HEALTH SERVICES

STUDENT ASTHMA ACTION PLAN—PERMISSION TO CARRY INHALER

Please print:

Student Name Grade Age DOB
Address 52,
1. Parent/Guardian Name Home Phone
Call This # First; Work # Cell #
2. Parent/Guardian Name Home Phone
Call This # First; Work # Cell #
DAILY ASTHMA MANAGEMENT PLAN:
Daily Home Medication:
1. Amount Time Frequency,
2, Amount, ‘ Time Frequency
Normal peak flow reading:
Identify asthma trigger(s): (check all that apply)
Exercise [] Strong odors or fumes
] Respiratory infection [] Chalk dust
[_] Change in Temperature [ Pollens
[ ] Animals (] Molds
D Foods ] Other
Comments
SCHOOL EMERGENCY PLAN:
Emergency action is necessary when the student has symptoms of . R
, or has 2 peak flow reading of below
Steps to take during an asthma episode:
1. Give medications as listed blow:
Medication name: . Dosage Time
Medication name: Dosage Time

2. Iflittle or no relief:

(] May repeat inhaled medication in minutes times.
OR

[] Give nebulizer treatment of
minutes of inhaled medication.

(] Call parent and “911" if no improvement.

(med. name and amouni) after

Physician name Phone number

Physician signature Date
Students using a respiralory inbaler outside the clinic must report the usc o the staff member responsibie for the
setting/activity. Due to after school activities and the size of the high school campuses, students may carry a second inhaler on
their persons. After use the student should report to the clinic. Students with permission to carry respiratory inhalers are
encouraged to have a backup inhaler in the clinic.
Required permission of the student’s physician, their parents, and the school nurse.

Q1 have instructed in the proper way to use his/her inhaled medications. It is my
professional opinion that should be allowed to carry and use that medication by
him/herself.

Q It is my professional opinion that should not carry or use his/her inhaled medication by
his/herself. - 8

Physician Signature Date
Parent Signature Date
School Nurse Signature Date_
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