Parent Contact Regarding Students with Asthma

To be completed by parent and school nurse and serve as:

School Asthma Action Plan
Date __________________ Teacher/Grade:  _______________________                                      Picture
Student’s Name _______________________________DOB ________________

Parent/Guardian Name ____________________________ Home phone___________________

Mother’s Work Phone ___________________________ Cell ______________________________
Father’s Work Phone ___________________________ Cell _______________________________

If parent is not available, call ___________________________ Phone _______________________
Doctor ___________________________________________ Phone _________________________
If your doctor has filled out an Asthma Action Plan, please send in a copy. 

 Hospital Preference ________________________________________________________________
Current Asthma Medications:

At Home _________________________________________ Directions: _________________



(name)

 At School ___________________Located: ________________Directions: _________________



(name)



   (office/backpack)







(Authorization forms need to be signed at school and medications must be labeled)

School Asthma Action Plan 
Description of Asthma attack in your child:

 Cough



 Wheezing



 Chest tightness
 Shortness of breath


 Trouble talking 
 Bluish color of skin/nails

 Fear/Anxiety

Conditions or circumstances that might bring on an attack:

 Exercise


 Emotional upset


 Allergens ________________
 Respiratory Infections 
 Temperature Changes

 Environmental 
 Other ___________________________________

*Please list additional comments or directions you wish us to be aware of regarding your child.  If there are any PE or playground limitations, the doctor’s signed instructions must be returned to school.

_________________________________________________________________________________

_________________________________________________________________________________

Please continue to page 2 and sign and return to school nurse.

Recommended procedure will be followed in the event your child has any breathing problems lasting longer than 2 minutes:

1.   If inhaler at school, have student use as directed in the office 
       unless permission given to use in classroom.  
2.  Have student sit up straight.  Calm and reassure the student.
3.  If no inhaler available, will try warm drink

4.  If symptoms persist, call parent

5.  If the student has the following symptoms call 911:

Chest and neck pulling in with breathing

Child is hunching over


Child is struggling to breathe
 
Lips or fingernails are blue or gray

Student is too short of breath to walk or talk

Rapid labored breathing

Decreased level of consciousness
If you would like us to take other additional steps to the above, please list here.
Teacher: This action plan and medication, if provided by parents, need to be taken on field trips.
Parent Consent for Management of Asthma at School

I, the parent or guardian of the above named student, request that this School Asthma Action Plan be used to guide asthma care for my child.  I agree to:

1. Provide necessary supplies and equipment.

2. Notify the school nurse of any changes in the student's health status.

3. Notify the school nurse and complete new consent for changes in orders from the student's health care provider.

4. School staff interacting directly with my child may be informed about his/her special needs while at school.

Parent/Legal Guardian Signature___________________________________  Date ____________

Reviewed by School Nurse _______________________________________ Date ____________
Copy of plan given to:

Tchr Emer Bag 
Tchr Subfolder 
Music
 
PE        
Library 
Cafeteria 
GATE
 
SpEd,
 
SLP 

Playground 

Bus 

Office
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