
HEALTH SERVICES
STUDENT ASTHMA ACTION PLAN-PERMISSION TO CARRY INHAIER

Please print:
Student Name
Address

Grade ege.-- DOB
l. ParenUGuardiau Name

Call This # First: Home Phone
Work # Cell #

Cell #

2. ParenUcuardiatr Name
Call This # First:

DAILY ASTHMA MANAGEMENT PLANI
Daily Home Medication:

Identify asthms trigge(s! ("h*;k ,jt G; .ppl,
Ll Exercise

Comments

Exercrse ! Stonr odors
Respiraory rnfection E cn"*"a*i'-
Change in Temperature E poff*" --
Animals li *r^,.'^
rooos D oth"t

Home Phone
Work #

1.t'_ fT:l--- I,trte Frequencl4

No"-al;."k nii;urdioe;..-.-- Amount rime
f.lphiifr' --aL-^

Frequency

or Frmes

SCHOOL EMERGEN CY PLA.FI:
Emergency action is necessary when the student has symptoms of

or has a peak flow reading ofbelow

Steps ro take during an asthma episode:l. Cive medications as listed btow:
Medication nane:
Medication name:

If little or no relief:

I May repeat in]raled medication in
OR
I Give nebulizer treahent of

Dosage
Dosage

mlnutes times.

Time

(med. name and amount) afretmiauies of inhaled medication

f] call parent aad ..91 1" if no improvemenr

Physician name
Phone numberPbysician signature
Date

Q It is my prof€ssloral opinion that
h ls/hersetf- sholld 4g cArry or usr his.fter iBhaled medication bv

Date

Date

Physician Signature
Pa:ent Signature

School Nurse Signature
Date


