
ISD 728: Asthma Action Plan

School Year: Student Name: Date of Birth:

Preferred Hospital:

Health Care Provider: Phone: Fax:

Asthma Information (completed by the healthcare provider)

Severity: 🮖 Mild Intermittent 🮖 Mild Persistent 🮖 Moderate Persistent 🮖 Severe Persistent

Triggers/Allergies: 🮖 Illness/Colds 🮖 Exercise 🮖 Weather 🮖 Environmental 🮖 Food: _____________ 🮖 Other: ____________

Symptoms: 🮖 Cough 🮖 Wheeze 🮖 Shortness of Breath 🮖 Tightness of Chest 🮖 Other: _______________

GREEN ZONE
You have ALL of these:
● Breathing is good
● No cough or wheeze
● Can work/play easily
Peak Flow is between:
________ and ________
80-100% of personal best

DOING WELL

Step 1: Take these controller medicines every day
Medicine How Much When
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________

Step 2: If exercise triggers your asthma, take the following medication 5 to 60 minutes before exercise.
Medicine How Much When
_________________________________________________________________________

YELLOW ZONE
You have ANY of these:
● Breathing with some

difficulty
● Coughing
● Wheezing
● Tightness in chest
● Cannot work/play easily
● Anxious
Peak Flow is between:
________ and ________
50-79% of personal best

GETTING WORSE

Step 1: Keep taking GREEN ZONE medication and ADD quick-relief medicine:
____________ puff(s) or 🮖 1 nebulizer treatment of:________________________________
Repeat inhaler every 20 minutes for up to 1 hour if needed.

Step 2: Within 1 hour, if your symptoms aren’t better or you don’t return to the GREEN ZONE, take your
oral steroid medicine ________________________________ and call your healthcare provider today.

Step 3: If you are in the YELLOW ZONE more than 6 hours, or your symptoms are getting worse,
follow RED ZONE instructions.

RED ZONE
You have ANY of these:
● It’s very hard to breathe
● Nostrils open wide
● Ribs are showing
● Medicine is not helping
● Trouble walking or talking
● Lips or fingernails are grey

or bluish
Peak Flow is between:
________ and ________
Below 50% of personal best

EMERGENCY

Step 1: Take your quick-relief medication NOW:
Medicine How Much
_________________________________________________________________________
AND

Step 2: Call your healthcare provider NOW
AND
Go to the emergency department OR CALL 911 immediately

May self carry medication(s) Yes No May self administer medication(s) Yes No

Healthcare Provider Signature**: Date:

**This form provides health care provider authorization for medical treatment to be provided during school hours. The prescribing health care provider is required to
complete this document before the services can be provided. Any alteration of the form invalidates the authorization. The student named in this document is under my
medical supervision. I have prescribed the following treatment that is necessary to be given during school hours for the child’s health or safety. I am also aware that
the prescribed treatment may be administered by trained non-medical personnel.



Parent/Guardian Authorization

1. I request that the above medication/treatment be administered to my child as prescribed by the healthcare provider. I release
school personnel from liability in the event adverse reactions result from taking the medication(s).

2. I understand I must provide medication in the original bottle, properly labeled by the pharmacy with the student’s name, date,
dosage, time and directions for administration.

3. I give permission for the medication(s) to be given by school personnel as delegated by the licensed school nurse.
4. I give permission for the Building Nurse/Licensed School Nurse to consult with my child’s physician about any questions regarding

the listed medication(s) or medical condition(s) being treated. I understand that the school intends to use the requested information
to provide for my child’s health and safety needs while at school. I may refuse to supply the requested personal information. The
consequence for not providing the information may result in that my child will not be able to take medication during school hours
dispensed from the health office. The information I provide will be shared only with staff in the school whose jobs require access to
this information to ensure your child’s safety and school success.

5. If my child has any remaining medication(s) during or at the end of the school year, I authorize Health Services personnel to send it
home with my child. I will notify Health Services if I prefer to pick up the medication(s) at school.

6. I will notify Health Services of any change in the medication(s) i.e. dosage change, medication is discontinued, etc.
7. I understand that the emergency care plan may be revoked at any time in writing and expires in one calendar year.
8. I authorize the emergency care plan to be followed in school.
9. I understand it is my responsibility to notify the transportation company directly of any specific directions for my child’s care while

riding transportation during the school day.

Parent/Guardian Name:

Parent/Guardian Signature: Date:


