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Patient name: Date: 

Plan prepared by:  Signed:
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Intranasal corticosteroid spray:  
       1 or       2 times/day/nostril for           weeks or           months or       continuous  
       Additional instructions:
or
Combined intranasal corticosteroid/antihistamine spray:                                        

       1 or       2 times/day/nostril for           weeks or           months or       continuous
       Additional instructions:
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	Name: 
	Date: 
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