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ASTHMA

Why Asthma Happens:
The underlying cause of asthma is largely unknown although it tends to run in families.
Asthma can begin at any age.  Some individuals, particularly those whose disease 
begins at a young age, may eventually "outgrow" their disease; however it is not 
possible to easily predict those children who outgrow their asthma as compared 
with those who require long-term treatment.

Several events occur in the lungs when asthma is present. First, inflammation causes 
the tissues that line the airways to swell and produce thick mucus. If inflammation 
happens often and is severe it causes permanent thickening of the tissues that line the 
airways. Second, the muscles around the airways constrict (tighten), causing the 
airways to become narrow. Finally, inflamed airways become sensitive to various 
triggers and react by constricting and becoming more inflamed. These events lead to 
wheezing, cough, a sensation of chest tightness, and shortness of breath - all 
symptoms of asthma.

What Triggers Asthma:
Inflammation, mucus production, and airway-narrowing can be provoked by a wide 
variety of factors including the following:

Viral infections
Allergies
Emotional upsets
Chemical irritants such as smoking or smoke exposure
Changes in temperature or humidity
Weather changes
Various chemicals
Exercise
Fatigue
Unknown factors

How to control asthma:
Asthma can be controlled by taking medication and staying away from things that 
bother your airways.  The most common fault that occurs in the treatment of asthma 
is under treatment - a failure to use enough medicine soon enough or regularly if 
necessary.  We feel that parents and school age children being treated for asthma 
should know the names of all medications they are taking, the number of times per 
day each medication is taken and how each medication works.  Controller medications
help prevent asthma episodes and must be taken daily, as prescribed to help keep 
asthma controlled (even when you're feeling well).  Quick-relief medications open the 
airways when you are having an asthma episode.  Quick-relief medications should be 
taken as prescribed when you are having asthma symptoms.  It is important to use the
medications to prevent symptoms such as prior to exercise, prior to exposure to cold 
air, etc.  Remember, big attacks develop from small attacks of asthma.



When is asthma out of control:
When your daytime symptoms, (wheezing, shortness of breath, rapid breathing, 
coughing, or chest tightness) occurs more than 2 times per week.

When you awaken at night or in the early morning with symptoms more than 
2 times a month.

When you are using your quick-relief medication more than 2 times per week 
(other than for preventing exercise-induced asthma or with a viral respiratory infection)

When you are having trouble with your asthma, it is important to contact your doctor.

Follow-up visits are very important for evaluation of an individual's response to treatment
and for possible adjustments which can be made to prevent or further reduce difficulties.



ASTHMA IN PREGNANCY
Asthma is a chronic inflammatory lung disease characterized by recurrent breathing problems and affecting 7%
of both men and women.  Asthma cannot be cured, but it can be controlled with proper treatment.  People with
asthma can use medicine prescribed by their doctor to prevent or relieve their  symptoms, and they can learn
ways to manage acute episodes or "attacks".

Since asthma affects at least 5% of women, it is not surprising that 5 of every 100 pregnant women have asthma
making it the most common chronic respiratory disease occurring in pregnancy.  If you have asthma and are
pregnant, or are considering pregnancy, become fully informed about asthma, medication use in pregnancy,
and possible effects of asthma on you and your future baby.  To help you, here are answers to commonly asked
questions regarding asthma and pregnancy.

Will asthma have an effect on the baby? Uncontrolled asthma may have an adverse effect on you and your
fetus.  During pregnancy poorly controlled asthma, with frequent wheezing, coughing and shortness of breath,
increases the maternal risk of pre-eclampsia and the fetal risk of premature birth, low birth weight and death.
Poorly controlled asthma may decrease the amount of oxygen supplied to the fetus, which in turn may affect
fetal growth and development.  Mothers with poorly controlled asthma have been shown to deliver babies with
lower birth weights than babies born to mothers with well-controlled asthma.  However, many studies have
shown that with proper medical management of asthma, pregnancy outcome and the occurrence of
complications is no different than in women without asthma.

Will the medications used to treat asthma harm the baby? Two or three of every 100 babies are born
with a birth defect.  Only 1 in 20 birth defects are related to medicines.  Moreover, the majority of drugs used
to treat asthma appear to be safe for the developing fetus.  From studies in humans, theophylline, prednisone,
cromolyn, beclomethasone, budesonide, beta-agonist bronchodilators, and antihistamines, such as
chlorpheniramine, diphenhydramine and tripelennamine have not been associated with birth defects.  The use
of these medications during pregnancy appears to be much safer than uncontrolled asthma.

There has been much concern regarding the use of inhaled steroids, the so called cortisone-type medications,
during pregnancy.  However, these medications have been studied in humans and have not been associated with
any human birth defects and are considered safe for use during pregnancy when needed to adequately control
asthma. Short-term use of oral steroids also appears to be safe.

Will medications remain the same during pregnancy? Medications and their dosages sometimes need to
be changed during pregnancy.  In addition, if asthma symptoms change, your doctor may recommend a
different drug regimen.  Following your doctor's orders and notifying them of any changes in your asthma
symptoms is very important during pregnancy.  If you plan to become pregnant, work with your doctor to attain
the safest regimen before pregnancy.

Will the pregnancy affect the asthma? Asthma symptoms may worsen, remain the same, or improve during
pregnancy.  Currently, there is no way to predict the course of asthma during a first pregnancy, but asthma
usually follows a similar course in subsequent pregnancies.  The possibility of a change in the course of asthma
during a pregnancy is the reason why a woman with asthma should be followed particularly closely during
pregnancy.  Your doctor may prescribe a peak flow meter and have you keep daily records of "peak flows" so
that any change in the course of asthma can be detected and appropriate changes in therapy made.

What are the chances that an asthma attack will occur during labor and delivery? It is extremely
rare for patients with controlled asthma to have respiratory problems during labor and delivery.  In the unusual
event that asthma flares at this time, appropriate treatment can be given.



Are allergy shots or flu shots safe during pregnancy? If allergy shots are being given regularly prior to
pregnancy and are well tolerated, they can safely be continued during the pregnancy.  However, new allergens
should generally not be started during pregnancy.  Flu shots are safe to use during pregnancy.

What can be done to prevent symptoms of asthma? During pregnancy, it is particularly important to
avoid know of triggers of asthma symptoms.  If you smoke, it is especially important to give up cigarettes during
pregnancy.  Smoking not only can affect your asthma, but also can affect the growth of the fetus.  Second-hand
smoke is also harmful and should be avoided.  If you have known triggers for asthma such as, exposures to
animals, dusty or damp (moldy) environments, foods containing sulfites or MSG, foods known to cause allergic
reactions, or extremely cold air, it is particularly important to avoid these during pregnancy.  Stay in an air
conditioned place during pollen season and when air pollution outdoors is high.  Minimize exposure to colds
and flu by avoiding crowds and individuals with respiratory infections.

How can the woman with asthma help herself? Planning for you pregnancy is a very good start.  Once
you are pregnant, it is important to keep appointments and follow instructions.  Do not stop your asthma
medications unless your doctor recommends it.  Practice maximal avoidance of asthma triggers.  Notify your
physician at the first sign of breathing difficulty.  Check with your physician before taking any new medication
or any "over the counter" medication.

Can women with asthma exercise during pregnancy? If you exercise regularly prior to pregnancy and
exercise does not trigger your asthma, exercise can safely be continued during pregnancy.

Can women with asthma breast feed their babies? Woman with asthma should not be discouraged from
breast feeding.  Some medication may pass to the infant, but the amount is extremely small and has not shown
to affect the infant.

What are the chances that the baby will develop asthma? Asthma as well as allergies do appear to "run
in families", but there is no way of predicting those who will develop asthma as children.  There is evidence to
suggest that the incidence of asthma in children of asthmatics is increased and may be even higher if both
parents have asthma.  These genetic factors are not controllable.

However, there are environmental factors that are controllable.  There are steps which parents can take to
decrease chances of their child having severe asthma.  Eliminating cigarette smoke is a major step.  Children
raised in a home without warm blooded pets and only low levels of house dust have less trouble with asthma.



GOOD NEWS AND GREAT TIPS FOR PREGNANT
WOMEN WITH ASTHMA

Asthma Can Be Controlled During Pregnancy

You are breathing for two now, and you need to keep your asthma under close control. By taking the steps
listed in this handout, you can both control your asthma and protect your baby.

If you do not take these steps, you could lose control of your asthma. Your wheezing, coughing and shortness
of breath could deprive your baby of oxygen and slow your baby's growth inside you. Your baby could be less
healthy and smaller when born. Your baby could even come too early. Your baby's chances of dying could be
greater. But these things do not need to happen!

Here are the steps for you to take to control your asthma and protect your baby:

1. Work with your doctor.

• Keep your appointments.

• Ask your doctor all the questions you have. (Writing them down before each visit is a good idea. It  helps you
remember them all.)

• Tell your doctor about any symptoms you have. Bring your peak flow charts to each office visit.

• Tell your doctor of any concerns you have about your medicines or the other parts of your treatment plan.

• Make sure you know what your doctor wants you to do before you leave the office.

2. Take your Medicines.

• Follow directions exactly about how much and when to take asthma medicines.

• Do not stop taking your asthma medicines unless your doctor directs you to.

• Before you take ANY new medicines or over-the counter drugs, get your doctor's OK.

• Try not to take these allergy-asthma medicines while you are pregnant.

• Decongestants. These are medicines that break up or decrease excess mucus. Cold medicines often
contain this type of medicine.

• Certain antibiotics such as tetracycline.

• Live virus vaccine. Killed virus vaccines are all right.

• Immunotherapy ("allergy shots"). Do not begin allergy shots (but they may be continued if you were
getting them before this pregnancy).

• Iodides

• Medicines such as brompheniramine, epinephrine and psdudoexedrine. Ask your doctor 
about these.



Remember: Using asthma medications during pregnancy is much safer than letting your asthma get out of
control. Asthma medicines such as inhaled beta-agonists, cromolyn and inhaled steroids, are safe for pregnant
women. The babies of women who control their asthma are just as healthy as those of women without asthma.
So: Take your medicines and control your asthma!

3. Watch your asthma and treat symptoms fast.

Pregnancy is a time of change. Your asthma can change too and can get worse, better, or stay the same. If this
is your first pregnancy, there is no way to predict what will happen with your asthma. If you have been pregnant
before, your asthma will most likely change - or not change -as it did before. It is very important for you to
follow your asthma closely.

• Use a peak flow meter each day so you can find any changes in your asthma and act early.

• Know your warning signs when your asthma is getting worse.

• Make a plan with your doctor for dealing with any sign that your asthma is getting worse. Use it.

4. Stay away from your asthma triggers.

Stay away from your asthma triggers - things that you know start your asthma. Dusty or damp places. Animals,
tobacco smoke, strong odors (e.g. paint, perfume and cooking) and very cold air are examples of triggers.

When you follow these four steps, you can be sure you are doing what is best for your baby.

Answer to Some Common Questions

• Most asthma medications are safe for pregnant women. It is very important for your baby's health
that you keep your asthma under good control.

• You can exercise if you exercised before you became pregnant. Exercise is important and you
should be able to be physically active without having asthma symptoms, Talk to your doctor about this.

• You can get allergy shots. Allergy shots can be continued if you were getting them before you were
pregnant. But allergy shots should not be started for the first time while you are pregnant.

• You can get flu shots. These are made from dead viruses that will not harm you or your baby.

• Problems with asthma rarely occur during labor. If symptoms do occur, you will receive 
prompt treatment.

• You can safely breast-feed. Very little asthma medicine will get to your baby through your breast milk.
This small amount will not affect your baby.

• We cannot predict whether your child will have asthma. Your child is more likely to have asthma if
one or both you and the baby's father have asthma or allergies. However, controlling your home
environment can reduce the baby's risk of severe problems. Talk to your doctor about what steps to take.

Remember: The best way to help your baby is to take care of your asthma.
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ALLERGIC RHINITIS

Allergic rhinitis (also called "hayfever") is the term used for allergies affecting the mucous 
membranes or lining of the nose.  Also, the eyes can often be affected by allergies.

CAUSE: Allergic rhinitis can result from exposure to dust, mold, pollens, and/or animal 
danders.  Exposure to these common allergens causes certain cells in the mucous 
membranes of the nose to release histamine and other chemical mediators, which lead 
to the symptoms.

SYMPTOMS: The symptoms of allergic rhinitis include sneezing, nasal congestion, 
runny nose, and itchiness in the nose, roof of mouth, throat, eyes, and ears. 
Less frequently, post nasal drainage may cause cough or excessive throat clearing.

Some complications of allergic rhinitis may include ear infections, sinusitis, recurrent 
sore throats, cough, headaches, altered sleep patterns, fatigue, irritability, or poor work 
or school performance.

TREATMENT: If possible, avoid inhalant allergens to which you are allergic.  
Avoidance of irritating substances such as smoke or strong odors is also important.

There are numerous treatment options, which may consist of antihistamine medication 
and prescription nasal sprays, to name a few.  Treatment will be individualized to suit 
your specific condition.

Finally, allergy immunization or desensitization is also a method of treatment.  This helps 
to build your own immunity to the allergens and usually reduces symptoms and 
medication requirements, over a period of time.  This can be discussed with your allergist.

DO NOT use over-the-counter decongestant nasal sprays for more than three days in a 
row unless specifically advised to do so by your physician.  These sprays can cause 
undesirable side effects and actually cause more nasal congestion after a period of time.

CONTACT THE ALLERGY CLINIC IF:
1. The medication is not effective in reducing your symptoms.

2. The medication is causing undesirable side effects.

3. You have further questions or concerns about your allergies.



Dean Allergy

NON-ALLERGIC RHINITIS

Non-allergic rhinitis is the term used for congested nose not caused by allergy to pollens, 
molds or animal dander.  People with non-allergic rhinitis have extremely sensitive nasal 
membranes.  It is an extremely common and chronic condition, which is often worse in 
the winter. Non-allergic rhinitis cannot be cured, however there are ways of managing it.

Cause: 
Non-allergic rhinitis can be triggered by ---

1. Changes in weather, air temperature or barometric pressure.
2. Strong odors or fumes. 
3. Irritants such as smoke, dust or cold air.
4. Hormonal changes - pregnancy or thyroid disorders.
5. Over-use of over-the-counter nose drops (quick-acting decongestants, like Afrin).

Symptoms:
The above-mentioned factors may cause nasal congestion, sneezing, runny nose, 
headaches, or postnasal drainage.  If mucus drains down the back of the throat, 
it may cause excessive throat clearing or cough.

Treatment:
Treatment involves attempts to reduce the swelling and mucous production in the nose.

1. Avoid strong odors and fumes such as strong perfumes, etc.
2. Avoid smoke, dust and other irritating substances.
3. Take antihistamine and/or decongestant medications as prescribed by 

your physician.
4. Your physician may also prescribe a nasal spray.  Do not use over-the -

counter decongestant nasal sprays more than three times per day for more than 
three days in a row unless specifically advised by your physician.  These sprays 
can cause undesirable side effects and actually cause more nasal congestion after 
a period of time.

5. Saline nasal sprays or nasal irrigations using a (neti pot) may be very useful.

Contact the Allergy Clinic if:
1. The medication prescribed is not effective in reducing your symptoms.
2. The medication is causing undesirable side effects.
3. You have further questions or concerns.
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CORRECT USE OF A METERED-DOSE INHALER

It is very important to use your metered-dose inhaler (MDI) correctly, to be sure you are
receiving all the medication you need. Have your health care professional check your
technique periodically. Correctly using your inhaler is one of the most important things
you can do to improve your asthma.

Using the inhaler:

1. Remove the cap and hold the inhaler upright.
2. Shake the inhaler.
3. Tilt your head back slightly and breathe out fully

expelling as much air from your lungs as possible. 
Do not force air out. 

4. Hold the inhaler between your index finger and thumb.
See pictures of different methods at right. *Spacers are
useful for all patients; especially for young children and
older adults. They are also strongly recommended to
use with inhaled steroid medications.

5. Place the mouthpiece just inside your closed mouth
and direct it toward the back of your throat.

6. Press down on the inhaler only once to release the
medication as you start to breathe in slowly and evenly.
Continue to inhale fully. It should take 3-5 seconds to
breathe in, the longer it takes, the better the medication
will be absorbed deep in the lungs.

7. Hold your breath for 10 seconds to allow the
medication to be dispersed throughout your lungs. 
Now exhale normally.

8. Wait 1-2 minutes between inhalations and then repeat
steps 1-7 for each subsequent inhalation.

* Replace the mouthpiece cap after each use.
* Rinse your mouth with a high alcohol content mouthwash and spit it out after using 

a steroid inhaler.
* Periodically remove the metal canister and rinse the plastic case and cap with warm

water. Dry thoroughly then replace the canister into the case and replace cap.

CLOSED MOUTH
TECHNIQUE

SPACER 
TECHNIQUE
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NEBULIZER USAGE GUIDELINES AND CARE OF YOUR NEBULIZER

A nebulizer is a device driven by a compressed air machine. It allows you to take
asthma medicine in the form of a mist (wet aerosol). It consists of a cup, a mouthpiece
attached to a T-shaped part or a mask, and thin, plastic tubing to connect to the
compressed air machine. A nebulizer may be used for these types of patients:

• Children under 2 years of age.
• Patients of any age who have problems using metered-dose inhalers.
• Patients with severe asthma.
• Patients with severe exacerbations of asthma.

A nebulizer helps to make sure you get the right amount of medicine.

Routinely cleaning the nebulizer is important because an unclean nebulizer may cause
an infection. A good cleaning routine keeps the nebulizer from clogging up and helps it
last longer.

Directions for using the compressed air machine may vary (check the machine's
directions), but generally the tubing has to be put into the outlet of the machine before
it is turned on.

HOW TO USE A NEBULIZER
1. a. If your medicine is premixed, empty vial into cup and tighten lid. Go to step 2. 

b. If your medicine is not premixed, measure the correct amount of saline into
the cup. Then measure the correct amount of medicine using the eye
dropper in medication bottle and put it into the cup with saline.

2. Fasten the mouthpiece to the T-shaped part and then fasten this unit to the
cup OR fasten the mask to the cup.

3. Put the mouthpiece in your mouth. Seal your lips tightly around it OR place the
mask on your face.

4. Turn on the air compressor machine.
5. Take slow, deep breaths in through your mouth.
6. Hold each breath 1 to 2 seconds before breathing out.
7. Continue until the medicine is gone from the cup (approximately 8-12 minutes).
8. Store the medicine as directed after each use.

NEBULIZER CLEANING NEEDED AFTER EACH USAGE
1. Remove the mask or the mouthpiece and T-shaped part from the cup. Remove the

tubing and set it aside. The tubing should not be washed or rinsed. The outside
should be wiped down. Rinse the mask or mouthpiece and T-shaped part in warm
running water for 30 seconds. Use distilled or sterile water for rinsing, if possible.
And once per day, the mask or mouthpiece and T-shaped part should be washed
with a mild dishwashing soap and warm water.

2. Shake off excess water. Air dry on a clean cloth or paper towel.
3. Disconnect the tubing from the compressed air machine. Store the nebulizer in a

Ziploc plastic bag.
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NEBULIZER USAGE GUIDELINES AND CARE OF YOUR NEBULIZER (continued)

CLEANING NEEDED ONCE OR TWICE A WEEK
1. Remove the mask or the mouthpiece and T-shaped part from the cup. Remove

the tubing and set it aside. The tubing should not be washed or rinsed. Wash
the mask or the mouthpiece and T-shaped part with a mild dishwashing soap
and warm water.

2. Rinse under a strong stream of water for 30 seconds.
3. Soak for 30 minutes in a solution that is one part distilled white vinegar and

two parts distilled water. Throw out the vinegar water solution after use; do not
reuse it.

4. Rinse the nebulizer parts under warm running water for 1 minute.
5. Shake off excess water. Air dry on a clean cloth or paper towel.
6. Disconnect the tubing from the compressed air machine. Store the nebulizer in

a ziploc plastic bag.
7. Clean the surface of the compressed air machine with a well-wrung, soapy

cloth or sponge. You could also use an alcohol or disinfectant wipe. NEVER
PUT THE COMPRESSED AIR MACHINE IN WATER

TYPES OF MEDICATIONS USED IN NEBULIZER AND PROPER PREPARATIONS
1. ALBUTEROL - This comes n a unit dose vial if used by itself or comes in a

multidose bottle if used in combination with other meds (Cromolyn Sodium or
Atrovent). The recommended dose of Albuterol in the multidose vial is .25 ml
for infants and small children and .50 ml for older children and adults. If the
multidose bottle is used in the .25 ml or .50 ml dose you must dilute the
medication with 2 cc's of saline solution. Otherwise there would not be enough
liquid in the cup to nebulize.

2. ATROVENT - This comes in a unit dose vial. It can be used alone or in
combination with Albuterol to get a potentiated effect. If Atrovent is used in
combination with Albuterol, use Albuterol in the multidose bottle in prescribed
dose and also add 1 unit dose vial of Atrovent to nebulizer cup.

3. CROMOLYN SODIUM - This comes in a unit dose vial. It can also be used
alone or in combination with Albuterol. If it is used in combination with
Albuterol, use the Albuterol in the multidose bottle in prescribed dose and add
1 unit dose vial of Cromolyn Sodium to nebulizer cup.

4. PULMICORT RESPULES - This must be given by a Pari Jet nebulizer, tubing
and Pari mask. The mask must be tight fitting over the face and medicine must
not get into eyes. This medicine cannot be given by a blow by method as some
other medicines are. You must wash the face and mouth out after each
treatment so as not to get a fungal infection. The medicine is light sensitive and
must be kept in the foil package. It can be given in combination with albuterol if
needed. It comes in .25 or .50 dosages and is usually given once per day, but
use as directed by your physician. It is the only anti-inflammatory medication
which can be given via nebulizer.
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USING A TURBUHALER - A TYPE OF DRY POWDER INHALER

What is a dry powder inhaler?
A dry powder inhaler, or DPI, is a device used to deliver asthma medication directly to
the lungs.

How do I use a Turbuhaler - a type of dry powder inhaler?
In order to guarantee effective administration of the medication in the Turbuhaler, the
following steps should be performed:

1. Loading a dose:
a. Hold Turbuhaler upright
b. Twist cover and lift off
c. Twist the grip fully to the right and back to the left. A click will be heard.

Repeat this process again only the first time the Turbuhaler is used, in order
to prime it.

2. Inhaling the medication:
a. Turn head away from the Turbuhaler and breathe out. Don't blow or exhale

into the Turbuhaler.
b. Placing lips onto mouthpiece, inhale deeply and forcefully. If additional

inhalations are required, repeat the above process to load a dose. Rinse
mouth after use.

How do I know how much medication is left in my turbuhaler?
The dose indicator window will tell you when you are running low on medication.
When the window is clear, doses remain. If red appears at the top of the window, you
have 20 doses left and you should refill soon. If red appears at the bottom of the
window, there are no doses left.

Remember!
• Twist, Click, and Inhale. It is that easy!!
• Always keep cover on when not in use and store in upright position.
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LIQUID NOSE SPRAY INSTRUCTIONS

The prescribed nose spray you have received works best when used daily as indicated 
below. This is important to the long-term improvement of your health.

Before use:

1. Gently shake the bottle and remove the dust cover.

2. Prime pumping mechanism if necessary.

3. Blow your nose to clear nostrils.

Using the spray:

4. Tilt your head slightly forward.

5. Using the right hand to hold the sprayer, gently place the tip of the spray nozzle in 
the left nostril, in the lower part of the nose.

6. Point the spray nozzle slightly outward (toward the left eye).  

7. Spray one spray while gently breathing in through the nose. Sniff only enough to 
keep liquid from running out your nose, but not enough to force it down the back 
of your throat. Remove sprayer from the nose.

8. Repeat steps 4-7 on the right side, using left hand, point towards right eye.

9. When more than one spray per nostril is required, repeat steps 4-8.
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Anti-Inflammatories: Inhaled Steroids (Corticosteroids)

What are some examples of inhaled steroids?
Commonly used inhaled steroids, or corticosteroids, include:
• Beclomethasone Dipropionate (Beclovent, Vanceril)
• Flunisolide (AeroBid)
• Fluticasone Propionate (Flovent)
• Triamcinolone Acetonide (Azmacort)
• Budesonide (Pulmicort)

How would I take inhaled steroids?
Inhaled steroids are administered using a Metered Dose Inhaler (MDI) or a 
Dry Powder Inhaler (DPI).

How do inhaled steroids work?
Inhaled steroids prevent swelling of the airways and CONTROL the inflammation.  
It may take up to 2 weeks to see improvement of symptoms when using this 
medication. This medication will not provide immediate relief of symptoms.

When should I use an inhaled steroid?
Inhaled steroids must be taken DAILY to help decrease and CONTROL the swelling 
or inflammation in your airways caused by asthma.

What are the side effects associated with inhaled steroids?
Side effects are infrequent, however the following may occasionally occur:
• Cough
• Hoarseness
• Sore Throat
• Thrush (yeast infection of the mouth)

Remember!

• Inhaled steroids are used to PREVENT and CONTROL asthma symptoms from 
starting and MUST be taken EVERY DAY.

• They DO NOT provide relief of symptoms once they are started.

• When using both your bronchodilator and your anti-inflammatory inhaler, 
use your bronchodilator first.

• Side effects will be reduced or eliminated by using a spacer and rinsing your 
mouth with water after use.
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Leukotriene Modifier Medicines

What are some examples of leukotriene modifier medicines?
These medicines include:
• Montelukast (Singulair)
• Zafirlukast (Accolate) 

How would I take leukotriene modifiers?
These medicines are available as tablets to be taken once or twice per day.

How do leukotriene modifiers work?
Leukotriene modifiers help prevent asthma symptoms by blocking part of the 
asthma reaction.  These medications will not provide immediate relief of symptoms.

When should I use a leukotriene modifier?
Leukotriene modifiers must be taken DAILY to help decrease and CONTROL the 
swelling or inflammation in your airways cause by asthma.

What are the side effects associated with leukotriene modifiers?
Side effects are infrequent, however headaches may occasionally occur with 
these medications.
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Long-Acting Bronchodilators

What are some examples of long-acting bronchodilators?
Commonly used long-acting bronchodilators include:
• salmeterol (Serevent)
• long-acting albuterol (Volmax and Proventil Repetabs)

How would I take long-acting bronchodilators?
Salmeterol is administered using either a Metered Dose Inhaler (MDI) or a Dry Powder 
Inhaler (DPI).  Long acting albuterol is administered by mouth as tablets.

How do long-acting bronchodilators work?
Long-acting bronchodilators help prevent asthma symptoms by keeping airways 
open up to the 12 hours.  They can help prevent symptoms at night.  Because 
these medicines act slowly, they will not provide emergency relief during 
an asthma episode. Do not use these for quick-relief of asthma symptoms.

When should I use a long-acting bronchodilator?
A long-acting bronchodilator should only be taken as specifically prescribed by 
your physician.  It is almost always taken in addition to an inhaled steroid when 
the inhaled steroid alone is not controlling symptoms.  This type of medicine can 
be given every 12 hours.

What are the side effects of long-acting bronchodilators?
Possible side effects associated with long acting bronchodilators include headache, 
tremor, and irregular heartbeat.

Remember!

•  Long-acting bronchodilators should only be taken as prescribed by your physician.

•  They are used to PREVENT and CONTROL asthma symptoms from starting.

•  They DO NOT provide quick relief of symptoms.
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HOUSE DUST CONTROL

House dust can be a significant source of year-round allergic symptoms.  Dust is 
composed of material fibers, human skin particles, animal dander, dust mites, and 
tiny particles from the deterioration of household articles.  Microscopic dust mites 
are an important cause of allergic reactions to house dust.  There are high concentration 
of dust mites in mattresses, pillows, upholstered furniture, bed linens, stuffed 
toys, and carpeting.  Forced air heat may increase airborne dust, causing greater 
difficulty in winter dust control.  Dust mites thrive in temperatures above 70° with a 
relative humidity of 75-80% and die when humidity falls below 40-50%.

Avoidance of house dust is important in the treatment of individuals with allergies as it 
may provoke symptoms or aggravate existing symptoms.  Medication and other 
forms of treatment cannot substitute completely for some simple dust 
control measures. The allergic individual should have one relatively dust-free room, 
ideally the bedroom.  

Simple dust control guidelines include the following:

1. To prepare the individual's bedroom:

a. Clean under and around furniture; clean rugs thoroughly.

b. Encase the mattress, pillows, and box spring in dust-proof covers available 
at most department stores and allergy wholesale suppliers.

c. Wash bedding every 7-10 days in hot water with detergent. Dry in high 
temperature dryer cycle for 60 minutes.

d. Use washable bedspreads, curtains, and rugs. Wash these every 4-8 weeks.

e. Avoid upholstered furniture, limit furnishing and stuffed toys.

f. If possible, remove carpeting from bedrooms.

continued on other side.......................



Simple dust control guidelines include the following (continued):

2. Other measures which may reduce dust in the room include:

a. Keep windows closed as much as possible.

b. No smoking or pets should be allowed.

c. Heating air vents may be covered with cheesecloth and changed every 2-3 
weeks.  The bed should not be positioned near the vents.

d. Clean once per week, vacuum and dust using a damp or oiled cloth rather 
than a broom or duster. Use double thickness bag or HEPA filter to vacuum.

3. To keep your home as dust free as possible:

a. Change the furnace filter about once per month.

b. Clean once per week and select easily cleaned home furnishings.

c. Avoid wet shampooing or steam cleaning of carpeting.  Avoid placing carpeting
on concrete floors. (especially in basements).

d. Maintain household humidity in the winter (between 35-40% is ideal) but 
clean the humidifier every few weeks to avoid mold growth.

e. Use air conditioning to keep inside humidity <50% during warm weather 
months.  An inexpensive hygrometer (humidity guage) may help monitor 
the humidity.  Use dehumidifiers in basements.

f. A portable room-sized air purifier unit may be recommended by your provider, 
which may be useful for animal dander and other airborne allergens.  
Hot air duct cleaning is usually not recommended as it is doubtful whether 
dust mites can live in these dry environments.
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Mold Avoidance Methods

• Avoid damp areas such as cellars, barns, storage areas, 
summer cottages and basements.

• Control indoor humidity by dehumidification / air conditioning.

• Use dehumidifiers in damp basements.

• Basement walls should be painted with mold resistant products.

• Be sure storage areas are dry and items to be stored are completely 
dry when put away.  Damp boots, shoes, sneakers and clothing should 
be dried immediately before storage.

• Mold removal products are available at most paint stores for use on 
areas of obvious or suspected mold growth.

• Mold resistant paint is preferable to wallpaper.

• Old books, paper, furniture, rugs and stored items should be discarded 
if they smell musty or if there is suspected mold growth.  As little as 
possible should be stored in the mold-sensitive individual's room.

• Avoid placing carpeting on concrete floors.

• Clean washable surfaces with 10% bleach-detergent or an approved fungicide.

Although the above measures may be helpful, they may not be completely achievable or 
successful in reducing allergy symptoms.  Therefore, most patients will require medication 
to help control their allergic symptoms.  You should take your medication as directed by 
your physician.



Provider Number:__________  Patient Name or Code:____________________  Date:___/___/___

Birth Date:___/___/___ Gender: � M � F

Visit?_________________________________ Date:___/___/___
mm/dd/yyyy

mm/dd/yyyy

mm/dd/yyyy

Risk Factors 
(select all that apply):
� Family history of

asthma & allergies

� Environmental
Factors

� Indoor allergens
(e.g., dust mites)

� Selected outdoor
allergens (e.g.,
grass pollen,
fungi)

� Tobacco smoke

� Pediatric Factors

� Respiratory
infections (e.g.,
RSV, rhinovirus)

� Atopic
dermatitis

� Repeated
wheezing < age 5

� Other

Testing Completed:
� Pulmonary

Function

Allergy Testing
� Skin Tests
� In Vitro

� CXR

�Other_______________

Triggers 
(select all that apply):
� Weather

� House dust
exposure

� Mold exposure

� Animal exposure

� Pollen exposure

� Foods

� Exercise

� Irritants (e.g., strong
odors, air pollutants,
smoke from tobacco
or stove/fireplace)

� Emotional stress

� Respiratory
infection

� Aspirin

� Sulfites

� Other_____________

Allergies: _______________________________________________________________________________________________________

Physical Exam:

Height: RR:

__________ __________

Weight: Pulse:

__________ __________

Temperature: BP:

__________ __________

WNL Abnormal

� � Overall appearance

� � Skin

� � Lumph nodes

� � HEENT

� � Lungs

� � Heart

� � Abdomen

Pulmonary Function Tested:

PEF _________________l/min

Assessed in:
� Office

� Personal Best

FEV:_______________________

FVC_________________________

Yes No
�  � Correct use of meter

evaluated: 

Daytime

� None
Frequency:  ________

/day  week  month  year  
(circle one)

Type (select all that apply):
� Exercise-induced

� Wheezing

� Tightening of chest

� Shortness of breath

� Cough

� Sputum production

� Other ______________________

Nocturnal

� None
Frequency:  ________

/day  week  month  year  
(circle one)

Type (select all that apply):
� Awakened by symptoms

� Wheezing

� Tightening of chest

� Shortness of breath

� Cough

� Sputum production

� Other ______________________

Use of Quick Relief Inhaler

� N/A

# of canisters used:_______________/month
# of canisters used:_______________/year
# of puffs used/day:_______________

Yes No
�  � Symptoms improved < 15

minutes

Signs & Symptoms (experienced in last 2-4 weeks):* Patient Completed an Asthma Assessment Tool: � Yes � No

Exacerbations (since the last office visit):

� None
Frequency:  ________

/day  week  month  year  
(circle one)

Severity:
� Mild        � Moderate        � Severe

Yes No
�  � Exercise-induced

�  � Missed work/school days

Other cause: ______________________

Need for:
Yes No
�  � Increased use of beta2-

agonists/quick relief inhaler

�  � Increased use of oral
corticosteroids

�  � Emergency/hospital visits
�  � Acute office visits

Classification of Asthma Severity:

� Mild intermittent
� Mild persistent
� Moderate persistent
� Severe persistent

Date of most recent classification:
� This visit         � Last visit
� Other___/___/___



Office Visit Date:___/___/___   Patient:_____________________________________ Age: ________

Copy to:___________________________________________________Date of Referral:___/___/___

VS: BP______(L)______(R), P______R______T______Ht______in. Wt.______Lbs.

Gen. Appearance:_____________________________________   Sa02______     PEFR______1/min

mm/dd/yyyy

CC:

Present Illness Describe or (x) for positive or abnormal responses
Chief Complaint Severity:
History of Present Illness Frequency: Duration:

Seasonal (Months): Time of Day:
FAMILY HISTORY 

PAST HISTORY SOCIAL HISTORY (x) Positive Response - indicate which family member
❑ Medications ❑ Marital ❑ Asthma
❑ Allergies ❑ Tobacco, alcohol, drug ❑ Hayfever
❑ Operations ❑ Employment, occupational ❑ Eczema
❑ Trauma ❑ Housing ❑ Migraine
❑ Past Illnesses ❑ Social ❑ Drug/Food Allergy
❑ Pregnancy ❑ Financial ❑ Urticaria/Ang-ED
❑ Growth ❑ Exercise ❑ Atopic Derm
❑ Development ❑ Diet ❑ Cystic Fibrosis
❑ Immunizations ❑ Travel ❑ Arthritis
❑ Behavior
❑ Emotional status

AGGRAVATING/PRECIPITATING FACTORS:
❑ Home ❑ Indoors ❑ School ❑ Work ❑ Outdoors
❑ Weather ❑ Cold ❑ Smog ❑ Heat ❑ Fog
❑ Wind ❑ Grasses ❑ Weeds ❑ Flowers ❑ Animals
❑ Insects ❑ Mold/mildew ❑ Air Conditioning ❑ Raking Leaves ❑ Heating
❑ House Dust ❑ Chemical Irritants ❑ Paint ❑ Smoke ❑ Perfume
❑ Cosmetics ❑ Soaps/Detergents ❑ Aerosols ❑ Stuffed Toys ❑ Foods
❑ Exercise ❑ Infections ❑ Wool ❑ Drugs ❑ Emotions ❑ Preg/Menst

ALLERGY REVIEW OF SYMPTOMS: (x) Positive or Abnormal Responses:
❑ Headaches
❑ Eyes ❑ Redness ❑ Tearing ❑ Itch ❑ Puffiness
❑ Nose ❑ Colds ❑ Discharge ❑ Stuffiness ❑ Hayfever ❑ Itch ❑ Bleeding ❑ Sneezing
❑ Throat ❑ Frequent Infection ❑ Bad Breath ❑ Post Nasal Drip ❑ T/A (Age)  
❑ Clearing-Freq. ❑ Voice Change
❑ Sinusitis ❑ Snoring
❑ Ears ❑ Freq. Infection ❑ Pain ❑ Hearing Loss ❑ P.E. Tubes
❑ Chest ❑ Asthma ❑ Bronchitis/Pneumonia ❑ SOB ❑ Chr. Cough
❑ Skin ❑ Eczema ❑ Insect Bites ❑ Cont. Derm. ❑ Angio-Edema ❑ Uticaria

❑ Atopic Derm. ❑ Pruritus
❑ GI ❑ Nausea/Vomitting ❑ Appetite ❑ Colic Hx. ❑ Bowel Change

❑ Lact. Intol. ❑ Hep./Jaund.
❑ Stools

❑ Mucus ❑ Foul Odor ❑ Blood
❑ GU ❑ Infection ❑ Urine Bleeding ❑ Bedwetting ❑ Incont.
❑ General ❑ Weight Loss ❑ Emotional Problems ❑ Sleep Pattern ❑ Missed School/Work
❑ Females ❑ Menarche ❑ Menstrual Periods ❑ Menopause



COMORBITY INDEX

CHILD: Has your child ever been diagnosed as having any of the following conditions?

YES NO

A. Neonatal lung problems at birth-ventilator or 02 1 2

B. Heart trouble 1 2

C. Sugar diabetes (diabetes mellitus) 1 2

D. GERD 1 2

E. Arthritis 1 2

F. Seizures 1 2

G. Kidney disease 1 2

H. Cancer (not including skin cancer) 1 2

I. Depression 1 2

J. Smoking exposure 1 2

ADULT: Have you ever been diagnosed as having any of the following?

YES NO

A. Congestive heart failure 1 2

B. Sugar diabetes (diabetes mellitus) 1 2

C. Ulcer or gastrointestinal bleeding 1 2

D. Arthritis or rheumatism 1 2

E. Sciatica or chronic back problem 1 2

F. Hypertension or high blood pressure 1 2

G. Angina 1 2

H. Heart attack of myocardial infarction 1 2

I. Stroke 1 2

J. Kidney disease 1 2

K. Cancer (not including skin cancer) 1 2

L. Depression 1 2

M. ADD 1 2

N. Heartburn/GERD 1 2

O. Snoring or sleep trouble 1 2

P. Smoking 1 2



ALLERGY PHYSICAL EXAM

General: Nose: TMs:
� Completely Normal � Normal � Normal color/app./mobility
� Ill, mild distress � Airflow dim. � Erythematous
� Allergic shiners/nasal crease � Septal dev. L/R � Fluid
� Pain over sinuses � Pale � Dull

� Edematous � Scarred
Frame Size: � Polyps L/R � Decr. mobility
� Small � Erythematous � Tubes in place
� Medium � Blue
� Large � White secr. Throat/Neck:
� Obese � Purulent secr. � Normal oropharynx/trachea

� Clear secr. � Normal lymph nodes
Skin: � Normal thyroid
� Normal Lungs: � Enlarged tonsils 1/2/3/4
� Dry Skin � Clear � Cobblestoning
� Rash over the: � Airflow normal � Secretions white/clear/pur.
� Edema � Airflow dim. � Erythematous

� Inc. Decr. expir. phase � Tracheal deviation
Chest: � Inspir. stridor � Thyroid abnormal
� Normal � Coarse sounds/Rhonchi � Lymph nodes enlarged
� Clubbing � Rales
� Cyanosis � Wheezes Conjunctivae:
� Pectus deformity � Normal
� Increased A-P diameter � Injected

� Papillary changes
� Corneal changes

Asthma: (select one) Is Asthma
� Mild intermittent � Mild persistent � Controlled � Poorly controlled
� Moderate persistent � Severe persistent

Factors Complicating Current Conditions: Is Rhinitis ... (check all that apply)
(check all that apply) � Seasonal
� Atopic dermatitis � Obstructive sleep apnea � Perennial with spring exac.
� Allergic rhinitis � Viral resp. infections � Perennial with summer exac.
� Nonallergic rhinitis � Poor compliance w/ meds/advice � Perennial with fall exac.
� Otitis media � Smoking � w/ nasal polyps
� Sinusitis � Exercise � w/ aspirin sensitivity
� GERD � Pg

Is Sinusitis ... (check all that apply)
� Acute � Recurrent � Chronic

Date: Physician Signature:

GENERAL

Type of Exam Description

� Problem focused 1 (•)* element
� Expanded problem focused 6 (•) elements
� Detailed 12 (•) elements
� Comprehensive 18 (•) in 9 systems or all

(•) in single organ system



MD FORM

Good Fair Poor

1. Refill Compliance 1 2 3

2. “Willingness to Pay” 1 2 3

3. Social Support System 1 2 3

4. Response to Treatment Goals 1 2 3

5. Check the items the patient uses at home.
� Peak Flow Meter — Range/Best  
� Spacer c MDI
� Nebulizer
� Dry Powder Inhaler
� MDI s Spacer

7. Pharmacy Benefits:
� Full Price
� Co Pay
� Free

8. Dx:
� Mild Intermittent Asthma � Episodic Asthma (intermittent mod-severe)
� Mild Persistent Asthma Other:
� Moderate Persistent Asthma �
� Severe Persistent Asthma
� Allergic Rhinitis - seasonal
� Allergic Rhinitis - perennial
� Sinusitis �

9. Plan
� Continue Current Home Asthma Treatment Plan
� Begin New Home Asthma Treatment Plan

10. Treatment Plan
� Remove, avoid and/or treat triggers.
� Asthma education: emphasizes the critical importance of long-term controller agents for

inflammatory nature of asthma.
� Teach peak flow meter, inhaler, spacer (EZ spacer, Aerochamber, Inspirease, etc.)

techniques.
� Review the written simplified asthma action plan with patient and/or guardians.
� Long term daily medication: _______________________________________________________
� Quick relief medications: __________________________________________________________
� Other medications:________________________________________________________________
� Schedule regular follow up visits at 1 to 6 month intervals (weekly if necessary) to assess

degree of asthma control.
� Reduce the dose of inhaled steroids about ____ every ___ to ___ months to the lowest dose

possible required to maintain control of all asthma symptoms. 
� Obtain spirometry to document attainment of (near) normal airway function at least once

a year.
� Provide annual influenza vaccination. Consider pneumococcal vaccine and/or varicella

vaccine if it is clinically indicated.

� F/U exam: eye exam � Bone density: See primary physician _____________________

Clinician Name _________________________________Signature ________________________________

6. Quality of Life
Affected by Asthma:
Yes No
� � Missed work/school
� � Sleep disturbances
� � Restricted activities
� � Unscheduled ED/hospital

stays



ALLERGY PATIENT CARE INSTRUCTIONS

Environmental Recommendations are: Patient Education Handouts Given for:

� Allergen avoidance � Smoking

� Remove animal from residence � Environmental control

� Remove animal from bedroom � Immunotherapy Benefits/Risks

� Dust mite control measures � Respiratory viral illness

� Use AC (air-conditioning) � Asthma and pregnancy

� Keep doors and windows closed in the house � Asthma action plan

� Quit smoking/cessation measure discussed � Steroid Benefits/Risks - growth, osteoporosis

� Family members should stop smoking indoors � Signs/Symptoms

� Food avoidance � Peak flow meter

� GERD

� Inhaler use

Allergies:

ASTHMA/ALLERGY INFORMATION

Daily Medications:

1.

2.

3.

4.

5.

As Needed Medications:

1.

2.

3.

Other:

Respiratory Therapy

� Use of controlled breathing and
relaxation techniques to control
symptoms

� Peak flow meter use to check
accuracy of self estimation of air
flow

Exercise Prescription

� Weight bearing exercise - stair
stepper or walking:  3-4 times week
15>30 min.

� Breathing and accessory muscle
exercises qd

Dietary Recommendations

� Continue low calorie diet, increase
intake of fruits and vegetables, and
calcium to offset effects of steroid
medications
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ALLERGY PROTOCOL FOR DISCHARGING PATIENTS

1. Review all medications prescribed including:

� Demonstrate proper technique for inhaler use

� Diskus inhalers, e.g., Advair

� MDI multi-dose inhalers, e.g., Proventil HFA, Flovent, Combivent

� Turbuhaler, e.g., Pulmicort

� Autohaler, e.g., Maxair

� Aerolizer inhaler, e.g., Foradil

� Give out and demonstrate proper use of nebulizer machines and appropriate
tubing/mask.

� Albuterol

� Pulmicort

� Review drug dosing and refill authorizations allowed.

� Give out medication samples as needed.

2. Give out school/work forms.

3. Give out educational information sheets including:

� National Jewish handouts

� Discuss and demonstrate use of nasal irrigation options.

� Discuss immunotherapy information and order antigens if needed.

� Give out school forms and discuss with parent the use of medications at school.

� Give out and teach proper use of peak flow meters.

4. Set up appointments for any of the following:

� 2 and 4 channel sleep studies

� CAT scans

� Sweat tests at U.W. Hospital

� Labs

� Referrals to other providers, e.g., ENT, Pulmonary, Dermatology

� Call for labs

� Call for progress report

continued on next page
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5. Miscellaneous

� Call in scripts to patient's pharmacy when requested

� Remind patients of F/U appointments

� Answer any questions

� Give out business cards and discuss emergency action plan as needed

In Test:

� Routine 16 � Routine 22 � Routine 8 Foods � Others (see test sheet)

� MMR       � PCN        � Other__________________________________

� Before � Before and After_______________________________Bronchodilator

� Hiss � Hiss Post � DT Pneumovax_______________________________ 

� Other_________________________ � Sinus � CXR

� CT Sinus � CT  Chest        � Neck for Adenoids � Other________________

� Return with films

Other Testing:

� Mecholyl � Full PFT � Challenge � Peak Flow Record

� Sleep Study: � Home � Sleep Lab

� Peak Flow:

Green________ Yellow________ Red________ Record________

� Immunotherapy: Where?__________________________________________

Instructions:_________________________________________________________________________

� Environmental Control:

� Mite: � Carpet Out � Treat Carpet?
Tannic Acid/Acarosan

� Pet: Out of  BR/Out of house/Frequently bathe pet

� Latex:

continued from previous page



Follow-up ASTHMA/Rhinitis History Form

Patient Name

Date of Birth

1. Rate the severity of the patient’s ASTHMA SYMPTOMS:

None Moderate Extreme

Wheezing: 1 2 3 4 5 6 7

Chest Tightness: 1 2 3 4 5 6 7

Shortness of Breath: 1 2 3 4 5 6 7

Cough: 1 2 3 4 5 6 7

Others: 1 2 3 4 5 6 7

1 2 3 4 5 6 7

2. Rate how significant a role these factors play in inducing the patient’s symptoms:

ALLERGIC

None Moderate Extreme

Spring: 1 2 3 4 5 6 7

Summer: 1 2 3 4 5 6 7

Fall: 1 2 3 4 5 6 7

Winter: 1 2 3 4 5 6 7

Cats: 1 2 3 4 5 6 7

Dogs: 1 2 3 4 5 6 7

Other Animals: 1 2 3 4 5 6 7

Grass Clippings: 1 2 3 4 5 6 7
(outdoor exposure)

Damp, Moldy Places: 1 2 3 4 5 6 7

Please continue to other side



SMOKING HISTORY

1. Smoker? (circle one) YES PREVIOUSLY NO

If YES:
Packs per day: No. Years Smoked: No. Pack Years:

If Previously:
When Stopped: Why:

MEDICATIONS

Current Helpful? Previously Used Helpful?

Adverse Drug Reactions: � Nasal Irritation � Dry Mouth
� Post Nasal Drip � Headache

Rx Side � Bad Taste/Smell � Nervousness
Effects � Stinging � Nausea

� Hoarseness � Diarrhea

Prior immunotherapy? YES NO

IF YES: Dates: to

Doctor:

Helpful: (Circle one) YES NO

Tonsils & Adenoids removed? YES NO

IF YES: Age removed?

Asthma? YES NO

(IF YES, see Asthma History Form)



Follow-up Rhinitis/Asthma History Form

Patient Name Date of Birth Sex

Today’s Date Occupation Worked in this area since

Symptoms Since

RHINITIS SYMPTOMS:

YES NO YES NO

Nasal Stuffiness: 1 2 Throat or Soft Palate Itch: 1 2

Post Nasal Drip: 1 2 Headache: 1 2

Sneezing: 1 2 Rhinorrhea (nasal discharge): 1 2

Eye Discomfort: 1 2 Clear & Watery: 1 2

Loss of Taste: 1 2 Thick & Tenacious: 1 2

Loss of Smell: 1 2 Sore Throat: 1 2

Snoring (daily): 1 2

Other: 1 2 1 2

1 2 1 2

PROVOCATIVE FACTORS:

Allergic: Vasomotor:

YES NO YES NO

Spring: 1 2 Rapid Temperature Changes: 1 2

Summer: 1 2 Beer or Wine: 1 2

Fall: 1 2 Perennial: 1 2

Winter: 1 2 Strong Odors 1 2
(perfume, paint, 
gasoline, etc.):

Cats: 1 2 Dust: 1 2

Dogs: 1 2 Smoke: 1 2

Other Animals: Flying: 1 2

1 2 Others: 1 2

1 2 1 2

Grass Clippings: 1 2 1 2

Please continue to other side



None Moderate Extreme

Damp, Moldy Places: 1 2 3 4 5 6 7

Rhinitis: 1 2 3 4 5 6 7

Drugs: 1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

Foods: 1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

1 2 3 4 5 6 7

IRRITANT
None Moderate Extreme

Emotions: (anger, etc) 1 2 3 4 5 6 7

Strong Odors: 1 2 3 4 5 6 7

Dust: 1 2 3 4 5 6 7

Smoke: 1 2 3 4 5 6 7

Exercise: 1 2 3 4 5 6 7

Infection: 1 2 3 4 5 6 7

Cold Air: 1 2 3 4 5 6 7

Nocturnal Asthma: 1 2 3 4 5 6 7

MEDICATIONS

Current Helpful? Previously Used Helpful?

Adverse Drug Reactions: � Nasal Irritation � Dry Mouth
� Post Nasal Drip � Headache

Rx Side � Bad Taste/Smell � Nervousness
Effects � Stinging � Nausea

� Hoarseness � Diarrhea
� Sore Throat



Provider Number:__________  Patient Name or Code:____________________  Date:___/___/___

Birth Date:___/___/___ Gender: � M � F

Referral from:_________________________________ Date of Referral:___/___/___
mm/dd/yyyy

mm/dd/yyyyno.

mm/dd/yyyy

Allergies:

Date (mm/dd/yy)
Monitoring - Asthma Vital Signs

Medications (See Table of Treatment)

Temp./Pulse/
Respiratory Rate

Daytime asthma
signs/symptoms
(numeric frequency - over
past 2-4 weeks, not just
with acute attacks)

Type of daytime asthma
signs/symptoms

Nocturnal asthma
signs/symptoms
(numeric frequency - over
past 2-4 weeks, not just
with acute attacks)

Type of nocturnal asthma
signs/symptoms

Use of Quick Relief 
Inhaler

Frequency of acute
attacks/exacerbations

Classification of Asthma
Severity (circle one)

___________________(#)
Per: day  week  month year
(circle one)

___________________(#)
Per: night week  month year
(circle one)

________(#) of canisters used:
week  month (circle one)
________(#) of puffs used/day

___________________(#)
Per: day  week  month year
(circle one)

Mild intermittent
Mild persistent
Moderate persistent
Severe persistent

___________________(#)
Per: day  week  month year
(circle one)

___________________(#)
Per: night week  month year
(circle one)

________(#) of canisters used:
week  month (circle one)
________(#) of puffs used/day

___________________(#)
Per: day  week  month year
(circle one)

Mild intermittent
Mild persistent
Moderate persistent
Severe persistent

___________________(#)
Per: day  week  month year
(circle one)

___________________(#)
Per: night week  month year
(circle one)

________(#) of canisters used:
week  month (circle one)
________(#) of puffs used/day

___________________(#)
Per: day  week  month year
(circle one)

Mild intermittent
Mild persistent
Moderate persistent
Severe persistent

___________________(#)
Per: day  week  month year
(circle one)

___________________(#)
Per: night week  month year
(circle one)

________(#) of canisters used:
week  month (circle one)
________(#) of puffs used/day

___________________(#)
Per: day  week  month year
(circle one)

Mild intermittent
Mild persistent
Moderate persistent
Severe persistent

Adverse Drug Reactions: � Nasal Irritation � Dry Mouth � Sore Throat
� Post Nasal Drip � Headache

Rx Side � Bad Taste/Smell � Nervousness
Effects � Stinging � Nausea

� Hoarseness � Diarrhea



ALLERGY DEPARTMENT
PATIENT VISIT INFORMATION

Dear Patient/Parent,

Please complete the following information before your visit today. This will help us address your immediate symptoms

and concerns. Return it to your allergy nurse when taken to the exam room. Thank you so much.

What is the primary reason for your visit today?

What medications are you taking now, both over-the-counter and by prescription?

Have you had any recent illnesses, hospitalizations, ER or Urgent Care visits?  Please explain.

What educational information about allergies or asthma would you like today?

What are you hoping will happen today?

A. To have the doctor diagnose what is wrong with me

B. To have the doctor prescribe a medication

C. To discuss with my doctor whether my current treatment is working

D. To have the doctor change medications

E. To have the doctor run more diagnostic tests

F. To have the doctor spend more time explaining my disease

G. To have the doctor spend more time explaining my treatment

H. To have the doctor spend more time answering my questions

I. To discuss my depressed feelings

J. Other



PHONE CONVERSATION RECORD
Date:___/___/___ ________________________________ Time:_________

Patient’s Name __________________________________ Current Meds___________________________________ Drug Allergies _____________________________

D.O.B. __________________________________________ _______________________________________________ _________________________________________

History#/R.B.____________/_______________________ Physician’s Name _______________________________ _________________________________________

Tel.#  (H) _______________________________________ Pharmacy Called and # __________________________ Last Appointment _________________________

(W) _______________________________________ _______________________________________________ _________________________________________

SYMPTOMS (CHECK ALL THAT APPLY): Onset/Duration _______________________ ❏ Wants Refill (not ill)

❏ Cough: _____________________________ ER/UC Visits: _________________________ Peak Flow:

Productive: _________________________ Last “Attack”:__________________________ Best: __________________________

Color: ______________________________ Last Sinusitis: _________________________ Now: __________________________

❏ Wheeze: ____________________________ Meds Given: ________________________ Resp. Rate ________________________

❏ SOB: _______________________________ Last Steroid Burst: _____________________ Temp: ___________________________

❏ Chest Tight: _________________________ ❏ Rhinorrhea/PND Color: ______________ Other: ___________________________

❏ Nocturnal Awakening: ________________ ❏ Sinus Pain/HA:______________________ _________________________________

❏ Last Sleep Through: __________________ ❏ Sneezing, Nasal Itch:_________________ _________________________________

______________________________________ ❏ Eyes Itch/Red: ______________________ _________________________________

Plan: _____________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Follow-up: ________________________________________________________________________________________________________

Signature/Title _______________________________________

PHONE CONVERSATION RECORD
Date:___/___/___ ________________________________ Time:_________

Patient’s Name __________________________________ Current Meds___________________________________ Drug Allergies _____________________________

D.O.B. __________________________________________ _______________________________________________ _________________________________________

History#/R.B.____________/_______________________ Physician’s Name _______________________________ _________________________________________

Tel.#  (H) _______________________________________ Pharmacy Called and # __________________________ Last Appointment _________________________

(W) _______________________________________ _______________________________________________ _________________________________________

SYMPTOMS (CHECK ALL THAT APPLY): Onset/Duration _______________________ ❏ Wants Refill (not ill)

❏ Cough: _____________________________ ER/UC Visits: _________________________ Peak Flow:

Productive: _________________________ Last “Attack”:__________________________ Best: __________________________

Color: ______________________________ Last Sinusitis: _________________________ Now: __________________________

❏ Wheeze: ____________________________ Meds Given: ________________________ Resp. Rate ________________________

❏ SOB: _______________________________ Last Steroid Burst: _____________________ Temp: ___________________________

❏ Chest Tight: _________________________ ❏ Rhinorrhea/PND Color: ______________ Other: ___________________________

❏ Nocturnal Awakening: ________________ ❏ Sinus Pain/HA:______________________ _________________________________

❏ Last Sleep Through: __________________ ❏ Sneezing, Nasal Itch:_________________ _________________________________

______________________________________ ❏ Eyes Itch/Red: ______________________ _________________________________

Plan: _____________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Follow-up: ________________________________________________________________________________________________________

Signature/Title _______________________________________



ASTHMA SCHOOL EVALUATION

School Nurse ____________________________________ and/or Teacher ___________________________________________

School____________________________________________________Child ___________________________________________

Asthma Symptoms __________________________________________________Asthma Severity  (mild, moderate, severe)

1. During the past 4 months, how many school days missed because of asthma?________________________________

2. How often experiences asthma symptoms during school?

❑ Several times a day

❑ Once a day

❑ Several times a week

❑ Once a week

❑ Several times a month

3. Is child limited at school because of asthma?

❑ Physical education classes

❑ Classroom activities

❑ Recess, playing outside

FREQUENCY:

4. How well does child manage asthma?

❑ Rests

❑ Takes medication appropriately before exercise, or as soon as symptoms start

❑ Goes to health office to take medications appropriately

❑ Does not use medication until severe symptoms

❑ Frequent use of inhaler

❑ No medications at school

❑ Uses peak flow meter regularly

5. Do you think there is anything in the classroom that triggers this child's asthma?  ❑ Yes ❑ No

Examples:

❑ Plants ❑ Animals ❑ Dust ❑ Molds ❑ Other____________________________

6. Compared to 4 months ago, how is child's asthma?

❑ Much better

❑ Somewhat better

❑ The same

❑ Somewhat worse

❑ Much worse



I N FA N T  / C H I L D  A S T H M A
A C U T E  AT T A C K

Name______________________________________________

Date_______________________ DOB :___________________

T r ig ge r s : W ha t  c a u s e s  r e s pir a t o r y  s y m pt o m s  in  y o u r  c h i ld?

T his  Attack: ❏  E xercise ❏  C old ❏  Weather/C old Air ❏  S tress ❏  Allergen ❏  S moke ❏  Unknown

Usual: ❏  E xercise ❏  C old ❏  Weather/C old Air ❏  S tress ❏  Allergen ❏  S moke ❏  Unknown

T h is  v is i t ❏ S ic k vis it ❏ S c heduled routine well c hild vis it ❏ F ollow-up s ic k vis it

Length of illness days R unny Nose:  Y   N S neezing:  Y   N C ough:  Y   N

Decrease P lay:  Y   N F ever:  Y   N Wheezing:  Y   N

R o u t in e  M e dic a t io n s :   B e fo r e  o n s e t  o f  c u r r e n t  s y m pt o m s

DR UG DOS E F R E QUE NC Y L A S T  TAK E N

P ulmicort R espules 0.25 mg 0.5 mg everyday 1 x / day 2 x / day

P roventi / Ventolin 5cc 1 amp 2 puffs as  needed 2 x / day 3 x / day 4 x / day

C romolyn / Tilade 1 vial 2 puffs everyday 2 x / day 3 x / day 4 x / day

P rednis one mg everyday 2 x / day every other day

Azmacort / AeroB ID puffs everyday 2 x / day 3 x / day 4 x / day

P ulmicort T urbuhaler puffs everyday 2 x / day 3 x / day 4 x / day

F lovent: 44, 110, 220 puffs everyday 2 x / day 3 x / day 4 x / day

S erevent: 2 puffs everyday 2 x / day

S ingulair 4 mg 5 mg 10 mg everyday 1 x day

Accolate 10 mg everyday 2 x / day

S pacer: Aerochamber Aerochamber with mask AC E  S pacer AC E  with mask Ins pireas e Other

R e s pir a t o r y  H is t o r y

How long has  your child had wheezing or coughing ❏  < 1 yr. ❏  1-5 yrs ❏  >5yrs

Number of unscheduled doctor or emergency room vis its  in past months ❏  0 ❏  1 ❏  >1

Number of scheduled doctor or emergency room vis its  in past year ❏  0 ❏  1-2 ❏ > 3

Number of hospital admiss ions  for asthma in past year ❏  0 ❏  1 ❏ > 2

Number of P IC U admiss ions  for asthma ❏  0 ❏ > 1 E ver intubated? ❏  yes ❏  no

R e s pir a t o r y  S y m pt o m s  in  la s t  2  m o n t h s .   H ow  o ft e n  h a s  y o u r  c h i ld :

C oughing or wheezing ❏  Weekly or less ❏  1-2 x / week ❏  >2 x /week
P lay (laughing, crying, activity - limited by symptoms) ❏  occas ionally ❏  often ❏  always
F eeding ❏  occas ionally ❏  often ❏  always
Nocturnal cough or wheeze ❏  < 1 x/week ❏  2-3 x/week ❏  >3 x/week
S chool/Day C are (per year) ❏  < 10 days/year ❏  10-20 days/year ❏  >20 days/year

Mild = 1     Moderate = 2     S evere = 3

S ig n if ic a n t  H is t o r ic a l  F a c t o r s  ( i f  a n s w e r  is  y e s ,  pla c e  9  po in t s  in  box )

P atient has  had previous  admiss ion(s ) to P IC U for an asthma exacerbation .. . . . . . . . . . . . . . . . . . . . . . . . . . . . Mild Asthma = 1-4
P atient has  had > 2 E D vis its  or hospital admiss ions  in the past year for asthma ... . . . . . . . . . . . . . . . . . . . Moderate Asthma = 5-8

Asthma S everity S core (add points  from all boxes  above) S evere Asthma = +9

P r e  V is i t  T r e a t m e n t



INFANT AND YOUNGER CHILDREN WITH ASTHMAThis form will help determine the likelihood your child has asthma.Please check the box below to your symptoms.
Approximate datefirst startedhaving symptoms?When does your child have symptoms?What symptomsdoes your child have? Night With Activity Feeding Colds/Virus, etc.CoughingWheezingOther

What medication(s) do you give your child for their symptoms? __________________________________________MD: Please check all the things that you think apply to child:
completely somewhatChild�s symptoms: controlled controlled uncontrolled

MAJOR1) History of 3 episodes of wheezingsevere cough in past year diagnosed asasthma by MD
2) Parent (esp. Mother) with asthma3) Atopic dermatitis4) Aeroallergen sensitivity by positiveskin test

TOTAL

MINOR1) Food allergy documented by history, skintesting and RAST Testing2) EOS > 4%3) Wheezing - unrelated to infection,especially at night and activity andwith weather changes.
TOTAL

One (1) or more of the above

Consider Diagnosis of Asthma

Two (2) or more of the above+One (1) major

Does inhaled Bronchodilator or oral BD improve their symptoms?



I N FA N T  A S T H M A
A s t h m a  H is t o r y

Name _____________________________________________

Date ______________________________________________

Number of unscheduled MD or E D vis its  in past month ❏ 0 ❏ 1 ❏ > 1

Number of unscheduled MD or E D vis its  in past year ❏ 0 ❏ 1 - 2 ❏ > 3

Number of hospital admiss ions  in past year ❏ 0 ❏ 1 ❏ > 2

Number of P IC U admiss ions  for asthma in past year ❏ 0 E ver intubated ❏ Yes ❏ No

Daycare/school absences  (days/year) ❏ none ❏ > 1 ❏ 1 ❏ > 2

R e s pir a t o r y  S y m pt o m s  in  la s t  2  m o n t h s .   H o w  o ft e n  h a s  y o u r  c h i ld :

In the past 8 weeks  how often has  your child had:

Wheezing or coughing ❏ < weekly ❏ 3 - 5 / week ❏ daily ❏ always

P lay / eating limited by symptoms ❏ never ❏ sometimes ❏ most days ❏ always

Wheeze or cough during s leep ❏ < 2/month ❏ 3 - 4 / month ❏ > 5 month ❏ most nights

S everity Mild intermittent Mild P ers is t Mod P ers ist S evere

If E D vis its  OR  hospitalization > 2/yr or one P IC U = severe

❏ Mild Intermittent:  albuterol prn, q 3 - 4 h & before exercise.  Order S pacer for MD

❏ Mild P ers is tent:  low dose IC S , prn albuterol; S ingulair®  firs t, cons ider consulting specialis t if not better
after 8 weeks

❏ Mod. P ers is t:  Medium dose IC S , prn albuterol; may add long-acting beta-agonist or LT  blocker.
C onsult

❏ S evere:  high dose IC S ; oral s teroids  as  needed, may add long-acting beta-agonist or LT  blocker or
theo.  S pecialis t care indicated.

❏ Trigger Avoidance ❏ MDI/DP I/S pacer Instruction ❏ P E F R  (F or mod/severe only)



PATIENT ASTHMA SCREEN
This form will help determine the kind of asthma you or your child has.  Please check the boxnext to your symptoms or best response.

Age when you first started havingsymptoms?_________ When do you have symptoms?
Exercise/Activity Seasonal Workplace/School Night

WheezingCoughingShortness of breath

What symptoms do you have?

What medication(s) do you take for your symptoms? Controller  ❏ Reliever  ❏
Are your symptoms:  Completely controlled?  ❏ Somewhat controlled?  ❏ Uncontrolled?  ❏
Patient:  Please check all the things thatyou think make your symptoms worse:
Wheeze with coldSymptoms after exerciseMedication required for attacks, wheezeor shortness of breath
Sleep interrupted
Shortness of breath associated withwheeze
Symptom > 1x weekMissed work/schoolProventil, Albuterol, Maxair used > 2xweekBreathless with exertion (running)School work suffered because ofasthma
Limited your activities and interferedwith your life Total

Patient:  Please check all risk factors thatapply to you:
DepressionFrequent sinusitisOral steroids > 2x yearPrednisone, Medrol, Pediapred, Prelone
Use more than 2 Albuterol prescriptionsper year (Proventil, Maxair)
Compliance factors (difficulty taking mymedication daily)Fear of corticosteriod medicinesWorried about insurance being canceledLack of family support
Lack of work support

Total
Consider asthma diagnosis if 3 or more boxes are checked



PATIENT / MD RHINOSINUSITIS SCREENThis form will help determine the kind of Rhinosinusitis you have.Please check the box below to your symptoms.
Approximate datefirst startedhaving symptoms?When do you have symptoms?PATIENTWhat symptomsdo you have? Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec Allyear?

SneezingStuffy nose / CongestionRunny nosePostnasal drainageItchy eyes / Itchy noseFatigue / Lack of energySnoringSleep problems, problems thinking and concentratingWhat medication(s) do you take for your symptoms? ____________________________________________________
completely somewhatAre your symptoms: controlled controlled uncontrolledMD: Please check all the things that you think apply to patient:ONSET SYMPTOMS > 10 DAYSWorsening symptoms over 5 - 7 days1) Persistent nasal drainage2) Daytime cough without improvementirritability / fatigue3) Malodorous breath4) Not responsive to decongestants5) Physical exam-Purulent posterior drainage-Sinus tenderness6) ToothacheResponse to BD documented x 2Response to oral steroids documented x2Risk Adjustments

Recent antibioticsFamily problemsPrior hospitalization for lower respiratoryproblems - pneumonia, bronchitis, etc.
TOTALConsiderBacterial RhinosinusitisIf ONLY boxes on this side are checked.

Consider Rhinosinusitis(or coexisting disease(s) if boxes on BOTH sides are checked.

ConsiderVital URIIf ONLY boxes on this side are checked.

ONSET SYMPTOMS < 10 DAYS1)  Rhinorrhea / Sneezing
2) Fever3) Cough, especially at night
4) Anterior nasal drainage5) Headache6) Muscle Aches
7) Vomitting / diarrhea

TOTAL



ASTHMA/ALLERGY CARE PLAN

Name __________________________________________Date _____________________

ASTHMA

1. Rescue Inhaler: ❒ Albuterol   ❒ Maxair _____puffs every _____hours only as needed.

2. Inhaler: _______________________ _____puffs _____times per day.*
*rinse mouth with water and spit after using

_______________________ _____puffs _____times per day.

_______________________ _____puffs _____times per day.

3. Oral Meds: ❒ Singulair     ❒ Accolate _____mg _____times per day.
❒ Prednisone    ❒ Medrol _____mg _____times per day for _____days.

ALLERGIC RHINITIS (NOSE/EYE allergies)

1. Oral Medication:  

_______________________ (_____mg)- tsp/pill _____times per day.

_______________________ (_____mg)- tsp/pill _____times per day.

_______________________ _____mg_____times per day.

2. Nasal Spray: 

_______________________ _____sprays each nostril_____times per day. (as needed)

_______________________ _____sprays each nostril_____times per day.

3. Eyedrops:  

_______________________ _____drops each eye_____times per day. (as needed)

ANTIBIOTIC

1. Oral Medication:  __________________ (_____mg)- pill/tsp_____times per day. 

REFLUX

1. Oral Medication: _______________________ (_____mg) pill_____times per day. 

Follow Up Appointment _________________________________

Number to call if problems ______________________________

Remember: Follow instructions - Do not stop your medication until instructed to do so by
your care giver.



SINUS INFECTION TREATMENT PLAN

The key to curing your sinus infection is to take the appropriate antibiotic for the appropriate amount of time AND to maintain 
adequate sinus drainage!

1. Nasal spray

___________________________(Rx) _______sprays in each nostril_______times per day for _________days.

__________________________(OTC) _______sprays in each nostril_______times per day for _________days.

2. Sinus wash/Netti pot/ _______

Available over the counter:_____sprays in each nostril_____times per day and as needed.

3. Oral decongestant (eg.Pseudoephedrine “Sudafed”)(__________ml) _____________times per day.

• Available over the counter.
• Caution: evening dose can cause insomnia.
• Side effects: shaky, “jittery” tremors, heart racing

4. Hot showers or boiling a pot of water and inhaling the vapors for 10 minutes may also help.

5. Antibiotic

_____________________________ ( __________mg)- tsp/pill_____________times per day for ____days.

6. Expectorant Guaifenesin_____mg_____ times per day for to thin mucus.

These situations suggest the antibiotic treatment course was not long enough to cure the infection and I need to extend the course
until your symptoms are completely resolved.

7. Pain/Fever

Tylenol/AceTomeniphen ___________tsp/pill ____________times per day

Ibuprofen ___________tsp/pill ____________times per day

Call if pain or fever not there/before or if it persists for 3 days.

8. Cough

_______________________________________ tsp/pill ____________times per day. 

_______________________________________ _________tsp ______________________times per day. 

9. Additional Therapy ___________tsp/pill ____________times per day

___________tsp/pill ____________times per day

✔ CALL IF YOUR SYMPTOMS ARE NOT SIGNIFICANTLY BETTER IN ONE WEEK.
✔ CALL IF YOUR SYMPTOMS ARE NOT COMPLETELY RESOLVED AT THE END OF THE COURSE OF ANTIBIOTICS
OR
✔ CALL IF YOUR SYMPTOMS WERE BETTER BUT SEEM TO BE COMING BACK IN THE FIRST 7-10 DAYS AFTER

FINISHING THE ANTIBIOTIC. 

Physician ________________________________________________________ Date ______________________

Patient __________________________________________________________




