Picture of student  
_________________ School District
Asthma Health Plan          

Student: _________________________________________________  Date of Birth ______ / ______ / ______
 

School:
________________________ Teacher: _________________ Grade: ________
School Year: ________

Mother / Guardian’s Name: ____________________________________________________________________
Home Address:
_______________________________________   City / ZIP: ___________________________
Home Phone: (____)_________________  Cell phone: (____)________________  Pager: (____)_____________

Work Phone:  (____)__________________
Work Hours: ____________________________________________
Father / Guardian’s Name: _____________________________________________________________________
Home Address: ________________________________________   City / ZIP: ___________________________
Home Phone: (____)_________________  Cell phone: (____)________________  Pager: (____)_____________

Work Phone:  (____)__________________
Work Hours: ____________________________________________

Primary Care Physician:_________________________ Phone:________________ Hospital: _______________
Emergency Plan:

Emergency Action is necessary when the student has symptoms such as:
	· Shortness of breath
	· Chest and neck muscles pulling in

	· Wheezing (whistling sound while breathing)
	· Stoop body posture

	· Constant dry hacky cough
	· Nasal flaring or grunting

	· Trouble talking without breaths between words
	· Struggling or gasping

	· Severe chest tightness
	· Lips and finger beds are grey or blue

	· Other
	· 


Treatment steps:

1. Do not leave student unattended.

2. Check peak flow (if peak flow meter is available)

3. Give rescue inhaler as listed below. Students should respond to treatment in 15 to 20 minutes.

4. Contact parents if:________________________________________________________________.

5. Recheck peak flow reading or monitor to see if symptoms abate.

6. Seek emergency medical care or 911 if symptoms do not improve.

Peakflow: ________________ Normal or baseline peak flow reading.


       ________________ Treat with rescue inhaler peak flow reading.


       ________________ Emergency and treatment with rescue inhaler peak flow reading.

Daily Asthma Treatment

Identify the things which trigger an asthma episode (check each that applies to the student).

	· Exercise
	· Animals
	· Molds

	· Respiratory infections
	· Foods__________________
	· Pollens

	· Changes in temperature
	· Strong odors or fumes
	· Dust/chalk

	· Carpet in room
	· Exercise
	· Other_____________________


List any environmental control measures, premedication or/and dietary restrictions that prevent asthma episodes:

· Premedication with rescue inhaler 15-30 prior to ___ physical education class__________ (day) ___A.__P.

     ___ recess including: ____ Mid morning 



           ____ Noon



           ____ Mid-afternoon

· Dietary restrictions: _______________________________________________________________________

· Other:________________________________________________________________________________
Medical and Parent Authorization Form
Student Name:_______________________________________________ Date of Birth: ___________
For Completion by Medical Provider:

Diagnosis: 
	· Mild intermittent
	· Mild Persistent
	· Moderate Persistent
	· Severe Persistent

	· Exercise Induced
	· Reactive Airway
	· Allergy Induced
	· Other


	Daily Medications Given at Home
	Dose:
	Frequency:
	Start:
	Stop:
	Side effects:

	1.


	
	
	
	
	

	2. 


	
	
	
	
	

	3.


	
	
	
	
	


  I authorize the ______________________________School District to give to following medication to the above student.
	Daily Medications Given at School
	Dose:
	Frequency:
	Start:
	Stop:
	Side effects:

	1.


	
	
	
	
	

	2. 


	
	
	
	
	


	Rescue or “As Needed” Medications at school
	Dose:
	Frequency:
	Start:
	Stop:
	Side effects:

	1.


	
	
	
	
	

	2. 


	
	
	
	
	


(  ) I have instructed the above student in the proper use of his/her inhaled rescue inhaled medications. It is my professional opinion that he/she should be allowed to carry and use this medication by him/her self.
	Medical provider’s name: (please print)


	Clinic/Hospital

	Medical provider’s signature:


	Date:




For Complete by Parent or Guardian:
(  ) Yes  (  ) No, my child is authorized to carry and self-administer the above asthma rescue inhaler.

If no, as the parent/guardian of the above name student, I ask that assistance be provided to my child in taking the medications(s) indicated above by authorized school personnel. School personnel may contact my child’s medical provider regarding medication, dosage, indication, side effects and evaluation of effectiveness of medication administration at school.

	Parent Signature:

	Date:

	Principal Signature: 

	Date:


Asthma Health Plan review by: ____________________________________ Date: _________________
1

