
ORDER FOR HALOTHERAPY 
(Dry Saline Aerosol Inhalation) 

 
 
 
 
Date: ________________________________________ 
 
 
Patient Name: ________________________________________________________________ 
 
 
 
 
 

PRESCRIBED PARAMETERS 
 
 

Dosing for (condition): _______________________________________________________ 
 
Mode of administration:  Inhaled 
 
Frequency: ___________________________________________________________________ 
 
Number of treatments required: _____________________________________________ 
 
Length of treatment: __________________________________________________________ 
 
 
 
Prescribed by: ________________________________________________________________ 
 
 
Doctor signature: _____________________________________________________________ 


