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SKIF CAMP Asthma Management Plan

Contact details for any enquiries, questions or concerns while we are away; will be provided on day of departure.

This record is to be completed by parents/carers in consultation with their child's doctor (general practitioner). Parents/carers should inform the youth group immediately if there are any changes to the management plan. Please tick the appropriate box and print your answers clearly in the blank spaces where indicated.

A. Child Details
1. Child’s Name:     

Date of Birth:                        .

B.  Asthma Management Plan

2. Usual signs of child’s asthma
3. Worsening signs
4. Triggers

 FORMCHECKBOX 
Wheezing
 FORMCHECKBOX 
Wheezing
 FORMCHECKBOX 
Exercise

 FORMCHECKBOX 
Tightness in chest
 FORMCHECKBOX 
Tightness in chest
 FORMCHECKBOX 
Colds/viruses

 FORMCHECKBOX 
Coughing
 FORMCHECKBOX 
Coughing
 FORMCHECKBOX 
Weather changes

 FORMCHECKBOX 
Difficulty breathing
 FORMCHECKBOX 
Difficulty breathing
 FORMCHECKBOX 
Dust, cigarette or other smoke

 FORMCHECKBOX 
Difficulty speaking
 FORMCHECKBOX 
Difficulty speaking
 FORMCHECKBOX 
Pollens:     


 FORMCHECKBOX 
Other:     

 FORMCHECKBOX 
Other:     

 FORMCHECKBOX 
Foods:     


     

     

 FORMCHECKBOX 
Other:     


5. Child’s usual medicine regime (including preventers, symptom controllers, medication before exercise)

Name of Medication
Method (e.g. puffer, spacer, turbo…)
Details

     
     
     

     
     
     

     
     
     

6. Is the child capable of self-medication?  FORMCHECKBOX 
Y  FORMCHECKBOX 
N (must be supervised)

7. Please tick the preferred First Aid plan
 FORMCHECKBOX 

a) Standard Asthma Plan
i. Sit the patient down and remain calm to reassure the patient.

ii. Without delay give 4 puffs of a Reliever Inhaler (Ventolin, Respolin or Bricanyl), using a spacer. Spacer technique = 1 puff, then take 4 breaths from spacer, repeat until 4 puffs have been given.

iii. Wait 4 minutes. If there is no improvement, give another 4 puffs, as per step two.

iv. If there is no improvement, call an ambulance (000) immediately and state that “a child is having an asthma attack”.

v. Continuously repeat steps 2 & 3 whilst waiting for the ambulance to arrive.

 FORMCHECKBOX 
 b) Patient’s Emergency Treatment (if different from above):      




D. Medical Details

8. Doctor’s name:     
                                          
Phone (BH):     

Mobile:     

9. Doctor’s signature:
                                                                                
    /    /   ___
10. Doctor’s comments (if required)


E. Parent’s Consent

11. Parent’s/Guardian’s signature:

Date:    /    /   ___







