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Asthma Treatment Plan — Student

{This asthma action plan meets NJ Eaw N.J.S.A. 10A:40-12.8) {Physician's Orders)

PAGINJ +¢

Pediavic A dult Asthima Coalition
{Please Print}
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Name Date of Birth Eiffective Date

Doctor Parent/Guardian {if applicable) Emergency Contact

Phone Phohe Phone

HEALTHY (Green Zone) m;vmww' i

e

= Triggers

' : thal trigger
You have alf of these: MEDIC!NE HOW MUCH to take and HOW OFTEN to fake It ,,aﬁem?fasmma;
* Bieathing is good O Advalr® HFA 145, 01 115, L1230 2 puffs twice a day O Colds i
», * 0 cough or wheeze £] Asrospan™ 71,012 puifs twice a day 0 Erard
7  Steep through E3 Alvesco® ] 80, ] 160 11, 012 puffs twice a day Xarcise
the night [ Dulera® (3100, (1200 2 puffs twice a day AMlergare
« Gan work, exercise £ Fovent® [} 44, ) 116, 17220 2 puffs twice 2 day © duet st
) h [0 Gar® 340, C180 [31,09 2 puffs twice a day animals carpet
and play [J Symbicon=() 80, [1160___ [11,032 puffs twice a day o Pollen. teas
[ Advalr Diskus® [ 100, (1250, 7500 1 inhalation twice day grass, Weeds.
[) Asmanex® Twisthaler® (7 110, (7220 11,00 2inhalations [ once or L twice aday |, motd
[ Flovente Diskus® [150 (1 1601250 1 inhalation wice a day o Pets - animal
[ Pulmicort Flexhaler® [ 90, [J 180 11,(] 2 Inhalations [ ence or [ twice 1 day dander
O Pulmicort Respu]es@(sudesomde) 3025, 0005,01.0_1 unit nebulized [T once or [] hwice & day o Pests - rodsnts,
[ Singtdalr® (Montelukast) [ 4, [T 5, D 10mg 1 tahlat daily cocksoachies
0 Other G 0dors (frritants)
Andior Peak flow above £ Nona o Clgaraite smoke
Remember to rinse your mouth after iaking inhaled medicine. E;g{ggnﬁ hard
If exercise triggers your asthma, take puff(s) minutes before exercise. pierm_,m‘
" — cleaning
CAUTION (Yllow Zone) |112> E continue _ B
o [Ee————— roducts
d Yg:ug:w any of these: o e DICINE "HOW MUCH to take and HOW OFTEN to take it o Srmoka from
« Mild wheeze O AlbuteruL MDI {Pro-air® or Proventil® or Veniolin®) _2 puffs every 4 hours as needed Surming wood,
* Tight chast O Xapenax 2 putfs every 4 hours as needed Q Weather
» Coughing at night [ Albrterol T11.25, [J 2.5 mg 1 unit nebitized every 4 hours as needed | 5 Sudden
« Other: [ Duonheb® 1 unit nebulized every 4 hours as nesded emperatire
[ Xopenex® Levalbuteral) {1 0.31, T1 0.63, [11.25 mg _1 unit netrelized every 4 hours as needed R E::‘:;?:e weather
1f quick-reliet medicing does not bl witkin O fombwemh Rgsmm;iﬁ - 1 inhalation 4 times a day - hot and ¢old
520 ménutes or has baen used more than g &;r:fse the dose df, or add: D?o 0;‘"‘3 alert days
2 times and symptoms persist, call your es:
doctar or go to the emergency room. + H quick-relief medicine is needed more than 2 times a o
Andfor Paakc flow fram fa week, except before exercise, then call your doctor. o
O
EMEHGEHEY (Red Zoe) [ [Take these medicines NOW and CALL 911, |20
) Your asthma is Asthma can be a life-threatening iliness. Do not wait! _ |°©
B o ares Jostqg | MEDICINE HOW MUCH to take and HOW OF TEN to teke # |
not halp within 15-20 minutes | 5 Afuterot MDI (Pro-alr® or Proventil® or Ventolin®) __4 puffs every 20 minutes
= Breathing is hard or fast [ Xopenex® 4 puffs every 20 minutes Thls asthma treatment
* = Nose apens wide » Ribs show | [ Albuterol [11.25, 15 2.5 mg 1 unit nebullzed every 20 minutes | plan Is meant to assist,
* Trouhle watking and talking |71 Duoneb® 1 unit nebullzed every 20 minutes | not replace, the clinical
Andfor » Lips blue » Fingemnalls blue | (3 Xopenex® {Levabuterch (7 0.31, 01 0,63, (3 1.25 mg ___1 unit nebulized every 20 minutes | decislon-making
Peakflow  *Other. [ Gombivert Respimai® 1 inhatation 4 times a day required to meet
below [ Other Indivitual patient needs,
=5 S Permission to Sef-administer Medication: | PHYSICIANAPN/PA SIGNATURE DATE
[y e i | T This student is capable and has heen instructed Physician’s Orders
ik ot e e In she proper mathod of seff-administering of th
=C” non»ngbuﬁzed inhated mezlicaﬁans nzunedg ahnv: PARENT/GUARDIAN SIGNATURE
i in accordanca with NJ Law,
e i | T This student is not approved to sef-medicate, | PHYSICIAN STAMP
12 3 Sgou el
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Femtssioe 1 eprouo ok o - g Make a copy fer parent and for physieian file, send ariginal to schoo! nurse or child care provider,



Asthma Treatment Plan — Student
Parent Instructions

The PAGNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for the
individual student to achieve the goal of contralied asthma.

1. Parents/Guardians: Before taking this form lo your Health Care Provider, complete the top left section with:
+ Ghild's name = Ghild's dactor’s name & phone number « Parent/Guardian’s name
* Child's date of blrik = An Emergency Gontact person's name & phone namber & phone number

2. Your Health Care Provider will complete the following areas:
* The effactive daie of this plan :
= The medicine information for the Healthy, Caution and Emergency sections
= Your Health Care Provider wil check the box next to the madicatlon and check how much and how often to take it
* Your Health Care Provider may check “OTHER” and:
+ Write in astima medications nof listed an the form
+» Wrile in additional medications that will contral your asthma
% Wrile in generis medications in place of the name brand en the form
» Together you and your Health Care Provider wilt decide what asthma treatment Is best for your chitd to follow

3. Parents/Guardians & Health Care Providers tagether will discuss and then complete the following areas:
» Child’s peak flow range in the Healthy, Caution and Emergency sections on the left sids of the form
» Child’s asthma triggears on the right side of the form
* Permission fo Self-administer Medication section af the bottom of the form: Discuss your child’s abifity to seff-administer the
Inhaled medications, chack the appropriate box, and then both you and your Health Care Provider must sign and date the form

4, Parenls/Guardians: After completing the form with your Heaith Care Provider:
* Make copies of the Astha Treatment Plan and give the signed original to your child's schoal nurse or child care provider
* i{eep a copy easily available at home to help manage your child's asthma
« Give coples of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

PARENT AUTHOREZATION

| hereby give parmission for my child o receive madication at school as prescribed in the Asthima Treatment Plan. Medication must be provided
i lts original prescription container properly labeled by a pharmacist or physician. | also give permission for the release and axchange of
information between the school nurse and my child’s health care provider concerning my chlid's health and medications. In addition, §
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Signature Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PEAMISSION FOR YOUR CHILD T0
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM,
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND SUST BE RENEWED ANNUALLY

1 do request that my child be ALLOWEB to carry the following medication for seif-administration
in school pursuart to N.JLA.G..6A:16-2.3. 1 give permission for my child to seff-administer medication, as prescribed in this Asthma Treatment
Pian for the current school year as | consider him/her to he responsible and capable of transporting, storing and self-adrainistration of the
medication. Medication must be kept in its original prescription container. i understand that the school district, agents and its smployees
shall Incur na liabifity a5 a result of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form. | indemnify and hold harmiess tha Schoof District, its agents and employees against any claims arising out of self-adminlstration
ot tack of administration of this medication by the student.

{771 DD NOT request that my child self-administer his/her asthima medication,

Parent/Guardian Slgnature Phone Date
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PERMISSION TO SHARE INFORMATION
2026-2027

As you are aware, everyday each of our students has contact with a variety of staff
members; teachers, bus drivers, therapists, assistants, cafeteria workers, and student
interns. While your child is in the care of these people, it is important that they are aware
of any information that would require special considerations for his or her health and
safety.

To comply with privacy laws, I am requesting your permission to share personal
information about your child. This would consist of only that information deemed
necessary to protect the well-being of your child. Examples of information that could be
shared about your child may include; known allergies, special diets or food restriction,
and a history of seizures. This may be done in the form of a printed list or verbal contact
with those people who will be working closely with your child. If you have specific
questions regarding your child, please call me at school. As always, please feel
comfortable knowing that any information you do not want shared with anyone will be
kept confidential. Thank you.

PLEASE COMPLETE, SIGN BELOW AND RETURN THIS FORM TO YOUR CHILD'S SCHOOL

Child’s Name:

Yes, I give permission for personal information about my child
to be shared with other staff members if it will protect his/her
health and safety.

No, I do not give permission for personal information about my
child to be shared with other staff members if it will protect his/
her health and safety.

Parent/Guardian Signature Date




