Mesquite ISD Health Services

SCHOOL ASTHMA ACTION PLAN
School year: _______
To be completed at the beginning of each school year and kept on file with the school nurse.

Student’s Name: ________________________________Date of Birth:  ___________Grade/Teacher: _________________
All medications must be labeled with a prescription label or meet MISD policy for Over-the-Counter Medication
For Physician Use Only:

A. Bronchodilators, Quick-relief medications, and Rescue medications
Medication: __________________________________
 Dosage: __________________________________________

For relief of: ______________________________________________________________________________________

Repeat for severe breathing difficulty___________________ times at intervals of ________________ minutes.

B. Other Medications:

Medication: __________________________________
 Dosage: __________________________________________

For relief of: ______________________________________________________________________________________

Repeat for severe breathing difficulty___________________ times at intervals of ________________ minutes.

Estimated Peak Flow rates:

Green Zone




Yellow Zone




Red Zone

80 – 100% ____




50 – 80% ____




0 – 50% ____
Physician recommendations for self-administration of asthma medications during school hours:

I have instructed ___________________________________ (student name) in the proper way to use his/her medications. 

It is my professional opinion that ______________________________ (student name) should or should not be allowed 











        (CIRCLE  ONE)



to carry and self-administer the following medications while on school property or at school-related events.                               

Please attach any additional physician’s orders for treatment of asthma during school hours.

Physician Signature: ______________________________________________

Date: _______________________
Physician Printed Name or Stamp:  __________________________________

Phone Number: _______________
For Parent:

Parents are responsible for providing any supplies and medications needed to manage specific health conditions during the school day.  

Physician or Advanced Practice Nurse Orders and parent consent forms must be submitted to the school nurse before medication or special procedures may be administered by school personnel.

In the event of an emergency, when campus personnel can not reach a designated contact person, Emergency Medical Services (EMS) will be activated. 
I agree with the recommendations of my child’s physician regarding self-administration of asthma medication.

Parent/Guardian Signature: __________________________________________

Date: ______________________
Parent/Guardian Printed Name: _______________________________________
Revised 08/2010


