Allies Against Asthma

Provider/School Communication

Date:   ____________________________

Dr. ______________________________________, this is to convey pertinent 

information re: the status of your patient ____________________________________,

DOB:  _________________________________.

(
Your patient is having trouble with asthma symptoms in school

(
Number of asthma symptoms has increased 

(
Has been sent home frequently from school

(
Low peak flow

(
Requires frequent albuterol

(
Other:  ____________________________________________________

(
Your patient needs equipment at school

(
Asthma Action Plan
(
Albuterol

(
Spacer

(
Peak Flow Meter

· Other: _____________________________________________________

Comments:  ___________________________________________________________

_____________________________________________________________________

(
Please contact me at _________________________________for further details.





          

(phone number)

Thank you,

School Nurse:  _________________________________________________________

School:  _______________________________________________________________

Address:  ______________________________________________________________   

Fax number: _________________________________


(
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