
 Asthma Action Plan 
 Student’s Name:  Date of Birth: 

 Contact Teacher:  School/Grade: 

 Parent/Guardian Name:  Phone (Family): 

 Address: 

 Emergency Number:  Relationship: 

 Asthma Specialist:  Office Phone: 

 Family Physician:  Office Phone: 

 Please indicate (circle one):  with / without  spacer  Pulse oximeter range: ___________________________ 

 ____________________    has demonstrated proper use and inhaler technique and should be allowed to carry and use 
 (Student name)  his/her asthma inhaler(s)  by himself/herself. 

 ____________________    will need assistance with his/her asthma inhaler(s) and should be kept by the school teacher or 
 (Student name)  personnel but must be given  immediately for asthma symptoms. 

 Keep the prescribed emergency inhaler in his/her  possession 

 Self - administer the prescribed inhaler as permitted  by law 
 ** If not checked. Inhaler will be kept in clinic and medication trained staff will assist student with inhaler as needed** 
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 This plan is subject to change, but only with documentation from physician along with meeting with parents and 
 staff.  This plan will be shared with all teachers, support staff, and transportation staff who are involved with 
 student’s school day. 

 I am in agreement with this plan of care and understand it will be shared as needed with members of the school staff to 
 safeguard and promote the health of the student listed above while at school.  I will notify the school immediately: 1) if the 
 health status of the student listed above changes, 2) we change physicians, or 3) there is a change or cancellation of the 
 physician’s orders. 

 Parent/Legal Guardian ____________________________________________ 
 Date _____________________________ 

 Registered Nurse _________________________________________________ 
 Date _____________________________ 

 MEDICAL REVIEW 

 I have reviewed the Asthma Action Plan (AAP) for ____________________________________,  and  : 

 ________ I approve the AAP as written. 

 ________ I approve the AAP with the attached amendments. 

 ________ I do not approve of the AAP as written, and substitute orders are attached. 

 Physician________________________________________________________ 
 Date _____________________________ 

 Other Recommendations: ___________________________________________________________________________ 

 _________________________________________________________________________________________________ 

 _________________________________________________________________________________________________ 

 _________________________________________________________________________________________________ 

 _________________________________________________________________________________________________ 

 Copies to: 

 Board Office  Bus Garage  Teacher  Other 
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