
Virginia Asthma Action Plan
School Division:
Name Date of Birth

Health Care Provider Provider's Phone # Fax # Last flu shot

Parent/ G uard ia n ParentlGuardian Phone ParentrlGuardia n Email :

Emergency Contact Contact Email

f Colds
tr Smoke (tobacco, incense)
I Pollen

= Dust
il Acid reflux
tl Exercise

I Anima t-- Strong odors
il Mold/moisture
f Stress/Emotions

Season

U Fall n SPringil Pests (rodents, cockroaches)
f Winter Il Su

Asthma Severity: E lntermittent or n Persistent: n Mild D Moderate ! Severe

You have ALL of these

e Breathing is easy
r No cough or wheeze
o Can work and play
r Can sleep all nig ht

Peak flow: to _
(More than BOorb of Personal Best)
Personal best peak flow:

Always rlnse your mouth after using your lnhaler and remember to use a spacer wlth your MDt,

f] No control medicines required.
E Aerospan- nAdvair _ tr Alvesco _ tr As!'nanex 

-tr 

Budesonide _
E Dulera- trFlovent tr pulmicort _ tr QVAR_ tr Symbicort
tr Other:

_ puff (s) MDI _ times a day Or _ nebulizer treatment(s)_times a day

E (Montelukast) Singulair, take_by mouth once daily at bedtime

For asthma with exercise, ADD: tr Albuterol tr Xopenex tr lpratropium,MDl,2 puffs with
spacer 15 minutes before exercise (i.e., PE class, recess. sports)

Yellow Zone: Caution!
You have ANY of these:

r Cough or mild wheeze
e First sign of cold
. Tight chest
o Problems sleeping,

working, or playing

Peak flow: *__-__ to
(600/o - B0% of Personal Best)

Rrqurnro Sre xaruREs:
! give perrnission for school perscnnel to follow this pian, aiminister rnedication and care for
nny child anci contact rny provider if necessary. i assume full responsrbility for prcviding tne
schooi with prescribeo medication and Celivery/ n:onitoring cjevices. I apprcve this Asthma
[\danagernent Plan for rny child.

Panenr/GuARDrAN Date

Scxoor- Nunsr/DESTGNEE__ Date

Date

CC: u Principal tr Cafeteria Mgr El Bus Driver/Transportation tr Schoot Staff
tr Coach/PE tr Office Staff tr Parent/guardian

Blank co

Continue CONTROL Medicines and ADD RESCUE Medicines

E Albuterol ! Levalbuterolixopenex) tr lpratropium (Akovent), MDl, _ puffs with spacer every_hours as needed

tr Albuterol 2.5 mg/3ml tr Levalbuterol (xopenex) _ tr lpratropium (Atrovent) 2.5m9/3ml

one nebulizer treatment every- hours as needed

[] Other

Call your Healthcare Provider if you need rescue medicine for more than 24
hours or two times a week, or if your rescue medicine doesn't work.

aporoved t/irginia Asthma (vAC,

p-r_g_q of t!!9 lory may b.e reploducqd or downloaded from www.virginiaasthmacoalition.org

o
o
o

You have ANY of these:
r Cant talk, eat, or walk well
o Medicine is not helping
o Breathing hard and fast

r Tired or lethargic
o Ribs show

Peak flow: <
(Less than 6}a/a of P"rrona Best)

o Bl ue lips a nd fin

tr Albuhrol E Levalbuterol (xooenex) tr lpratropium (Atrovent), MDl, _ puffs with spacer every 15 minutes, for THREE
treatments.

one nebuiizer treatnnent every 15 minutes, for THREE ireatments

fl Other :

Call your doctor while administering the treatments.
IF YOU CANNOT CONTACT YOUR DOCTOR:

Call 911 or go directly to the
Emergency Depaftment NOW!

fl Albuterol2.S mgi3rnl [I t-evalbutei'oi iXonenex; C lpratropium {Atrovent) 2.5m9/3ml

Check One:

E--l Student, in my opinion, can carry and self-administer inhaler at school.
i;-j

Student needs supervision or assistance to use inhaler, and should not carry the inhaler in school.

uolnelea Srennrunr: Derr

irLJ

CONSENT & }IEALTH CARE PROVIDER ORDERscHooL

toF

Based on

Contact Phone

e)


