Asthma Action Plan

General Information:
H Name

LUNG
ASSOCIATION:.
Southeast Region

1-800-LUNG-USA

:|: AMERICAN

H Emergency contact

Phone numbers

W Physician/Health Care Provider

Phone numbers

Date

W Physician Signature

Severity Classification

O Mild Intermittent O Moderate Persistent
O Severe Persistent

O Mild Persistent

O Colds O Smoke O Weather 1. Pre-medication (how much and when)
O Exercise O Dust O Air pollution

O Animals O Food 2. Exercise modifications

O Other

Green Zone: Doing Well

Peak Flow Meter Personal Best =

Symptoms
B Breathing is good
® No cough or wheeze
B Can work and play
B Sleeps all night

Peak Flow Meter
More than 80% of personal best or

Yellow Zone: Getting Worse

Symptoms
W Some problems breathing
B Cough, wheeze or chest tight
B Problems working or playing
W \Wake at night

Peak Flow Meter
Between 50 to 80% of personal best or
to

Gontrol Medications

Medicine How Much to Take When To Take It

Contact Physician if using quick relief more than 2 times per week.

Continue control medicines and add:

Medicine How Much to Take When To Take It

IF your symptoms (and peak flow, if used)
return to Green Zone after one hour of the
quick relief treatment, THEN

O Take quick-relief medication every
4 hours for 1 to 2 days

O Change your long-term control medicines by

IF your symptoms (and peak flow, if used)
DO NOT return to the GREEN ZONE after
1 hour of the quick relief treatment, THEN

O Take quick-relief treatment again
O Change your long-term control medicines by

O Call your physician/Health Care Provider
O Contact your physician for follow-up care within hours of modifying your

medication routine

Red Zone: Medical Alert

Ambulance/Emergency Phone Number:

Symptoms
W | ots of problems breathing
B Cannot work or play
W Getting worse instead of better
® Medicine is not helping

Peak Flow Meter
Between 0 to 50% of personal best or
to

Parent/Legal Guardian Signature

Continue control medicines and add:

Medicine How Much to Take When To Take It

Go to the hospital or call for an ambulance if
O Still'in the red zone after 15 minutes
O Ifyou have not been able to reach your O Trouble walking/talking due to shortness

physician/health care provider for help of breath
O O Lips or fingernails are blue

Call an ambulance immediately if the following
danger signs are present

Date

Parent - Top Copy

Physician - Second Copy School - Third Copy



Written Authorization for Self-Administration of Asthma Medication
by Minor Children at School

Student Name:
Date of Birth: Grade:
L , Parent/Legal Guardian of the above-named student hereby request authorization

for self-administration and possession of asthma medication by this student while in school, at a school sponsored activity,
while under supervision of school personnel, and while in before-school or after-school care on school operated property.
The student demonstrates full understanding of the proper use of his/her asthma medication.

I understand that:

e the school district and its employees and agents shall incur no liability for: a) any injury to the student caused by his or
her self-administration of medication except for injury caused by willful or wanton misconduct; b) the student’s use,
misuse, overuse, or neglected or failed use of his or her asthma medication; and c) lost, misplaced, outdated,
inaccessible, empty, or faulty asthma medication and asthma devices

e the school may choose to require supervision of medication administration in the event that the student does not
demonstrate appropriate use or proper technique with asthma medication

e the school has the authority to enforce rules and consequences for inappropriate behavior demonstrated by the student
in association with the possession and/or self-administration of asthma medication and that the school has the authority
to require supervision of medication use as deemed appropriate for the safety of all students and staff

I take sole responsibility for:

e  the monitoring of asthma medication, medication use, and refilling of prescriptions for asthma medication as the school

will not be responsible for the supervising, recording, and monitoring of self-administered asthma medication

ensuring the student always carries his/her asthma medication on his/her person

deciding if back-up medication will be kept at the school and providing the school with the back-up medication

informing school staff in writing of any changes in the student’s treatment or asthma management

informing the school of any asthma exacerbations, hospital visits, and/or new or changed student medical information

informing school staff in writing of any medication side effects that warrant communication to the parent/guardian

coordinating distribution of the student’s asthma management and emergency plan to school staff (school health
worker, teachers, physical educators, coaches, bus driver, before-school and after-school staff)

I understand and agree to the conditions of the school system policy. I permit the school to seek emergency medical
treatment for the student when deemed necessary and appropriate. I accept legal responsibility should the
medication be misused or given or taken by a person other than the above named student. I release the

School System and its employees and agents of any legal responsibility related to the above
named student’s possession and self-administration of his or her asthma medication.

Parent/Legal Guardian Signature Date

I, , the above-named student have been instructed in the proper use of my
prescription asthma medication and fully understand how and when to use this medication. I will always carry my
medication with me and will not allow another student to use my medication under any circumstance. I understand
and agree to the terms of the school policy.

Student’s Signature Date

The above named student has been instructed and demonstrates understanding of the proper use of his/her asthma
medication. It is my professional opinion that the student be permitted to carry and self-administer his/her asthma
medication. I have provided the parent/guardian with a written asthma emergency/management plan including the
name, purpose, dosage, and administration directions of the asthma medication.

Physician’s Signature Date



