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Asthma Action Plan: English 

MMal """'""""...,,,..,
~ Allcrin Asthma & lmmunolOQV Asthma Adion Plan for Home & School 

Birthdote: 

Asthmo Severity: C lntermitten1 D Mild Persistent C Moderate Persistent ...J Severe Persistent 
He/she hos hod many or severe osthmo oltocks/exocerbotions 

Nome: 

© Green Zone Hove the child toke these medicines every day, even when the child feels well. 

Always use o spacer with inhalers os directed. 

Controller Medicine(s): ----

- - -- --- -·-·------ - - - - -- ----- ·-----

Controller Medicine(sl Given in School: ---- --- -- -- -- ---

Rescue i'v'i.edicine: Albuierol/Levolbuterol puffs every four hours m needed--- - ·-

Exercise Medicine: Albuterol/levolbuterol puffs 1 5 minutes before oclivity as needed-

-

---

--
- ··- - -
----- -

@ Yellow Zone Begin the sick treatment pion if the child hos o cough, wheeze, shortness of breath, or tigh1 chest. Hove~ 
child toke all of these medicines when sick. ~-

Rescue Medicine: Albuterol/Levolbuterol -· _ puffs every 4 hours os needed 

Controller Medicine(s): I 

::JConlinue Green Zone medicines: _____ ---- - --~---- - -----
, •1 Add: _ ·--- --- -- --- - ---- - - -

--· ---

□ Change: -------- ·- --· 
\f the child is in 1he yellow zone more than 2.4 hours or is getting worse. lollow red zone and coll the doc1or r"1gh1 owoyl 

® Red Zone If breathing is herd and lost, ribs sticking out, trouble walking, talking, or sleeping. 
Get Help Now 

Toke rescue medicine{s} now 
Rescue Medicine: Albuterol/levolbuterol ___ -- puffs every -----

Toke· --~---- -- - ---- -- -
-- - - ----- -- - ----- - -

If the child is not better righ1 owoy, coll 911 
?lease coll the doctor any 1,rne the child is in the red zone. 

Asthrno Triggers: (List) 

School Stoff: Follow the Yeilow ond Red Zone plons for rescue medicines;ccord1ng- to osthmo symptom~-- - - ·-- --------­
Unless otherwise 11Qted, the only controllers to be administered in school ore those listed as ' given in school' in the green zone. 

D Both the aslhmo provider and the parent feel that lhe child ma:y corry and self;adminisler 1he,r inhalers 
0 School ~rse agrees with ~tu_dent self-administering the inho~rs____ 

Asthma Provider Printed Nome and Con1oct lnformolion 

____________ 
Asthma P1ovider Signature 

----
Date. 

Porent/ Guordion: I give wrilten aulhorizotion for the medicalions listed in the action pion lo be administered ,n school by the nurse or other school 
members os oppropriole. I consent to communicotion between the prescribing health co,e prov1der/clinlc, the school nurse, lhe school medical odvisor 
and schoo~bosed health clinic providers necessary for osthmo monogement ond administ,otion of this medication. 

Po1ent/guardian signature· ' School Nurse Reviewed 

I Dote:Dok;,· 

Pieaw send a signed copy back lo the provider listed above. 

~ t)I Ame!lcan ll(ademy of 
,-,. Allerqy Asthma & lmmunoloqy 



----- ----

Supplementary School Treatment Form 

~ 01 Amedran .\c:adem'r of 
,-, AllerQy Asthma & lmmunolol!v 

ll\'\~1,l (l 

School Supplementary Treatment Orders 
[To be Sen! with !he Asthma Action Pion) 

Student Name: Birthdate: 

Asthma Rescue Medications: 
See attached Asthma Action Plan: 

Please follow 1he lreatmenl pion detailed in the G reen zone for activity/exercise lreatmenl and rescue medication pion for Green, 
Yellow & Red zones, according to asthma symploms. 

Common side effecls of olbulerol/levolbuterol include increased heart and respiratory rote and jitteriness. 

D The sludent mcy corry ond self.odminister !heir inhalers 

Pre-activity treatment, including before physical education/recess, should be given: 
0 With oil octivily D Only when the child or school staff feels he/she needs it 

If a Student is in !he Red Zone, immediately give their rescue treatment and coll 91 l . 
Please follow school emergency plans, according lo school/school system policy. 

Controller Medications· 
Only !he following controller or steroid medications should be administered in school: 

AN\ Dose PM Dose 

If not listed on the Asthma Action Pion· 
Triggers: 

School specific triggers include: __ 

Asthma Severity: 0 Intermittent D Mild Persistent :J Moderate Persistent O Severe Persistent 
□ He/she hos hod mony or severe asthma ottocks/exocerbotions 

Please Contact the As!hmo Provider listed here wilh any queslions or concerns regarding 1hese orders, or if the student does not hove 
adequate/correct medicolions in the school. 

Asthma Provider Printed Nome & Contact Information: 

Asthma Provider Signature: Dote: 

Parent/Guardian Permission: I give permission for the medications listed in the Asthma Action Pion lo be administered in the school by 
the nurse or other school members in accordance with school policy. I consent to shoring health information between the prescribing 
health core provider/clinic, the school nurse, and the school medical advisor necessary for asthma management ond administration of 

this medication. 

Parent/guardian signature: Dote: 

For School Use: 0 School nurse agrees with studenl self-administering !he inhalers 

School nurse received/Signature: Dote: 

Please send a signed copy bock to the provider al the contact !isled above. 

Page ___ of ___ 

~~1 Ame1lcan Academyof
ii Allergy ASthma & Immunology 



..,. IMorris County 
,..-:;. I Vocational School District 

Medication:Name of Student: Grade: Diagnosis: 

Section 1: To Be Completed by the Physician: Morris County School ofTechnology Physician Certification for 

SelfMedication N.J.S.A 18A:40-12.3 
I certify that the above name student has the above medical condition which is a potentially life threatening 
illness. I have discussed the administration of this medication with the above student, and certified that 
he/she is capable of, and has been instructed, in the proper method of self administration ofthe medication in 

an emergency situation as directed above. 

Physician's Signature Date 

Section 2: To be Completed by the Parent/Guardian: Parent Acknowledgement and Authorization Pursuant to 

NJ. S.A 18A:40-12.3. 

A. I give permission for the school nurse to release my child's health concerns as indicated above, to the staff at 
MCVTS. The school nurse may have indicated this health concern in the genesis program. 

Parent/ Guardian Signature Date 

B. Permission to self-carry and self- administer their prescribed medication during school hours and during 
athletic or school sponsored events. I acknowledge that the district shall incur no liability as a result ofany injury 
arising from the self-administration ofmedication by my child and that I shall indemnify and hold harmless the 
district and its employees or agents against any claims arising out of the self-administration ofmedication by the 

pupil. 

Parent/ Guardian Signature Date 

Section 3: To be Completed by the MCST Student: Student Acknowledgement Pursuant to N.J. S.A 

l 8A:40-12.3. 
• I understand and I will use this medication as directed by my physician. 
• I will be responsible for carrying and using this medication as described while in school, on field 

trips, athletic events and at any other school sponsored event. 
• I understand to keep the supplies for self-management with me at all times and that all 

medication mentioned in the prescribed self-management plan must be in its original labeled 

container, at all times. 
• I am aware that I must report to the school nurse or delegate ifthere are any deviations from the 

parameters set in the self-management plan. 

Student Name Date 
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Inspire. Prepare. Succeed. 

https://mcvts.org

