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Form to be filled out by parent(s)/guardian(s)
Asthma Health Care Plan: Management and Emergency Procedures    

	IDENTIFICATION
	Child’s Name:       
	DOB:       
	Health Card No.:       


	
	Child’s Home Address:       


	
	School:       

	School Year:       

	
	Grade:       
	Classroom Teacher:       

	Child’s Photo

	
	Bus driver and Bus No. (if applicable) *for office use
     
	

	
	Special Patient Protocol:     YES   FORMCHECKBOX 
         NO   FORMCHECKBOX 


	

	
	MedicAlert® Number (if applicable):              
       
	

	
	Time of year your child’s asthma is most active:

 FORMCHECKBOX 
  Spring                                FORMCHECKBOX 
  Fall                             FORMCHECKBOX 
  Year round

 FORMCHECKBOX 
  Summer                             FORMCHECKBOX 
  Winter


	

	
	Please check asthma triggers for your child:
 FORMCHECKBOX 
  Animal allergy          FORMCHECKBOX 
  Exercise            FORMCHECKBOX 
  Pollen                 FORMCHECKBOX 
  Other (please specify):       
 FORMCHECKBOX 
  Cold                          FORMCHECKBOX 
  Mold                 FORMCHECKBOX 
  Scents



	
	Please check the prescribed reliever medication (medicine used during a flare-up):

 FORMCHECKBOX 
  Ventolin                                              

 FORMCHECKBOX 
  Bricanyl     

 FORMCHECKBOX 
  Other (please specify):                                                    
	Please check the device to be used with the reliever medication:

 FORMCHECKBOX 
  Spacer with a facemask

 FORMCHECKBOX 
  Spacer with a mouthpiece

 FORMCHECKBOX 
  Aerosol compressor

 FORMCHECKBOX 
  Diskus
 FORMCHECKBOX 
  Turbuhaler



	
	Location of reliever medication in the school: * for office use:

     


	
	Please describe strategies that help your child stay calm in the event of an asthma flare-up:       


	
	Additional Information:       


	
	Trained school staff in this student’s asthma care:*for office use.

1.                                                                                               2.                                                                            

	
	Plan effective on: (insert date)       


	Definition of asthma: 
A chronic lung condition where inflammation of the airways causes a cough, wheeze, chest tightness or shortness of breath.



	SYMPTOMS
	Please check your child’s asthma symptoms:

 FORMCHECKBOX 
  Cough                                      FORMCHECKBOX 
  Shortness of breath                              FORMCHECKBOX 
  Other (please specify):       
 FORMCHECKBOX 
  Wheeze                                    FORMCHECKBOX 
  Chest tightness

	NOTIFICATION
	Please specify if and how you would like to be notified when your child experiences asthma symptoms during school:

     

	FLARE-UP
	Recognizing a Flare-Up of Asthma Symptoms

· Faster breathing
· Persistent cough
· Wheezing (a high pitched musical sound when breathing)
· Complaint of chest feeling tight
· Shortness of breath at rest or when talking (can only say 3-5 words between breaths)
· The skin is “sucked in” with each breath at the neck and/or around the collar bone
· Cough, wheeze or chest tightness during or following exercise
· Other symptoms you may notice during a flare-up specific to my child (please list):       


	ACTION
	Steps in Order:

1. Have the student sit down to rest. DO NOT lay the student down.
2. Speak calmly and do not panic. Keep the student calm using techniques specified by the parent(s)/guardian(s). 
3. Administer a dose of the reliever medicine. Name the medicine and the dose:        
4. Tell the student to take slow, deep breaths.

5. Monitor the student for 5-10 minutes.

IF SYMPTOMS IMPROVE AND THE STUDENT REPORTS RELIEF OF SYMPTOMS ALLOW THE STUDENT TO RESUME ACTIVITY AS TOLERATED AND NOTIFY THE PARENT(S)/GUARDIAN(S) IF REQUIRED (see notification section)

IF SYMPTOMS REMAIN THE SAME OR WORSEN FOLLOW STEPS 6-7

6. Administer a second dose of the reliever medication.  Name the medication and dose:       
7. Monitor the student for 5-10 minutes. 
IF SYMPTOMS IMPROVE AND THE STUDENT REPORTS RELIEF OF SYMPTOMS ALLOW THE STUDENT TO RESUME ACTIVITY  AS TOLERATED AND NOTIFY THE PARENT(S)/GUARDIAN(S) IF REQUIRED (see notification section)

IF SYMPTOMS REMAIN THE SAME OR WORSE, CALL 9-1-1 (unless otherwise indicated in the notification section) AND FOLLOW STEPS 8-10

8. Administer the prescribed reliever medication as often as needed until EHS and/or the parent(s)/guardian(s) arrives.
9. Stay with the student until EHS and/or the parent(s)/guardian(s) arrives.
10.  Call the parent(s)/guardian(s) if not previously notified.

	
	If exercise triggers your child’s asthma, please describe the appropriate action for recess or gym activities:

     


	EMERGENCY CONTACTS
	Please prioritize 1, 2, 3 in the order calls are to be placed. 

	
	Name
	Relationship
	Home Phone No.
	Work Phone No.
	Cell Phone No.

	
	1.       

	     
	     
	     
	     

	
	2.       

	     
	     
	     
	     

	
	3.       
	     
	     
	     
	     

	CONSENT
	Parent/Guardian Authorization Re: Consent to Release Information

I authorize and hereby consent for school staff to use and/or share information found on this form for purposes related to the education, health and safety of my child. This may include:
1.     Display of the student’s photograph in hard copy or electronic format so that staff, volunteers, and school visitors  will be aware of the student’s medical condition.

2.  Communication with bus operators.

3.  Any other circumstances that may be necessary to protect the health and safety of the student.

Parent/Guardian Signature: ________________________________________________________________
Print Name:                                                                                                    Date:     
Parent/Guardian Authorization Re: Consent to Transfer to Hospital

I authorize and herby consent for my child to be transported to a hospital if required, based on the judgement of school staff. I hereby permit a staff member to accompany my child during transport.  Please note: The school principal or designate shall decide if an ambulance is to be called.
Parent/Guardian Signature: ________________________________________________________________

Print Name:                                                                                                  Date:      
Parent/Guardian Authorization Re: Consent for Treatment

I am aware that school staff are not medical professionals and perform all aspects of the Health Care Plan to the best of their ability and in good faith. I agree with the responses outlined in the Health Care Plan.
Parent/Guardian Signature: ________________________________________________________________
Print Name:                                                                                                Date:      
Note: It is the parent’s/guardian’s responsibility to notify the principal if there is a need to change the Health Care Plan throughout the school year. This authorization may be cancelled upon receipt of written notification to the principal.


	Authorizations:

Parent/Guardian Signature:  _____________________________________________________          Date:      
Parent/Guardian Name (Print):      
Health Care Professional Signature: ______________________________________________          Date:      
Health Care Professional Name (Print):      
Principal Signature: ___________________________________________________________         Date:      
Principal Name (Print):      
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