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Asthma Treatment Plan — Student { Py ot ol ] gg\w _
{This asthma action plan meets MJ Law H.J.S.A. 184:40-12.8) (Physicfaiv's Orders) W‘:ﬂ"::f: Jorsey ASSOCITION. i :

lsdldlhal
{Please Print)
Name Date of Birth Effective Date
Boctor Parent/Guardian (if applicable) Emergency Gontact
Phone Phone Phone

" You have all of these:

L0 Nt
HOW MUCH to 1ai(e and HOW OFTEN to take it

MED]CINE

. patient’s asthma:
* Breathing is gaod ] Advalr® HFA (1 48, (1115, L1 280 2 puffs iwice a day 0 Gl
. * Mo cough or wheeze [ Alvesco® (180, (] 160 11 [ 2 puffs twice a day | & Exercise
% = Sleep through [ Dufera® 3 100, 17 260 2 puffs twice a day | Allraens
the night [T Floveng® [ 44,1 110, 31220 2 puffs twice a day o Dugst Mites
« Can waork, exercise, [3Quar® 140,080 731 132 puffs twice a day dust, stuffed
and play [ Symbigort® 7] 80, [ 160 11 32 puffs twice a day animals, carpat
1 Advair Diskus® 1100, (1250, 13500 1 inhalation twice a day o Palten - frees,
[ Asmanex® Twisthater® [J 118, 220 {1 O 2 nhalations Tlonce [ kwice 2 day grass, weads
[ Flovent® Diskus® (150 77110017250 1 inhalation twice a day oMod
[ Pulmicort Flexhaler® 1190,01180___ 1 [i2inhalations Clonee  [iwiceady | © 53;%;3""“3'
7 Pulmécort Respules® (Budesonide) T30.25, ] 05,131.0__1 unit nebulized [TTonce  [Jiwica a day o Pests - rodert
[ Singulak® (Montefukest) (14, 115, 110 mg 1 tablet daily ; et
£ Other ' 0 Odars (frrifants)
Andfor Peak flow above [iMone o Clgaretts smoke
Remember fo rinse your mouth after taking inhaled medicine. s‘ggﬁé’"d hand
| exercise triggers your asihma, take this medicine minutes before exercise. Pimmimesl
, S cleaning
roduets,
@M‘n@m (Vellew Zome) IIE> | Continie Haily i
Yy these: — roducts
) g;’;;:"e any of these: e ICINE HOW MUCH o 1ake and HOW GFTEN fo fake o &imake from
« Mild wh [ Combivent® [T Maxait® [] Xopenex® 2 puffs avery 4 hottts as neaded biirning woed,
Mild wheaze g . [ insids or oiside
« Tight chest £1 Ventolin® 3 Pro-Air® [ Proventi® 2 puffs svery 4 hotits ag needed | Weather
« Coughing at night (1 Ahuterol [11.25,[12.5 myg 1 unit nebulized every 4 hours as needed | sydden
« Other {1 Duoneb® ] 1 unit nebuilized every 4 houss as needed " temperatura
[} ¥epenax® {evalbuteraf) £10.31, [ 0.63, [] 1.25 mg _1 unit nebulized svery 4 hours as needed O;g;r;gr:g weather
If quick-alief medicine does not hefpwithin | Inrease the dese of, or add: : - hot and cold
1520 minutes of has been used morethan | 3 Other {1? 253008 alart days
1 FO005
g;;fﬂ"ff;ﬂ?ﬂ”ggfe":efgﬁ;'r‘;ﬂ'rg"“f * If quick-relief medicine is needed more than 2timesa |
And/or Peak flow from o week, except before exercise, then call your doctor. o
- (o]
; [ . {1 Other:
EMERGEN?FY (Red Zone) B> [Take these medicines NOW and CALL 811, |2
our asthma § . p il .
geﬁm;wo,seiast Asthma can be a life-threatening illness. Do not wait! - |,
- Qg;n;{f-!reﬁ lﬁie%c!gg gliidnﬁe MEDICINE " HOW MUCH to take and HOW OFTEN to take jt | ©
AOL EIp-WLHIN Ture S [0 Gombivent® [ Maxair® [] Xopenex® 2 pufs svery 20 minutes
. ﬁgeszﬂgggrf: Ei&ég N Ir%{g:tshaw [ Ventofin® [ Pro-Air® [ Proventil® 2 puffs every 20 minutes S::: isifa;gagg;g
« Trouble walking and talking {7 Albuterot [11.25, 112,56 mg 1 unit nebulized every 20 minutes | ;0r ronlace the elinical
Andiot M Lips b[ae M Fingerﬂa“s hhss D BUDi'lﬂb@ 1 ant nahuized £vary 20 m?ﬂ&f&s d&dﬁiﬁn‘ma‘dﬂﬂ
Peakfiow  *Other: 7] ¥openex® (Lavalputeral} [ 0.31, E:l 063,07 1.25 myg ____1 unsit nghulized svery 20 minites | requived 1o mast
balow [J Other individua patient neads,
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Permissien to Salf-administer Wedicakion:
- [ This sfudent is capable and has been Instracted

non-sebulized inhaled medications named above
in accordance with NJ Law,
[3 This student is not approved to self-meadicate.

PHYSICIAN/APA/PA SIGNATURE

sraper methed of sek-administering of e | pARENT/BLARDIAN SIGNATURE

PHYSIGIAN STAMP

PR

gapy for parent and for physician file, send arfginal to school nurse or child care providar,
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Asthma Treatment Plan — Student
‘Parent Insiructions

The PACNJ Asthma Treatment Plan Is designed to help everyone understand the steps necessary for the
individual student to achleve the goal of controllad asthma,

1. Parents/Guardians: Before laking this form to your Health Care Provider, complete the top left section with:
= Ghild’s name » Child's doctor's name & phone humber « Parent/Guardian’s name
« Child's dafe of birth  » An Emergency Contact person’s name & phone ntmber & phone number

2, Your Health Care Provider will complate the following areas:
» The effactive date of this plan
= The medicine information for the Healthy, Gaufion and Emergency seclions
« Your Health Care Providar will check the box next to the medication and check how much and how ofien o take it
» Your Health Care Providar may check “OTHER™ and:
++ Write In asthma medicaiiens not listed an the form
4 Write In additional medisalions that will contrel yeur asthma
< WWrite in generic medications in place of the name brand on the ferm

» Together you and your Health Care Provider wilf decide what asﬂam_a {reatment is best for your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
« Child’s peak flow range In the Haalthy, Caution and Emergancy sections on the left side of the form
« Child's asthma triggers on the right sida of the form :
« Permission o Sei-administer Medication section at the botiom of the form: Discuss your child’s ability to self-administer the
inhaled medications, check the appropriats box, and then both you and your Health Cate Provider must sign and date the form

4. Parents/Guardians: Affar completing the form with your Heallf Gare Provider: ;
« Make copies of the Asthra Treatment Plan and give the signed otiginal fo your child’s schoel nurse or child care provider
« Keep a copy easily avallabls at home 1o help manage your child’s asthma
- Give copies of the Asthma Treatment Plan to everyane who provides cara for yoir child, for example: babysitters, -
before/after sehool program staff, coaches, scott tsaders

PARENT AUTHORIZATION ' l

I hershy give permission for my child to recelve medication at school as prescribed in the Asthma Treatment Plan. Medication must be pravided
in Its original prescription container properly labeled by a pharmacist or physician. 1 also give permission for the release and exchange of
information between the school nurse and my child's health care provider concerning my child’s health and medications. In addition, |
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Slgnature Phane C Dafe

STUDENT AUTHORIZATION FOR SELF ADMINISTRATION OF ASTHMA MEDICATION ,
RECOMIWENDATIONS ARE EFFECT/VE FOR ONE (1) SCHOOL YEAR ONLY AND RUST BE RENEWED ANNUALLY

11 do request that my child be ALLOWED to carry the following medication for self-administration
in school plrstiant to N.J.A.C;.6A:16-2.3. | give permission for my child to seff-administer medication, as prescribed in this Asthma Treafment
Plan fot the cuarrant school year as | consider him/her o be respansible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription confainer. | understand that the school district, agents and #s employess
shall incur no liabifity as a result of any condition or injury arising from the self-adminisiration by the student of the medication prescribed
on this form. | Indemnify and hold harmiess the School District, #s agents and employees against any claims arising out of self-administration
or lack of administration of this medication by the student. '

[ 1 DD MOT reguest that my child self-administer his/her asthma medication.

Pareni/Guardian Stgnature Phone Date
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