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SCHOOL DISTRICT

ASTHMA INFORMATION /Individual Healthcare Plan

Student; Birthdate:
School: Grade: Teacher:

The following information will assist the school nurse and staff in determining any special needs

for your child. If you desire a conference with the school nurse, please call

1.
2.

When was this student’s asthma first diagnosed?

In the past year, how many times has this student:
been seen in the emergency room for asthma?
been treated in the doctor’s office for asthma?

3. What triggers this student’s asthma? (Check all that apply)
OExercise ORespiratory infection OStrong odors OStress
OPollen OCigarette smoke OMolds ODust
OMedication OFood OAnimals
4. What are your student’s early warning signs of an asthma episode? (Check all that apply)
OCough OCold symptoms ODrop in peak flow
OWheezing ODecreased energy OOther
5. Does your student report asthma symptoms?  OYes ONo
6. Does your student use any of the following aids for managing asthma?
School Home
OPeak flow meter O O
OHolding chamber (spacer) O O
OHolding chamber w/mask O O
ONebulizer O O
OOther O O
PEAK FLOW MONITORING
Personal Best Peak Flow Number:
Monitoring Times:
Green Zone: Yellow Zone: Red Zone:
Action: Action: Action:
MEDICATION PLAN
Name Amount When to Use
1.
2.
3.
Student is able to self-administer inhaler OYes ONo

Student should be allowed to self-carry medications OYes ONo
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SCHOOL ASTHMA EMERGENCY ACTION PLAN

Student: Grade: Teacher:

Common Asthma Attack Signs and Symptoms:

Persistent coughing Wheezing while breathing in or out
Shortness of breath Tightness in chest

NEVER SEND A CHILD WITH A SUSPECTED ASTHMA ATTACK ANYWHERE ALONE
Steps to take during an asthma attack:
1. Give medication:
Medication is located:
2. Observe student for at least 15 minutes or until symptoms are improved.
3. Contact parent if:

IMMEDIATELY CALL 911 FOR:
¢ RAPID, LABORED BREATHING ¢ BECOMING ANXIOUS

* SWEATY, CLAMMY SKIN ® NASAL FLARING
® UNABLE TO TALK IN FULL SENTENCES ®* COLOR CHANGES
® “PULLING IN” OF NECK AND CHEST WITH BREATHING ® UNCONSCIOUS

Other Significant Health Conditions:

Health Care Provider:
Phone: Fax:
Transportation: OBus#__ OWalk  DOParent/Guardian Pickup =~ OPersonal Car

FAMILY AND EMERGENCY CONTACTS = PLEASE PRINT

Name Relationship  Phone(with area code) Home/Work/Cell/Pager
Parent Signature: Date:
School Nurse Signature: Date:

Distribution:

O Teaching Staff O PE Teacher O Bus Driver O Admin. Spclst. O Playground O
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