Asthma School Health Plan

	School Year:
	2009-2010
	Grade:
	

	Student Name: 
	
	DOB:
	

	Parents/Guardians:
	
	Phone:
	

	Work Phone:
	
	Cell Phone:
	

	Physician:
	
	Phone:
	

	Condition:  Asthma

	Medication: 

	STUDENT IS TO BE ALLOWED TO SELF-REGULATE AEROBIC ACTIVITY IN P.E.

_____________________________________________________________________

IF THIS HAPPENS:  

· States needs inhaler

· Wheezing, coughing

· Difficulty breathing, and shortness of breath

DO THIS:

      (   Stop activity, sit student down, take slow deep breaths

      (   If student has inhaler, they may self-administer inhaler

      (   Student should rest and observe

      (   May return to class if symptoms have improved

      (   May offer sips of tepid water

	IF THIS HAPPENS: 

      (   Difficulty walking, talking, hunched over, blue lips and fingernails

      (   Neck and chest muscles pulled in, struggling to breath

      (   Unresponsive

DO THIS: 

· Call 911

· Stay with student

· Call parent




________________________________________________________________________

Parent’s signature                                                               Date

Physician’s Signature                                                          Date

_______________________________________________________________________

Nurse’s Signature                                                                Date

