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ASTHMA
(To be completed by Parent)							       School: ____________________________
Grade/Teacher: _____________________
Student Name: ___________________________	DOB: _________________	          Home Phone:  _____________________
Mother/Guardian: ________________________	Work #: __________________	Cell#: _________________________
Father/Guardian: ___________________________	Work #: __________________	Cell #: ________________________
Doctor: _________________________	Clinic: ___________________________	Phone #: ______________________
Emergency contact in the event parent cannot be reached:
Name: _______________________________	Phone#: ______________________________________________
List ALL medications your child takes daily: ___________________________________________________________________
______________________________________________________________________________________________________















Student is known to have ASTHMA. 
SIGNS OF EMERGENCY: (Circle all the apply)
	*Difficulty of breathing		*Rapid, shallow breathing		*Wheezing (high pitched sound with breathing)
	*short inhalations and exhalations	*Excessive coughing		*Flaring of nostrils
	*Sensations of chest tightness	*Loss of color in the lips		*Nail beds are bluish
	*Tingling in the fingers or toes	*Others: ___________________________________________________________

ACTIONS TO TAKE:
	1) Keep student calm/having adult remain with student.
2) Have student rest in a sitting position, breathing slowly through mouth, exhaling slowly through pursed lips.
3) Administer/Have student administer prescribed medications as directed on Medication Authorization Form* (Name, dose, administering instructions).
	4) Notify the Principal. Notify School Nurse, or designee
	5) Notify parent or emergency contact if medication is not effective in 15 minutes.
6) Call 911 and have student transported for further emergency care, if parent unavailable or student is having extreme difficulty breathing.
ADDITIONAL INSTRUCTIONS:_____________________________________________________________
As parent/guardian of above student, I consent to this plan being implemented by School Personnel.  I will supply the medication and an authorization from the physician.  I will notify the School Nurse/Principal/Teacher of changes.
I understand that this plan will be shared with all those who need to know (all student’s teachers/office personnel/bus driver, emergency responders, etc.) unless written objection is stated on this form.

_________________________________________________		__________________________
		Parent/Signature							Date











School Nurse: ______________________________________________ 	Date: __________________________________________
☐ Plan reviewed with teachers, TA’s, Bus Drivers, and other office personnels.


(Please complete the questionnaire at the back of this page)

Parent Questionnaire for Student with ASTHMA


1. Briefly describe what causes the child’s asthma symptoms (weather, cold, allergies, exercise, etc.) 




2. How often does the child have a bad enough asthma attack that he/she needs to see a health care provider or go to a hospital? 



3. Name any medication that the child takes for his/her asthma (how often, how much)
At home: _____________________________________________________________________________________
At school _____________________________________________________________________________________

4. Does your child suffer any side effects from these medications?  Please list them:



5. Name any activities or exercises in which your child CANNOT participate:



6. What does your child do at home to relieve wheezing during an asthma attack? (Please check ALL that apply)
_____ Breathing exercise 		Takes medication: _____ 	Inhaler
_____ Rest/Relaxation				  _____	Nebulizer
_____ Drinks liquids				  _____ 	Oral medication
_____ Others: _____________________________________________________________________________

7. Do you know your child’s baseline peak flow rate is?	
Yes ______________	No ________________	What is it? _________________
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