Asthma Action Plan

Name Datg of Birth Grade/Teacher

Health Care Provider Health Care Provider's Office Phone Medical Record Number

Parent/Guardian Phone Altesnate Phone

Parent/Guardian/Alternate Emergency Contact Phone Altarnate Phone
DIAGNOSIS OF ASTHMA SEVERITY ASTHMA TRIGBERS (Things That Make Asthma Worse)

{J intermittent [ Persistent [OMild OModerate (OSevere] [ Smoke [ Colds [ Exercise [ Animals {J Dust [] Food
[Jweather ] Odors [ Pollen  [J Other

[1 No daily condroller medicines required
] Daily controller medicine(s):

.

Take puff(s) or tablel{s) daily.
] For asthma with exercise, ADD:
puffs with spacer minutes before exercise

ALWAYS RINSE YOUR MOUTH AFTER USING YOUR DAILY INHALED MEDICINE,

o '{(Iontmue DAIL‘I CUNTHUI.LEB MED!GIHES and ADD GUEI}K-BELIEF Medlcmes e
Take daily controller medicine if ordered and add this quick-relief medicing when you have breathmg prebiems

YELLOW ZONE: CAUTION

You have ANY of these:
* Cough or mild wheeze O inhaler meg
* Tight chest Take puHs every hours, if needed. Always use a spacer, some chiidren may need a mask.
+ Shortness of breath :
« Problems sleeping, working, - nebulizer mg/____ml
or playing Take a nebulizer ireatment every heurs, i needed.
[] Cther

If quick-refief medicing does not HELP within minutes, take it agaln and CALL your Heaith Care Provider
i using guick-relief medicine mors than times in hours, CALL your Health Care Provider

IF IN THE YELLOW ZONE MORE THAN 24 HOURS, CALL HEALTH CARE PROVIDER.

You have ANY of these O inhaler meg

. x!erg short of btrga}h Take puffs every hours, Jf needed. Always use a spacer, some children may need a mask.

» Medicing is not helping - %= . O nebulizer mg / ml

- ﬁg esagwgelgéﬁ ??bdslggwﬁg ' Take a nebulizer reatment every hours, if needed.
“canttalkwell oo [ Other

* Lips or finger nalls ﬂfe gf eY S CALL HEALTH CARE PROVIDER AGAIN WHILE GIVING QUICK-RELIEF MEDICINE. If health care provider cannot
or bluish “*“- becontacled, CALL 911 FOR AN AMBULANCE OR GO DIRECTLY T8 THE EMERGENCY DEPARTMENT!

RECQUIRED PERMISSIONS FOR ALL MEDICATION USE AT SCHOOL

Health Care Provider Permission: | request this plan to be followed as written. This plan is valid for the school year

Signature Daie
Parent/Guardian Permission: | give consent for the sehool nurse to pive the medications fisted on this plan or for trained schoo! staff to assist my child 1o take them
after review by the school nurse, This plan wili be shared with school staff who care for my child,

Signature

Date

OPTIONAL PERMISSIONS FOR INDEPENDENT MEDICATION CARRY AND USE AT SCHOOL

Heaith Care Provider Independent Carry and Use Permission: | attest that this student has demonstrated to me that they can self-administer this rescue medication
effectively and may carry and use this medication indeperdently at school with no supervision by schoot personnel,

Signature Date
Pareat/Guardian Independent Carry and Use Permission (If Ordered by Provider Above): | agree my child can self-administer this rescue medication effectively and
may carry and use this medication independently at school with no supervision by schoel personnel,

Dats

Signature
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