DEPARTMENT OF SCHOOL HEALTH SERVICES

To: Parents/Guardian of:.
Date of Birth; ‘
Enrolled in grade:
School ' :
You have checked on school records that this student currently has asﬂlma Itis
important to have at lgast yearly health information when s/he needs help at school.
Please complete the form and retwrn it to the schod] mirse tomerrow so a planto help
your child can be shared with identified school personnel. Ttis the responsibility of
parents fo. prmmie necessary special food and medlcme needed at school. Hyouhave

Danville Independent Schools

- questmns, youmay ca]l the nurse at the stndent’ §'5chool o1 the. school healfh ofﬁce at the

nmbet above

How often do the as&ma attacks occu:‘?

Has stodent heen trea"ted in the hosprtai for asthma inthe past year‘? E[ NG [] Yes
When?

Isa peak flow metel used‘? 1l No Yes; best ﬂow ra’tc 1s

CHECK T.EEE CONDITIDNS THAT USUAILY BRING ON T_EEIS STU.DHNT S
ASTHMA ATTACK:

ﬂ—res;maiorymfecho s [[ exposnre{e c&ldalr}j emotional stress - -— <o~ -
[l exereise (describe, ex. after Imnmg) T odors (descnbe)

(1 allergic Ieaction (descnbe ex. peamlts, caxpe’f,) o other
(descnbe) 3} -

CHECK THE SIGNS THAT ARE USUALLY PRESENT ]N THIS S’IUDENT S
ASTHMA ATTACK:

! coughmg [] Wheemng D shortmss of breaih 1 feelmg ﬁ:lghiened [I dJﬂ'Lculty

talking - -
[ bluish color of s]gnfnmls [] ofher o
_(descn'ba) L :

Ast'h:gia is cm‘ej_iﬂy treated by ?
P o 3 o A _Phome: _

Are medlca’uons needed to comrol ﬂle asﬁhmﬂ [[ ND 11 yes (tist below the ﬁie,aiegtiom
needed) I

Medicégﬁdn - | Amount Taken '_ o ,Tiine of D_éy

[ S B

Which of these medications need 0 bo taken at School?
TURN PAGE OVER TO COMPLETE FORM.




PLEASE ADVISE THE SCHOOL NURSE IMMEDIATELY OF CHANGES IN
DOSE AND/OR TYPE OF MEDICA’I‘ION

THE USUAL PROCEDURE FOLLOWED AT SCHOOL FOR A STUDENT’S
ASTHMA IS

1. _Allow the stu&em fo fise his or her prescnbed asthma medlcaﬁon with assa.stance
given as needed.

2. Encourage student’s relaxation (ex. slow, deep breathmg, sipping warm ﬂmds)

3. Stay with student; monitor for symptoms. :
a) If symptoms decrease 15 mimutes after taking mcchcaﬁon student may return to

. class.”
b.) If symptoms remain the same 15 minutes after taking medication, parent will be
contacted for direction.

c.) If symptoms increase in severity 9- 1 1.will be called and CPR begun if
necessary.

. it—"—you ywant additional help given, or have othé;cbncem_é:éjc-s‘__cﬁhﬁg here: ** (éf':e below)

X

" Parent Signature . ~ Date
Remember to advise the school ihmediately of changes in phone numbers, address, resp onsible
emergency contact persons, doctor, hospital preferencés i

® *Yourr district has apo]lcy regarding takmg medicine atschool. Please check with -
your ciild’s school for direction.

e ** Tests and actmty restrictions require written dlreo‘non from the student’s doc:tor



