[bookmark: _GoBack]Folsom Cordova Unified School District Asthma Care Plan
	Student Name:
	Date of Birth:

	School:
	Teacher/ Grade

	Parent/ Guardian:
	Phone:

	Parent/ Guardian:
	Phone:

	Emergency Contact Name:
	Emergency Contact Phone:


	Health Care Provider Name:
	Health Care Provider Phone:



Asthma Severity: ☐     Occasional      ☐Mild	☐     Moderate	☐   Severe triggered by exercise (Needs pre-medication)
Quick Relief Medication: (dose/ frequency ________________________________________________________________________
SPECIAL INSTRUCTIONS: For when doing, well, getting worse, or having a medical emergency
	GREEN ZONE: Looks Good
	Prevent asthma symptoms every day:

	· Breathing is good
· No cough, wheeze, chest tightness, or shortness of breath
· Can work or play like normal
	☐	10-20 minutes before exercise, give quick relief medication with spacer (if available); repeat in 4 hours for additional or ongoing exercise

	YELLOW ZONE: Looks worse than usual
	DO THIS:

	· Difficulty breathing
· Frequent cough
· Complains of chest tightness
· Unable to tolerate regular activities but still able to talk in complete sentences
· Waking at night due to asthma symptoms
	Give QUICK RELIEF medication right NOW
· Wait with student for 15-20 minutes; if symptoms not better, repeat the dose and wait 15-20 mins
· If NOT back in the Green Zone after 2nd dose of medication, go to the RED ZONE
· If symptoms return to the GREEN ZONE wait 15 minutes and return to class continuing to use the quick relief medication ___Puffs per ____ hours
· Call parent/ guardian to inform them of need for quick relief medication today

	RED ZONE: EMERGENCY SITUATION-Get Help!
	DO THIS IMMEDIATELY:

	· Coughs constantly
· Struggles or gasps for air
· Trouble talking (can only speak 3-5 words at a time)
· Skin of chest or neck pulling in with breathing
· Blue lips or fingernails
· Drowsy or confused
	Give QUICK RELIEF medication right NOW
· Call 911 immediately; do not leave the student
· Wait with student and repeat the above dose and every 10-15 min until paramedics arrive
· [image: letterhead_bg_watermark]Call parent/ guardian and school nurse
· Refer to anaphylaxis plan if student has allergy


Health care providers (please check if applicable and sign)									:☐	Student understands proper use of their asthma medications, and can carry and use their inhaler at school
________________________________________________		________________________________	_____________
HEALTH CARE PROVIDER NAME/ CREDENTIALS		SIGNATURE				DATE
Parents Authorization: I give permission to the school personnel to share this information, follow this plan, administer medication, and contact my asthma care provider as needed. I understand that I need to provide a quick relief inhaler to the school for my child.
Parent/Guardian Name__________________________________		Signature: ___________________________ Date: _________
School Nurse: ________________________________________	Signature: ____________________________Date:_________
Please fax completed form to _916-294-9024	Attn: Amanda Turkbergen BSN RN: Folsom Middle School
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