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	ASTHMA CARE PLAN
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	1. Which of the following triggers your child’s asthma?
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	2. How often does your child have an attack?
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	3. SYMPTOMS that your child experiences:

	
	|_|  Coughing 
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	If your child will need medication while at school, please ask for the appropriate form.

	
	
	
	

	4. How can the school staff help your child prevent an asthma episode?
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	C. Call Ambulance if: 
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	D. Special Instructions 
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