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       Rock/Walworth Comprehensive Family Services, Inc.
Head start/Early Head Start

1221 Henry Avenue, Beloit WI  53511

(608) 299-1500   (   Fax: (608) 299-1629

ASTHMA HEALTH CARE PLAN / EL PLAN PARA EL CUIDADO DE EL ASMA

Child’s / Nombre de Niño/Niña:   _____________________________________       D.O.B. / Fecha de Nacimiento:  ____/____/____

Review only when any team member feel changes may be necessary.
Review date: _________,   _________,  ________
Parent/Guardian Name/Nombre de la Madre/Guardián: __________________________       Phone/Telėfono: ___________________

Parent/Guardian Name/Nombre de la Madre/Guardián: __________________________       Phone/Telėfono: ___________________

Emergency Contact/Contacto en caso de emergencia: ____________________________      Phone/Telėfono: ___________________

Allergies/Alergias: ___________________________________________________________________________________________

Health Care Provider/Proveedor de Asistencia Mėdica: __________________________    Phone/telėfono: _____________________
Teacher/Family Advocate/Maestro/Representante Familiar: ___________________________________________________________

Site Name/Nombre del Sentro: ____________________________________    Loc_ID/Ubicación Número: _____________________

Asthma Triggers/Quė povoca los ataques de Asma:  (Check all that apply/Marque todo que aplica)

         Exercise/Ejercicio 

        Food/Comida ________________              Pollens/Polen 

             Stress/Tensión
         Molds/Moho

        Cigarette Smoke/Humo de Cigarrillo          Respiratory Infections/Infecciones Respiratorias

         Animals/Animales/Mascotas           Change in temperatura/Cambio meterológico de temperaturas                       
         Strong Odors/Fumes/Olores químicos Fuertes  
Dust mites/cockroaches      


 



Gastroesophageal reflux disease  
 

Emotions:__________


         Other/Comments/Otros/comentarios: _______________________________________________________________________

Early Warning Signs of Asthma Attack/Las advertencias de los Ataques de Asma:

        Persistent Coughing/Tos Persistente
       Itchy chin


Itchy, scratchy or sore throat

        Waking up at night


       Dark Circles under eyes            Runny, stuffy or congested nose

        Increased tiredness                                        Headache


Fever

        Mood Change-grouchy or extra quiet           Thirst                                          Itchy, glassy or watery eyes

        Rubbing nose a lot                                        Sneezing                                     Stomach ache

          

        Feeling restless                                              Throat clearing                          Eczema flare-up

        Change in face color-pale or flushed
        Peak Flow meter readings in the “yellow zone” 

        Other/Comments/Otros/comentarios: ________________________________________________________________________

ACT FAST! ASTHMA ATTACK signs:

         Wheezing while breathing in or out/Ronquido al inhalar y exhalar
  
         Tightness in Chest/Tensión en el Pecho
         Shortness of Breath/Dificultadl al Respirar (alientos cortos)   

         Cough
         Breathing faster than normal

         Get out of breath easily

         Hurts to breath

What limitations are needed?/¿Quė limitaciones son necesarias? (Restricted physical activity, dietary restrictions, environmental control measures…)/(Restricciones de actividad fisicas, restricciones de dieta, medidas del control ambiental…)

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
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ASTHMA CARE PLAN continued/PLAN DE CUIDADO DE EL ASMA continuación







                  Child’s/Nombre de Niño/Niña: ____________________________
Danger Signs! Asthma is out of control…call 911!

               Bluish, gray or dusky color to lips and nail beds


Trouble walking


Trouble talking, can’t speak in whole sentences

   
Skin between ribs or above breastbone sucks in when breathing


Fast heartbeat or pulse


Peak Flow meter reading in the “red zone”


Nostrils flare when breathing


Quick-relief medications do not work


Other_________________________
 Steps to take during an Asthma attack/Pasos para tomar durante un ataque de Asma

1. Rest and observe/Descanse y observe

2. Give medication *see medication directions/Administración de medicina (*vea las instrucciones de la medicina)

3. Contact Parent if /Contacte a los Padres si ______________________________________________________________

4. Call 911 if/Llame al 911 si _________________________________________________________________________
Current Medications/Medicamentos Recientes:













Dosage Frequency/


Medication(s) Name /

Dosage Amount/

Prescribed times to give/

Horario de Dosis

           Nombre del Medicamento 

        Dosis                                Horario Recetado                 (How far apart to be given/

                                                                                                                                                                               Cada Cuando)

1. ____________________________________________________________________________________________________

2. ____________________________________________________________________________________________________

3.  ___________________________________________________________________________________________________
Will medication need to be given at school?      Yes/Si                 No

Can child self-administer medications?/¿El niño/niña es capaz de administrarse la medicina?         Yes / Si                      No
A Medication Authorization Form completed by parent & doctor is required prior to medication administration./Formulario autorización de la Medicina requerida antes de la administración de medicinas.

Form received?/¿Formulario recibido?                   Yes/Si                 No

Riding the Bus  and Field Trips/Excursiones:



Is medication needed for field trips?/¿Se require medicina para estas excurciones?         Yes/Si            No


If yes, designated classroom staff will follow the Medication Administration procedures for administering and monitoring
              medications while on field trips./Si la medicina es necesaria, el personal del aula continuará los precedimientos para 
              administrar y supervisar la medicina mientras niño/niña esta distante del aula y registrará información para el Supervisor de la 
              salud.
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ASTHMA CARE PLAN continued/PLAN DE CUIDADO DE EL ASMA continuación







                  Child’s/Nombre de Niño/Niña: ____________________________
Parent Directives/Instrucciones para padres:

	Equipment and supplies provided by parent / guardian / Los dispositivos y los suministros proporcionados por el padre/guardián.
	· Medication / La Medicina
· Nebulizer to deliver medication/Nebulizador para administar la medicina.

· Peak flow meter for monitoring/El instrumento para medir el aliento

· Spacer or holding chamber/La mascara mėdica (espaciador)

· Other/Otro:

___________________________________________




Training Needs / Instrucciones adicionales necesarias:

Is specialized training necessary for classroom staff?/¿La instrucción adicional es necesaria para el personal de la clase?
                  Yes/Si                No
If Yes, RN Consultant or other qualified individual will offer training./Si la instrucción adicional se necesita, el Supervisor de la Salud y el Enfermero registrado (R.N.) instruirá.

Will parent/guardian be available to assist with that training in order to individualize and meet child’s health care needs?/¿El Padre/Guardián estaran a disposición para asistir en el entrenamiento en orden para indiviluizar y llenar las nesecidades de salud de su niño?           Yes/Si                 No
All team members should sign. Signature indicates an understanding of, and a committment to follow this plan.
As a parent or guardian, I understand that failure to follow through on this plan could result in my child/ren having to leave the program and be placed back on a wait list.
	
	
	

	Parent/Guardian Signature                           Date
	
	Health Consultant /Rock Co. School Nurse   Signature                                                                              Date

	
	
	

	Staff Signature                                             Date
	
	 CDHTL/CFHA Signature                                                                                                                          Date


	
	
	

	Team Member Signature                             Date
	
	RSTL Signature                                                Date

	
	
	

	Team Member Signature                             Date
	
	Team Member Signature                                   Date


CC: Parents, teacher file, FRW/FA file                       
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