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St James Infant School 
Asthma Medication Information
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Name 			___________________________________
DOB			___________________________________
Address		___________________________________
			___________________________________
Contact No		___________________________________
Doctor			___________________________________

	Name of Medication
	Regular/Relief
	Dose and Frequency

	
	
	

	
	
	

	
	
	



· Relief treatment should be given for tightness of chest, wheezing, breathlessness or asthmatic cough.
· Regular treatment should only be given in accordance with doctor’s instructions.
I ________________________________________ (print name)
Parent/Carer of _________________________________ request the above medication to be administered to my child.
I understand that it is my responsibility to ensure that the inhalers supplied to the school are kept up to date.
Signed _____________________________________ Date ________________
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