
HENRY J. KANAREK, M.D., P.A.

ADULT AND PEDIATRIC ALLERGY ASTHMA AND IMMUNOLOGY

4601 W. 109TH, SUITE 350

OVERLAND PARK, KS 66211

(913)451-8555

FAX (913)327-8553

AUTHORIZATION FOR ASTHMA MEDICATIONS TO BE TAKEN DURING SCHOOL HOURS

(The following section to be completed by parent.)

Name of

school________________________________________________Grade____________________

Child’s name    Last_________________First__________________Sex______DOB____________

I request that my child be assisted in taking the medication(s) described below at  school by authorized persons or permitted to medicate him/herself as also authorized by me and our physician (see below)

Date____________Parent/Guardian signature​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________

Home phone (        )_______________EMERGENCY PHONE (       )________________________

EMERGENCY CONTACT PERSON AND PHONE NUMBER:_____________________________

_________________________________________________________________________________

__________________________________________________________________________________

PHYSICIAN COMPLETES THE FOLLOWING SECTION:

DIAGNOSIS:  Asthma

NAME OF MEDICATION:  Proventil or Albuterol or Ventolin or Xopenex or Maxair

FORM:  inhaler or nebulizer

DOSE:  as directed on attached Asthma Action Plan: 2 puffs via inhaler or 1 vial solution via nebulizer.  May repeat up to every 20 minutes 4 times in a row (as per attached Asthma Action Plan GREEN ZONE).  If more needed, follow directions in the YELLOW ZONE on the plan and give Prelone/Prednisone.

IF DAILY WHAT TIME:
prior to exercise/gym class and per Asthma Action Plan

USE WHEN NEEDED for asthma signs and symptoms of wheezing, chest tightness, SOB, extreme cough, decreased peak flows (if peak flow ranges are on Asthma Action Plan), retracting, difficulty breathing or irregular breathing.

IS CHILD AUTHORIZED TO MEDICATE HERSELF/HIMSELF:  (circle one)   NO       YES

SIGNIFICANT SIDE EFFECTS:  
none

LENGTH OF TIME TREATMENT IS INDICATED:  lifetime

Other information: _________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Date:_____________Physician Signature  _______________________________________________


