had discomfort, paln, tightness, or pressure in yous 34, Have you ever had  head Injury or concusslon?
chest during exerclss? ;
= 35. Have you ever had a it or blow to the head that caused confuslon,
7. Does your heart ever race or skip beats (Iregular beats) during exarcise? profonged headache, or memory problems?
8. Has a doctor ever told you that you have any heart prablems? If so, 36. Do you have a history of selzure di.snrder'!

check all that apply: u
O High blood presaure 00 A tiearl murmur 37. Do you have headaches with exerclse?
O High cholastero] [ A heart Infection 38, Have you sver had numbness, tingling, or weakness in your arms or

O Kawasaki disease Other: i legs after belng hit or falling?

9. Has a doclor ever ordered a test for your heart? {For example, ECG/EKG, 39, Have you éver been unable 1o move your arms or legs after belng hit
echocardiogram) or falling?
10. Do you get lightheaded or feel more Shurt of Lrealy than expected 40. Havo you evor becomo Ill while exerclsing In the heat?
during exercise? 41, Do you get fraquent muscle cramps when exercising?
11. Have you ever had an unexplalned selzure? 42. Do you or sameone In your famlly have sckle cell tralt or diseasa?
12. Do you get more tlred or shart of breath more quickly than your friends 43. Have you had any problems with your eyes or viion?
i 7
Quifolexctele 44, Have you had any eye injurles?
:':A:T = : II"RU = ":"s MIU:”[:U: :mrlty - = 1200 .0 45, Do you wear glasses or contact lenses?

. Has any family member or relative died of heart problems or had an =
unexpected or unexplalned sudden death before age 50 (including 46. Do you wear prolsctive eyewear, such as goggles or a face shield?
drowning, unexplained car accident, or sudden Infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in yaur family have hypertrophlc cardiomyopathy, Marfan 48. Ave you trying to or has anyone recommended that you galn or
syndrome, arrhythmogenic righil ventricular cardlomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catechofaminerglc 49. Are you on a special dlet or do you avoid certain typas of foods?

orphic ventricu ?
polymarphic ventrcular tachycardia - 50. Have you ever had an eallng disorder?
15. Does anyone In your famlly have a heart problém, pacemaker,or | | | —=
Implanted deflbrlilator?

16. Has anyone In your family had unexpialined fainting, unexplained FEMALES ONLY

selzures, or near drowning? 52. Have you evar had a menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53. How old ware you when you had your tirst menstrual perlod?
17. Have you ever had an Injury to a bone, muscle, ligament, or tendon 54. How many periods have you had in the last 12 monthg?

that caused you to miss a practice or a game? Explaln “yes” answors here

18. Have you ever had any broken or fractured bones or dislocated Joints?

19. Have you aver had an Injury that required x-rays, MRI, CT scan,
Injeclions, therapy, a brace, a cast, or crutches? .

Have yau ever had a stress fracture?

Have you ever been told that you have or have you had an s-ray far neck
Instabillty or atlentoaxisl instability? (Down syndrome or dwarfism)

22. Da you regularly use a brace, orthotics, or other assistive davice?

23. Do you have a bone, muscle, or jolnt injury that bothers you?

24. Do any of your Joints bacome palnful, swollen, feel warm, or look red?
25. Do you have any history of Juvenlie arthritls or connectlve tissue disease?

| heraby state that, to the best of my knowledge, my answers to the ahove questions are complete and correct.

ummx of piyenl . X STRVE" ST | R G T

62010 American Acadsmy of Family Physicians, American Academy of Pedialrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Society for Sports Medicina, and American Osteopathic Acadermy of Sporis Medlelne. Parmisslon is granted to reprint for noncommercial, educational purposes with acknovdedgment.
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam ___

Name Date of blrth

Sex Age Grade School Sport(s)

. Type of disabillty

. Date of disabllity

, Glasslflcation (If available)

. Causg of disabllity (birth, dlsease, accident/trauma, other)

PE T JE-N XN S Y S

. Lint the sparts you are interested In playlng

Do you regularly use a brace, assistive device, or proslhetic?

Do you usa any spaclal bracs or asslstivo dovice for sporis?

Do you have any rashes, pressure sores, or any other skin problems?

o=~

. Do you have a hearing loss? Do you use a hearing aid?

—
=

. Do you have a visual Impalrment?

-
=

. Doyou use any spacial dovices for bowel or bladder funclion?

12. Do you have burring or discomfort when urinating?

py
@

. Have you had autonomic dysraflexia?

14. Have you ever heen diagnosed with a heat-related (hyparthermia) or cold-related (hypothermia) liness?

15. Do you have muscle spasticlty?

16. Do you have frequant soizures that cannot be contralled by medication?

Explaln “yes" answers here

Please Indlcate If you have ever had any of the following.

Allantoaxial inslability

X-ray evalustion for allantoaxial instabliity

Dislocated Joints (more than ane)

Easy bleeding

Enlarged spleen

Hepatills

Osleopania or ostacporosis

Difficulty controlling bowal

Dlfflcutty controlling bladder

Numbness or tingling In arms or hands

Numbness or fingling in [8gs or feet

Weakngss I arimis or hands

Weakness In legs or feet

Recent change In coordination

Racent change (n abllity to walk

Spina bilida

Latex allergy

Explain "yes" answers here

I hereby stale that, to the best of my knowledge, my answers to the above quastions are complete and corract,

Slgiat u!.awaux i Signature of parenl x Dt

bmrﬂAmMﬁﬁ‘A;ﬂﬂeﬁJ Iy of Famify Phpsfn'-m]i_s_. er_?ékar}r Academy of Pedialrics, American Coliee of Sports Modicine, Amarican Motical Soclsly for Sporis Medlging, American Drifiopasdic T
Socldy for Sports Medlclns, and American Osteapathic Avademy of Sparts Medicing, Farmisslon fs granted to reprint for noncammereial, educational purposes with acknowladgmant

New Jersey Department of Education 2014; Pursuant to P.L2013, ¢.71




NOTE: The praparticiaptlon physical examlnation must be conducted by a health care provider who 1) s a llcensed physiclan, advanced practician
nurse, or physician assistant; and 2) completad the Student-Athlete Cardinc Assassmant Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name ) T —

PHYSIGIAN REMINDERS

1. Conslder addltlonal questlons an mere senslilve issues
¢ Do you feel siressed out or under a lot of pressure?

Data of birth

* Do you ever feel sad, hopelass, depressed, o anxlous? Date Of Physical Examination:

* Do you fesl safe at your home or residence?
* Have you ever Irled clgarettes, ohewlng tobacco, snuf, or dip?
“ Durlng the past 30 days, did you use chewlng tobacco, snuff, or dip?
* Da you drink alcohol or use any other drugs?
° Have you ever taken anabolic steroids or used any other performance supplement?
* Have you ever taken any supplements to help you paln or lose weight or Improve your performance?
® Do you wear a seat belt, use a helmet, and ut.e cnndums"
2. Conslder revlewing queslions en card) ymp {questions 5-14).

EXAMINATION
Helght Walght O Male O Fsmale

BP / | / ) Pulse Vislon R 20/ L 20/ Corrected O Y O N
'MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

» Marfan stlgmata {kyphoscoliosls, high-arched palate, pectus excavalum, arachnodaclyly,
arm span > haight, hyperlaxity, myopia, MVP, aoriic Insufficiency)

Eyes/éars/noss/throat
* Puplls equal

* Haaring

Lymph nodes

Heart?
o Murmurs {ausculiation standing, supine, +/- Valsalva)
* Location of polnt of maximal Impulse (PMI)

Pulses
* SImultaneous femoral and radial pulses

Lungs,

Abdomen

Genitourlnary {males only)®

Skin

» HSV, leslons suggestlve of MRSA, tinea corporls
Nauraiogic®
MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elbow/forearm
Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functlonal

* Duck-walk, single leg hop

*Considar ECG, echocerdiogram, and referral lo cardlology for abnermal cardiac hislory or exam.
*Cormslder GU exam if in private setting. Having third party presen! is recommended,
“Gonslder cognltive ion or basellne neuropsychiatric testing if a history of significant concussion.

O Cleared for all sports without restrictlon
O Cleared for all sports without restricilon with recommendations for furlher evaluallon or freatment for

O Not cleared
O Pending further evaluatlon
O For any sports
O For certain sports I ——

Reason

Recommendations E

| have examined the above-named student and compleled the preparticipation physical evatuation. The athlete doss nat present apparent clinical conlralndicallons to practice and
participate In the spori(s) as oullined above. A copy of Ihe physical exam Is on record in my office and can he made avallable 1o the school at the request of the parents. If condilions
arlse afior the athlete has been cleared lor parilcipation, a physician may rescind the clearance until the problem is resolved and ihe polentlal consegquences are completely explainad
to the athiele (and parents/guardians).

Name of physician, advanced practice nurse (APN), physician asslstant (PA) (printype)_____ Date

Address_ — — —— Phone

Signature of physlclan APN, PA x e — - = —

©2010 American Academy of Family Physicians, Amencan Academy of Pedialrics, American College of Sports Medicine, Amarican Medical Soclely for Sporls Medicine, American Orthopaedic
Society for Sports Medicine, and American Osleopaih demy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment,

HEaso3 3-2681/0410
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M PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM Date of Examination:

Sex OM OF Age Date of birth B

Name

O Cleared for all sports without restriction

O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports
O For certaln sports — —

Reason e

Recommendations s

EMERGENCY INFORMATION

Alergies p— S

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on .
(Date)
Approved Not Approved
Signature: -

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications te practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice nurse {APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA _

Gompleted Cardiac Assessment Professional Development Module

Date Slgnatur

©2010 American Academy of Family Pliysitians, American Academy of Pediatrics, American Colloge of Sports Medicine, American Medlical Sociely for Sparts Med?c?ne, Amerlcan Orthopaedic
Socisty for Sparts Medcine, and American Osteopathic Academy of Sporis Medicins. Parmission is granted fo reprint for noncommercial, educational purposes with acknowledgment,
New Jersey Department of Education 2014; Pursuvant to P.L.2013, ¢.71




Department of Athletics
529 Hortfville-Cross Keys Road « Sewedl. NJ 08080 - (856) S89-85U0 ext 7219+ 1 {RSGT 250-R924

W*,E Washington Township High School
. Kevin P, Murphy, Director of Athfedies

Grade

Student Name

Sport

Dear Parent/Guardian:

This letter serves as written notification that your son/daughter can/cannot
participate in athletics at Washington Township High School for the current
year pursuant to N.J.A.C 6A:16-2.2. Please be advised that this letter
reflects the recommendation of the examining physician who completed
and signed the Athletic Pre-Participation Examination submitted to the
school on behalf of your son/daughter.

[f your child is deemed unable to participate based on an incomplete form,
please ensure that the original examining physician completes the form and
returns it to the school to be reviewed for eligibility.

Thank you for your cooperation.

School Physician/Provider’s

Examining Physician’s
Stamp and Initials

Stamp and Initials

Date Approved:f.

Date Approved:

School RN Initials - Date Reviewed







New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update

questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? YesE NoD

If yes, describe in detail;

2. Sustained a concussion, been unconscious or lost mémory from a blow to the head? YesD NOD

If yes, explain in detail:

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes D No D

“If yes, describe in detail.

4. Fainted or “blacked out?” Yes ENO D

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” YesD NOD

If yes, explain .

6. Has there been a recent history of fatigue and unusual tiredness? YesD NOD
7. Been hospitalized or had to 8o to the emergency room? YesD NOD

If yes, explain in detail |

8. Since the last physical e)l(amination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?” YesD NoD
9. Started or stopped taking any over-the-counter or prescribed medications? YesD NOD
10. Been diagnosed with Coronavirus (COVID-19)? Yes DNOD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NOD
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? Yes[:, NoD

Date: Signature of parent/guardian:

[ Please Return Completed Form to the School Nurse’s Office :,







Asthma Treatment Plan — Student

(This asthma action plan meets NdJ Law N.J.S.A. 18A:40-12,8) (Physician’s Orders)

{Please Print)

- AHERICAN
T nSSC}EIA‘IION

.

Pedivtrie/Adualt Asthma Ooulition

PAGH

Health| (1)

< [P Healt

Date of Birth

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

— that lrigner

You have all of these:

« Breathing is good

* No cough or wheeze

# « Sleep through
the night

» Can work, exercise,

and play

HOW MUCH to take and HOW OFTEN to take lt
[J Advair® HFA [ 45, [ 115, 3 230 2 puffs twice a day
[J Aerospan™ [-11, 0 2 puffs twice a day

MEDICINE

11,3 2 puffs twice a day
2 puffs twice a day
2 puffs twice a day
11,002 puffs twice a day
[ Symbicart® (] 80, O 160 11,032 puffs twice a day

[J Advair Diskus® (] 100, (] 250, [(J 500 1 Inhalation twice a day
] Asmanex® Twisthaler® (1 110, [J 220 [11, 2 inhalations [ once or [J twice a day

(] Flovent® Diskus® (] 5031000250 1 inhalatlon twice a day

O Pulmicort Flexhaler® (1] 90, (J 180 [[11, 2 inhalations [J once or [ twice a day
[ Pulmicort Respules®(Budesunlde) (30.25,(305,[31.6__1 unit nebulized (] ance or {1 twice a day :

[ Singulair® (Montelukast) (] 4, (7 5, El 10 mg 1 tablet dally

[0 Alvesco® (] 80, (1 160
O Dulera® 3 100, O] 200
CJ Flovent® ] 44, (3 110, (J 220
[JQuar®[140,(080__

palient’s asthma:

QO Colds/flu -
Q Exercise
0 Allergens
o Dust Mites,
dust, stuffed
anlmals, carpet

o Pollen - trees,
grass, weeds

o Mold

o Pets - anlmal
dander

o Pests - rogents,
cockroaches

0 Odors (Irritants)

[ Other
] None

And/or Peak flow above

If exercise triggers your asthma, take

Remember to rinse your mouth after taking inhaled medicine.

puff(s) minutes before exercise.

o

(B/Mﬂ'ﬁﬂ@w] (Vellow Zong) I1IIE> .

You have any of these:

» Cough

* Mild wheeze

= Tight chest

« Coughing at night
* Other:

If quick-relief medicine does not help within
15-20 minutes or has been used more than
2 times and symptoms persist, call your

doctor or go to the emergency room.
And/or Peak flow from to

Commue dally cnntrol medlcme{s} and ADD qmck~rellef medicme{s]

MEDICINE HOW MUCH to take and HOW OFTEN to take it

O Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed
2 puffs every 4 hours as needed

o Clgarette smoke
& second hand
smoke

o Perfumes,
cleaning
products,
scented
products

o Smoke from
burning woad,
Inslde or outslde

EMEREENGY (Red Zone) |11

3 Your asthma is

getting worse fast:
* « Quick-relief medicine did

not help within 15-20 minutes
» Breathing is hard or fast
* Nose opens wide « Ribs show
* Trouble walking and talking
» Lips blue = Fingernails blue

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

LJ Xopenex® . g 0 Weather
{7 Albuterol (3 1.25, (1 2.5 mg 1 unit nebulized every 4 hours as needed | gydden
[ Duoneb® 1 unit nebulized every 4 hours as needed temperature
[J Xopenex® (Levalbuterol) (3 0.31, {7 0.63, [J 1.25 mg _1 unit nebulized every 4 hours as needed change
(J Combivent Respimat® 1 inhalation 4 times a day ° E’,‘,‘;f ';‘n"d“g‘;’;]‘}," o
[ Increase the dose of, or add: o Ozone alert days
1 Other 0 Foods:
o if quick-relief medicine is needed more than 2 times a o
week, except before exercise, then call your doctor. o
(o]
Take these medicines NOW and CALL 911, |00t
Asthma can be a life-threatening illness. Do ot wait!  |° -
MEDICINE HOW MUCH to take and HOW OFTEN to take it |
(3 Afbuterol MDI (Pro-air® or Proventil® or Ventolin® ___4 puffs evéry 20 minutes
[ Xopenex® 4 puffs every 20 minutes This asthma treatment
[ Albuterol (3 1.25, 0 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to asslst,
[J Duoneb® 1 unit nebulized every 20 minutes | not replace, the clinical
decision-making

required to meet

And/or
Peak flow  *Other: [ Combivent Respimat® 1 inhalation 4 times a day
below (3 Other individual patient needs.
:num::,,.m.'mr.. '.;..,..m.w‘:m Permission 1o Self-administer Medicatian: . | PHYSICIAN/APN/PA SIGNATURE DATE
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