
OFFICE OF CATHOLIC SCHOOLS DIOCESE OF ARLINGTON
ASTHMA ACTTON PLAN

FOR USE TYITH INHALER AUTHORIZATION FORM
PROCEDURES ON REVERSE

PART I TO BE COMPLETf,D BY PARENT:

Student DOB Grade
Parent /  Brnergency Contact Phone number(s)

School

What tr iggers your chi ld's asthma attack: (Check al l  that applv)
[1 Illness 1l Cigarette or othcr smokc u Food
ll  Emotions l Exercise

2 . )
L .  I

l l  Al lergies f l  Cat !  Dog Ll Dust l l  Mold U Pollen

1 . . )
r . )

[] Weather changes l l Chemical odors t,l Other
Describe the svmptoms vour chi ld experiences before or during an asthma episode: (Check al l  that apply)
l J Cough I 1 "Tightness" in chest l Rubbing chin/neck
[J Shortr.ress ol-breath I 1 Breathing harrVfast l Feeling tired/wcak
l ] W h e e z i n s  f l R u n n v n o s e  I I O t h e r

PART II TO BE COMPLETED BY LICENSED HEALTH CARE PROVIDER:

The child's asthma is: t l mild persistent l l  moderate persistent i l  sevcre persistent ! EXERCISE-INDUCED

Symptonrs Peak Flow Treatnrcnt (For medication sdmi,tistered during sclrool surtctioned activities,
attqch a contDlete Inhuler/ Medicatiott Authoriz.ation form)

. No cough or whcczc

. Ablc to slcep through thc
nlgnt
. Able to run irnd play
. Usual medications control

GREEN
ZONB
WEI ,L

Control ler l low much When
[ ]  Adva i r

Flovent (with spaccr)
Pulmicort

asthma Singu la i r
Serevent
Other

Relicvers
'  A lbu tero l  (w i th  snaeer / r rcbu l i zc r ) 2 pufls I minute apart prn i l 20 rnin bcfore exercise

I  I  Other
. Incrcasctl astlrrrra
syrnptonrs (shortness o f'
breath,  cough, chest  pain)
.  Wakes at  n ight  duc to
asthrna
.  Unablc to do usui t l
act i  v  i t ics
.  Nceds re l iever nredical ions
nrore o flcn

YBI,LOW
ZONE
SICK

to

l .  Cont inue dei ly  contro l lcr  mcdicat ions
2.  ( l ive albutcrol  2-4 pu1I .s (one nr inutc between put f 's)  wi th spacer or  I  nebul izer  t rcat lncnt ,  wai t  2[)  min.

lf no inrprovcnrcnt, repeat 2-4 puft's. Wait 20 nrinutes.
I  I1 'no i rnprovcmcnt,  repeat 2-4 puf ls . ' fh is wi l l  be 3 doses in one hour.  procecd to 3

3,  I fchi ld returns to Grccn Zone:
I (lontinuc to give albutcrol 2 pufls evcry 4 hours for I to 2 more days

Increase conlro l lcr  to tbr  next  7 days
4,  J No physical  cxcrc isc I  I  Physical  cxerc isc as to lerated
f f  c l r i fd remains in Yel low Zone for  morc th ln l -2 days or  requires albuterol  more than every 4
hours.  cal l  vour doctor  NOW!

. Very short  o l  brcath,
di { f icul ty  brr-ath inc
.  Constant  cough
. I te l ievcr  mcdicat ions do not
hclp

RBD ZONO
UMElLcEN( '
Y !

Givc l lbuterol  (2 pul ls  wi th spacer)  NOW, and repeat every 20 minutcs lbr  2 more doses OR givc I
t lose ncbul izcd albuterol  Cal l  your doctor
Seck cnrergcncy care or  cal l  9 l  I  i f :
I  Clh i ld is  st ruggl ing to brcathe ancl  there is  no inrprovcnrcnt  20 nr inutes al lcr  taking albuterol
I  
' l ' rouble 

ta lk ing or  walk ing
I  l , ips or  f ingent i r i ls  arc gray or  b luc
I  Clhest  or  ncck is  pul l i r rg in wi t l r  brcathing

I'orullledlcdtqr! sl!.
I  Strrdcrr t  rs abl t  to pcr tbrn.r  proccdure alone ant l  may cany Studcnt  rs ablc to perfbmr proccdure rvr th srrpcrv is ion

thc inhtler rvith thern, consult sclrool nrrrsr. fbr krcal protocol Studcnt rcqr.rircs a slalT nrenrbcr to perfbrnr proccdure

Not i l1!_ci r l t l r  crre proviJcr  i l ' :
I Morc thirn 2 abscnccs rclatcd to asthnra pcr nronth
I  Albutcrol  is  being used as a rescue nrct l icat ion 2 t inres per wcck at  school  I  The chi ld is  pers istent ly  in the Yel l t i rv  Zone

l- iccnsed Hcal th Care Provider Signature Dutc Phone

assurrrc f i r l l  responsibi l i t ,v  lbr  provid ing the school  wi th prcscr i t rer l  r rcdicat ion ant l  del ivcry/nroni tor ing dcviccs.

Parcnt Signaturc Datc
Adapted fiom: Virginia Departnrent of Hcalth, Virginia l)cpartment of Education. (7004) GuidelinesJbr Spectulized Heulth Care Pro
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OFFICE OF CATHOLIC SCHOOLS DIOCESE OF ARLINGTON
ASTHMA ACTION PLAN
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PART III TO BE COMPLETED BY PRINCIPAL OR REGISTERED NURSE

Teacher/Grade

Physician Office phone nurnber

ASTHMA ACTION PLAN CHECK LIST FOR SCHOOL PERSONNEL

o Asthma Action Plan Parl I and II complete yes no
o Medication authorization complete yes no nla
o Inhaler authorization complete yes no nla
o Medication maintained in school designated area yes no
r Medication self carried yes no
r Expiration date of medication (s)

o Staff trained in medication administration yes no
e Copies of plan provided to: Educational yes no nla After school yes no nla

Athletic yes no nla Food service yes no n/a

IMMEDTATE ACTION FOR SYMPTOMS
IF  YOU SEE THIS: DO THIS:
Complains of chest t ightness
Coughing
Difficulty breathing
Wheezing

1. Stop activity
2. Give one puff of rescue inhaler
3. Wait at least I rninute
4. Give second puff of rescue inhaler
5. Allow student to rest
6. If no improvement in l5 minutes, repeat steps 2-

/L

1 .  I f  symptoms worsen cal l  9l  I  and
parents/emergencv contact

IF  YOU SEE THIS DO THIS IMMEDIATELY
Cor"rghs constantly
Struggles or gasps for breath
Chest and neck pull in with breathing
Stooped over posture
Trouble walking or talk ing
Lips or flngemails are srav or blue

l .  C a l l  9 l  I
2.  Givc rescue medicat ion
3. Call parents/emergency contact

Full Asthma Action Plan has been implemented.

Principal or Rcgistered Nurse Date

Adapted fronr: Virginia l)cpaflrlcnt o1'FIcalth, Virginia l)epartnrcnt of Education. (2004) Guidelines Jbr Speciulized Heolth Care Procedures
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OFFICE OF'CATHOLIC SCHOOLS DIOCESE OF ARLINGTON
INHALER AUTHORIZATION

FOR USE IYITH ASTHMA ACTION PLAN
Release and indemnification asreement

PLEASE READ INFORMATION AND PROCEDURES ON REVERSE SIDE

PART 1 TO BE COMPLETED BY PARENT

lnhaler o Rcncrval o New (lfnew, thc first lull dosc nnrst be given at home to assure that the student does not have a negative reaction.)

First  dose was givcn:  Date,__ Tinre_

Student Nanre ( l ,ast ,  F i rst ,  Middle) Date ol 'Bi r th

Al lergies School
I  

School Year

No LPN or c l in ic room aide shal l  adnr in istcr  inhalcr  or  l rcatmcnt,  unless the pr incipal  has reviewed al l  thc rcquired c learances.

Parcnt or Guardian Signaturc Daytime Tclephone Date

PART II TO BE COMPLETED BY LICENSED HEALTH CAR.E PROVIDER (LAY LANGUAGE, NO ABBREVIATTONS)

DIACNOSIS : L IST  TR ICGERS:

S IGNS /  SYMPTOMS MIIDICATION AND ROUTE:

DOSAGE TO BE CIVEN AT SCTIOOL INT'F,RVAL FOR RI]PEAI ' ING DOSAGE:

TIMI ]  TO BE GIVEN:
|  

(  oMMoN : i i l JF  EFFr jc  rs

EFFEC'I-IVE DATE:
Start:  End

f If the stutlcrrt is taking nrore than one nredication at school, list se-p-nce in which inhalcrs are to bc taken
I -
I

Chcck / thc appropriatc lroxes:

i ] l b e | i e v c ' t h a t t h i s s t L r t l c n t h a s r c c c i v e d i n | o r n l a 1 i t l n t r I l l t o w a n d w l r e n t o t t s e a n i n h a | e r a n d t l r a t h c o r s | l e d c t r - t o t s t r

kcpt  in thc c l i r r io or  othcr  approvcd school  locatron.)

I It is not neccssary lbr the studcnt

i  i  Asthnlr  Ac( ion I ) lan is  at tucl rcd.

Liccnsed Heal th Carc Providcr  (Pr int) [ - iccnsed l lcal th Care Provider '  (SignatLrrc)

I ' r r r c r i i , , r  CL r l r r d i r n  Sg r r i r t r r r c

Tclcphone or Fax Date

- 
I)i,t" 

-

D"rc 
--

Parcnt or Guarclian Tclcphone

-- 
St*j.'"t S't',rat,,r" t Rcq ui recl i t'.tr',,tc,rt 

""iii"s 
innui.t)

PART III  TO BE COMPLETED BY PRINCIPAL OR RBGISTERBD NURSE

Check /  as appropr iate:

Lr Parts

r  Inhaler  is  appropr iatc ly labeict l .  Datc t ry which any Lrnuset l  inhalcr  is  to bc col lected by thc parent  ( r .v i th in one
wcck af ter  expirat ion of the physic ian order or  on the last  day ofschool) .

I havc reviewed thc proper use ofthc inhaler rvitlr the studerlt aud, i agree disagree, that student sliould selfcarry in scliool.

S i a r l i r l r r r F Datc
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PARENT INFORMATION ABOUT MEDICATION PROCEDURES

l. In no case may any health, school, or staff member administer any medication outside the framework of
the procedures outlined here in the OfJice of Catholic Schools Policies snd Guidetines and Virginia School
Health G uidelines manual.

2. Schools do NOT provide medications for student use.
3. Medications should be taken at home whenever possible. The first dose of any new medication must be given at

home to ensure the student does not have a negative reaction.
4. Medication forms are required for each Prescription and Over the Counter (OTC) medication administered in

school.
5. All medication taken in school must have a parent/guardian signed authorization. Prescription medications,

herbals and OTC medications takcn for 4 or more consecutive days also require a licensed healthcare provider's
(LHCP) written order. No medication wilt be accepted by school personnel without the accompanying
complete and appropriate medicat ion authorizat ion form.

6. The parent or guardian must transport  medicat ions to and from school.
7. Medication must be kept in the school health office, or other principal approved location, during the school day.

All medication will be stored in a locked cabinet or refrigerator, within a locked area, accessible only to
authorized personnel, unless the student has prior written approval to self-carry a medication (inhaler, Epi-pen).
If the student self carries, it is advised that a backup medication be kept in the clinic.

8. Parents/guardians are responsible for sLrbmitting a new medication authortzation form to the school at the start of
tlie school year and each time there is a change in the dosage or the time of medication administration.

9. A Licensed Health Care Provider (LHCP) nlay use office stationery, prescription pad or other appropriate
documentation in lieu of completing Part II. The following inforntation written in lay language with no
abbreviations must be inclucled and attached to this medication administration form. Siened faxes are acceptable.

a. Student name
b. Date of Birth
c. Diagnosis
d. Signs or symptoms
e. Name of medication to be given in school
f. E,xact dosage to be taken in school
g. Route of medication
h. Time and frequency to grve medications, as we ll as exact time interval for additional dosages.
i. Scquence in which two or more medicertions are to be administered
j. Common sicle effects
k. Duration of medication order or ef-fective start and end dates
l .  LHCP's name, signature and tclephone number
m. Date of order

10.  A l lp rescr ip t ionmedica t ions , inc lud ingphys ic ian 'ssamples ,mustbe in the i ro r ig ina lconta inersand labe ledbya
LHCP or pharmacist. Medication urust not exceed its expiration date.

I  L Al l  Ovcr the Counter (OTC) medicat ion nrust be in the or iginal ,  smal l ,  sealed container with the name of the
ntedication and expiration clate clearly visible. Parents/guardians must label the original container of the OTC
with:

a. Name of student
b. Exact dosage to be taken in school
c. Frequency or tinre interval dosage is to be adn-rinistered

1 2 .  T h e s t u d e n t i s t o c o m e t o t h e c l i n i c o r a p r e d e t e r m i n e d l o c a t i o n a t t h e p r e s c r i b e d t i m e t o r e c e i v e m e d i c a t i o n .
Parents must develop a plan with the stuclent to ensure compliance. Medication will be given no more than one
half hour before or after the prescribed time.

13. Students are NOT permit ted to sel f  medicate. The school does not assume responsibi l i ty for medicat ion
taken independently by the student. Exceptions nray be made on a case-by-case basis for studcnts who
demonstrate the capability to self'-adrrrinister emel'gency life saving medications (e.g. inhaler, Epi-pen)

14. Within one week after expiration of the effbctivc date on the order, or on the last day of school, the parent or
guardian must personally collect any unused portion of the medication. Medications not claimed within that
period will be destroyed.


