ﬁmegﬂcan My Asthma Action Plan

Association. For Home and School

Name: DOB: / /

Severity Classification: [ ] Intermittent [ Mitd Persistent [ Moderate Persistent [ ] Severe Persistent
Asthma Triggers ({list):
Peak Flow Meter Personal Best:

Symptoms: Breathing is good ~ No colgh or wheeze ~ Can work and play - Sleeps well at night
" PeakFlowMeter ____ (more than 80% of personal best)

Control Medicine(s) Medicine How much to take When and how often to take it Take at

[THome []Scheol
{T1Home []Sehool
puffs, 15 minutes before activity [ ] with all activity  [7] when you feel you need it

Phystcal Activity [[1Use Albuterol/Levalbuterol

Symptoms: Some problems breathing — Cough, wheeze, or tight chest — Problems working er playing — Wake at night

Peak Flow Meter o (between 50% and 79% of perscnal best)
Quick-relisf Medicine(s) [} Albuterol/Levalbuteroi puffs, every 4 hours as needed
Conirol Medicine(s) [ Continue Green Zone medicines
[ Add [Mchange to

You should feel better within 20-60 minutes of the quick-relief treatment. if you are getting worse or are in the Yellow Zone for more
than 24 hours, THEN follow the instructions in the RED ZONE and call the doctor right away!

: Symptoms L,ots of problems breathing — Cannot w0rk or play.— Gettlng w0rse mstead of better = M__écjxo_m_e_ _not'he[p'i_ng B
B Peak Flow Meter_______(less than 50% of personal best) o T R BN
Take Quick-relief Medicine NOW! [ ] Albuterol/Levatbuterol puffs, (how frequently)

Call 811 immediately if the following danger signs are present:  * Trouble walking/talking due to shortness of breath
« Lips or fingernails are biue
« Stili in the red zons after 15 minutes

School Staff: Follow the Yellow and Red Zone instructions for the quick-relief medicines according 1o asthma symptoms.

The only control medicines to be administered in the school are those fisted in the Green Zone with a check mark next tc “Take at School”.

[] Both the Healthcare Provider and the Parent/Guardian feel that the child has demonstrated the skills to carry and self-administer their
quick-relief inhaler, mcludlng when to tell an aduit if symptoms do not lmprove after taking the medicine.

'.HeaithcareProwder '_ L Ll S
Neme o hore(

Lle i signature

_-Parent]Guardlan . R AT : . . ; . . : s S e

: D | give permission for the medlcmes hsteci |n the action plan to be admlmstered in school by tha nurse or- other school staff as approprlate s : :

- D | consent to communication between the pl’escriblng heatth cage. prowder o clinic, the’ school nLirss 'the school med:cai advlsor and sohool~based health
clinic prowders necessary for asthma management and admlnxstraﬁon of thls medlcme S S

'Name e SR L I Date Phone( ) .. "s_i_gr'\'a'tu_rg.':"

:-'Schooi Nurse i

: [i! Thie student has damonstratod me skﬁ is tc carry and se?f—admlmster thelr quick—relsef |nha.§er lnc{udzng when to tell an aduit if Symptoms do not |mprove g
after takmg the med{cme SO Laan I

-800-LUNGUSA | Lung.org.
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‘Asthma Treatment Plan — Student
Parent Instructions

The PACMJ Asthma Treziment Plan is designed to help everyone understand the steps necessary forthe
inclvidual student to achieve the goal of controlied asthima.

1. Parents/Guardians: Before taking this form fo your Health Care Provider, complete the top Ieft section with:
» Chlld’s name « Child’s doctor's name & phone numbsr « Parent/Guardian’s name
+ Chitd’s date of birth » An Emergency Contact person's name & phone number & phone number

2. Your Health Care Provider will complete the following areas:
« The effective date of this plan
s The medicine information for the Healthy, Caution and Emergency sections

» Your Health Care Provider will check the box next to the medication and check how much and how often to take it
« Your Health Care Provider may check “OTHER" and:

4 Write In asthma medications nof listed pn the form
& Write in addifionsl medications that wil} control your asthma
< Writs in generic medications in place of the name brand on the form )
» Together you and your Heaith Care Provider will decide what asthma trsatment Is best for your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
« Child's peak fiow range in the Healthy, Caution and Emergency sections on the left side of the form
» Child’s asthrma triggers on the right side of the form
« Permission to Self-administer Medication section at the bottom of the form: Discuss your chlid's ability to seif-administer the
inhaled medications, check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with ypur Health Care Provider:
» Make copies of the Asthma Treatment Pian and glve the signed original to your child's school nurse or child care provider
» Kagp a copy easily availabie at home t0 help manage your child's asthma
» Give copies of the Asthma Treatment Plan to everyone who pravides care for your child, for exampie: babysiftars,
before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| hieretyy give permission for my child o receive medication at school as prescribed In the Asthma Treatment Plan, Medication must be provided
in its original prescription container property labeted by a pharmacist or physician. | also give permission for the relsase and e:change of
information between the school nurse and my child's health care provider concerning my chiid's heaith and medications, in addition, 1
understand that this information wii be shared with school staff on a need to know basis. .

Parent/Guardlan Signature Phone Date

STUDENT AUTHORIZATION FOR SELF ADMINISTRATION OF ASTHMA MEDICATION
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1} SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

[ | do request that my child be ALLOWED fo carry the following medication for setf-administration
in school pursuant to N.J.A.C.6A:16-2.3, | give permission for my child to sef-administer medication, 2s prescribed in this Asthma Treatment
Plan for the current schoot year as | consider him/her to be responsible and capable of transporiing, storing and self-administration of the
medication. Medication must be kept In s original prescription container, | understand that the school district, agents and it; employees
shall incur no fiability as a resuft of any condition or injury arising from the seli-administration by the student of the medication prescribed
an this form. | inderinify and hold harmiess the School District, its agents and employees against any claims arising out of self-ariministration
of lack of administration of this medication by the student.

3100 NOT request that my child self-administer hismer asthma medication.

Parent/Guardian Signature . Phone : Date
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