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DBreathing is good
ONo cough or wheeze
CCan walk, exercise, & play
Dlcan sleep all night .
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[CIWhen the child feels they need it
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e Child has ANY of these .

Route Frequency
[ISome problems breathing

OWheezing, noisy breathing
-DIMight chest

EICough or cold symptoms
Dishortness-of breath
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Cltips or fingernails are blue

[Hrouble e walking or talking

OMedicine is _.3 helping (15-20 mins?)
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