
BALDWINSYILLE CENTRAL SCHOOLDISTRICT

ASTHMA STUDENT ACTION INFORMATION

GENERAL INFORMATION

Name_______________

Teacher______________

Parent/GuardianName

Address ____________

Parent/GuardianName

Address

DOB

______________ Grade

_______ HomePhone

_______ Work Phone

Cell Phone

_______ HomePhone

_______ Work Phone

Cell Phone

EMERGENCY AND PHYSICIAN CONTACTS

EmergencyContact#1

EmergencyContact#2

Name

Name

Relationship

Relationship

Phone

Phone

EmergencyContact#3
Name Relationship Phone

PhysicianforAsthmaTreatment
Name Phone

OtherPhysician

Name Phone

DAILY ASTHMA MANAGEMENT PLAN

Identify things thatstartasthmaepisode(checkall thatappliesto student)
o Exercise 0 Strongodorsof fumes 0 Molds
0 Respiratoryinfections 0 Chalkdust 0 Windy conditions
0 Changein temperature0 Carpets 0 Air pollution
o Animals 0 Pollens
Comments:

o Foods# 1
o Foods# 2
o Other # 1
o Other# 2

Control measuresfor schoolenvironment(list pre-medications,dietaryrestrictions,andenvironmentalcontrol to preventasthma

episode).

PeakFlow Monitoring Peakflow number Monitoring times

DAILY MEDICATION PLAN

Amount

2.

3.

4.

STUDENT

PHOTO

Room

Name Timeto use



EMERGENCY TREATMENT PLAN

Emergencyactionis necessarywhenthe studenthassymptomssuchas shortnessof breath,persistentcough,wheezing,or haspeak

flow readingof_________________________________

STEPSTO TAKE DURING ASTHMA EPISODE

1. Give medicationlisted below.

2. Havestudentreturnto classroomif breathingeasily.

3. Contactparent
/ Immediatelyif severerespiratorydistress.

V Any timetreatmenthasbeengiven,notify parentsbeforechild goeshomefrom school.

V Otherparentalinstructions.

4. Seekmedicalcareif studenthasanyof the following; __________________________________________
/ No improvement15-20minutesafterinitial treatmentanda relativecannotbereached.

V Peakflow of_________________

V Hardtimebreathingwith:

X chestandneckpulled in withbreathing.

X child hunchedover.

X child is strugglingto breathe.

V Difficulty walking

V Unableto talk in two or threewordswithout strugglingto breatheorhardto understandor hearwords.

V Stopsplayingandcannotstartactivity again.

V Lips or fingernailsaregrayor blue

(IT L~lERGLN(~IIEL P ~O%V* GET L~IERGEM~HELP NO~

IF THIS HAPPENS (#4)

GET

EMERGENCY HELP NOW!!!!

GET ENIERGENCV HELPNOW*GET E~IERGENCYhELP NOW*GET Er~IERGENC%’ HELP NOW

EMERGENCY ASTHMA MEDICATIONS
Name Amount Time to Use

2. ________________________________________________________________

3. ____________________________________________________________________

4. _____________________________________________________________

SpecialInstructions:

0 Physician’sorderon file for selfcarry.

Parent/GuardianSignature Parent/GuardianSignature Date


