Provider: Clinic:
4. American A o
T Llung My Asthma Action Plan

Association.
Name: : DOB: / /
Severity Classification:  [Jintermittent [} Mild Persistent [ Moderate Persistent [} Severe Persistent
Asthma Triggers (list): - '

Effective Date 'Emargency Contact

Peak Fiow Meter Personal Best:

Néx.t fiu .vz.accine due: COVID19 vadcine—'—Da‘te received: -
How much to take When and how often to take it

i

Flu Vaccme—-—Date received:
Control Medicine(s) Medicine

Physical Activity [l Use Albuterolft evalbuterol puffs, 15 rminutes before activity

Cwith all activity  [Twhen you feel you need it

'\

Triggers
Check aliitems
that trigger
patient’s asthma:

T Colds/flu

0 Exercise
10 Allergens

- & Dust Mites,
+ dust, stuffed
animals, carpet
. o Poilen - frees,
arass, weeds
o Mold
o Pets - animal
dander

Quick-relief Medicine(s} [ Albuterol/Levaibuterol puffs, every 20 minutes for up to 4 hours as needed
Control Medicine(s) [[] Continue Green Zone medicines
O Add O Change to

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

o Pasts - rodents,
cockroaches
0 Odors {Srritants)
o {igarette smoks
& second hand
smoke
o Perfumas,
cleaning
products,
i scented
| products
| o 8moke from
| hurning wood,
inside or outside
0 Weather

o Sudden
{emperature

change

o Extreme weathar
- hot and coid

o Qzone alert days
Q Foods:

Take Quick-relief Medicine NOW! [J Albuterol/Levalbuterol
Call 9H immediately if the following danger signs are present:

puffs, — (how frequentiy)

* Trouble walking/talking due to shortness of breath
«Lips or fingernails are blue

= Still in the Red Zone after 15 minutes

| Permission to Sé[f-adminisler" Medicafion: - PHYSICIAN/APN/PA SISNATURE - DATE
[7] This student Is capable and has bean instracted
in the proper method of seff-administering of the

on-nebulized ihaled medications named abave | PARENT/GUARDIAN SISNATURE,

in accordance with NJ Law. :
[ This student Is rot apgroved to salf-medicate. | PHYSICIAN STAMP

Physictan’s Orders

1-800-LUNGUSA | Lung.org

ALA Asthrna APV4 312029

! Make a eopy for parent and for physicizn file, send orfginal to schoal nurse ar child care pravider,

[ This asthma treatment
plan Is meant to asslst,
nat raplace, he clinical
idecision-maldng
required to meel
Tndividual paiient neads.

——— A —————




Asthma Treatment Plan — Student |
Parent Instructions :

1. Paterits/Guardians: Before taking TAIS Torm fo your Healih Care Provider, complets the top left section with: \
= Child’s name « Child’s doctor's name & phone number = Parent/Guardian’s name‘
« Child’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 A |
« The medicine information for the Healthy, Caution and Emergency sections )
« Your Health Care Provider will check the box next ta the medication and check how much and how often to fake it -
» Your Heaith Gara Provider may check “OTHER™ and:
< Write in asthma medications not listed on the form
& Write in additional medications that will control your asthma
< Write in generic medications in place of the name brand on the form
« Together you and your Health Care Provider will decide what asihma treatment 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 flow range in the Healthy, Caution and Emergency sections on tha left side of tha form
« Child's asthma triggers on the tight side of the form ol
« Permission to Self-administer Medication section at the bottom of the form: Discuss your child's ability ta seli-adminisfer the
inhaled medications, check the appropriate bax, and then bath you and your Health Care Provider must sign and dats the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
« Make copies of the Asthma Treatment Plan and give the signed original to your child’s schoof nursa or child care provider
» Keep a capy easily available at home to help manage your child’s asthma. - - - P
- Give copies of the Asthma Treatment Plan to everyone who provides care far your child, for example: babysitiers,
hefore/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION K

I herehy give permission for my child to receive medication at schoal as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. | also give permission for the release and exchange of
information between the school nurse and my child’s health care provider concarning my ghild’s health and medications, In addition, 1
understand that this irformation will be shared with school staff on a need to know basis.

Parent/Guardian Signature - - . . . Phons : Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD TO
SELE-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOGL YEAR ONLY AND MUST BE RENEWED ANNUALLY

(1 do raquest that my child be ALLOWED ta carry the following medication for salf-administration
in school pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as | consider him/her to be respansible and capable of transparting, storing and self-administration of the

 medication. Medication must be kept in its original prescription container, | understand that the school district, agents and its employees

" shall incur no liabifity as a result of any condition or injury arising from the self-administration by the student of the medication preseribed
on this form. | indemnnify and hold harmiess the School District, its agents and employess against any claims arising out of self-administration
or lack of administration of this medication by the student. " '

| DO NOT request that my child self-administer his/her asthma medication,

-

Parent/Guardian Signature Phone _ Date



