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Date of Birth D #

Student Name

School Phone #

School
Parent/Guardian Phone #

Parent/Guardian Name

Heaith Care Provider Name Heaith Care Provider Phone #

Attention Parent/Guardian/School Personnel: ANY student with asthma (any severity) can have a SEVERE asthma attack.
Asthma is triggered by: [ ]Exercise [] Cold Air (] Animal Dander []Strong Odors [ 1Grass/Pollen []Colds/Flu [[JMold [ JOther

Controiler Medicines How Much fo Take How Often Other Instuctions
time(s) per day ;
EVERY DAYI [] Gargle or rinse mouth after use
time(s) per day :
EVERY DAY!

S+ if student does not have any medication at school, follow the emergency instructions on the back.

SPECIAL INSTRUCTIONS WHEN | AM @) doing well, getting worse, having a medical alert.

andup:
- 100% of pers

CAUTI

« Cough, wheeze, chest tightness, shortniess of breath, or Begin QUICK RELIEF medication
+ Can do some, but not all usual activities. * Take puffs of
+ Waking at night due o asthma symptoms.

right NOW

with spacer (if available).
Wait 15 - 20 minutes. If symptoms are not better, repeat the above dose
and wait another 15 minutes.

o * Watch for Red Zone symploms. « {f symptoms retumn to GREEN ZONE wait for 15 minutes.
‘ « If symptoms remain in the Green Zone, return to class and continue using
Peak Flow {for ages 5 and up): quick refief medicine_________puffsevery_______ hours as needed.
to _{50% to 79% of personal best) S If NOT back in the Green Zone after the second dose of medicine, GO TO THE RED ZONE.

utes untl paramy
d call Parent/Guardi

Health Care Provider: My signature provides authorization for the above written orders. | understand that all procedures will be implemented in accordance with state laws and regulations.

Student may carry and self-administer asthma medications: [Jves ONo
Date

Signature

Print Provider Name/Credentials:
This authorization is valid for one year from signature date.

he above asthma medication(s) and the Asthma Action Plan as ordered by the health care

Parent Request and Authorization: | request that the school assist my child with ¢
a pharmacy label with the name of the student and the heaith care provider. |

provider in accordance with state laws and regulfations. | understand that the medication must have
give permission for the school nurse to communicate with the health care provider on matters related fo this AsthmaAction Plan.

My child may carry and self-administer asthma medications:[JYes ONo

Date

Signature

Print Parent/Guardian Name:

Parent e Office Staff o PE Teacher

), a program of the Public Health Inslitute. for use by Fresno Unified School District, Health Services & approved by FUSD Medical Advisory Commitiee, 11/2008.
Heatth & Hurman Services under pregram announcement No, DP08-801

School Nurse: Has reviewed this action plan with; - Student

Adapted with permission from Regional Asthma Management and Prevention (RAMP.
Supporied through 2 cooperative agreement with the Centers for Disease Control and Prevention, Dept. of



1 f Medication at School Form

Fresno Unified
S } | District To be renew§d anngaHY {atleast onc'e each school year) a'nd
l()(} Jistrict whenever changes in medication or authorized health care provider occur.
Student Name: Date of Birth:
Last First M.
Student ID#: School: Grade/Room #: /

TO BE COMPLETED BY AUTHORfZED HEALTH CARE PROV(BER

1 n_durmg the schm}l day

Name of Medfcatta}: ,, o ‘pose arzd Frequency S Raute Sl T:me{s} to be glven atschaoi

_ Possible side effects or o he¥ée;ipuébbnsidefaﬁons regarding medicationfs): -

};FOR ASTHMA mmusns

Student. -may carry asthma mhaier and self-admmtsterﬁ D Yes. D Nc fyes,
Does student need the prescribed medlcatron i mmutes before physx

heck statement be ow

j 'acttwty or sports? Yes DNG
D i have mstructecf the student in the pmper etﬁod to use h;sfhar Dasthma mhaier and/cr DEg!Pen o
and in my opmmn t}:e stua'ent is campetent to safely self—admmfster the med:catton at schoal ‘ :

Health Care Provider Signature

; F‘h.cn,er -

Heulth Core Provider Nanre / Address [Please Print) .

PARENT REQUEST AND AUTHORIZATION:

I request that the school nurse or designated school personnel assist my child with medication as ordered by the health care provider. | give
permission for the school nurse to communicate with the health care provider on matters related to this medication. | will notify the school
nurse of any changes in medication, health status, or authorized health care provider and will provide a new medication order form. |
understand | may submit a written statement to withdraw my consent for administration of medication at school at any time.

{ understand that the school must receive the medication in a container with a pharmacy label that indicates name of student, health care
provider’s name, medication, dose, route, and time to administer {over-the-counter medication must be in the original container). |
understand that the medication must be delivered to the school by the parent, guardian, or adult designee.

1 understand that my child may only take medication at school {including over-the-counter} if the school has received ALL of the following:
a} Current California-authorized health care provider order, b} Parent/ guardian signature, and ¢} Properly labeled medication.

Parent Statement for Emergency Seizure Medications: | understand emergency seizure medication at school may only be
administered by licensed health professionals, parent, or parent designee according to state laws and regulations.
1. 1 will notify the school nurse if the emergency seizure medication was administered to my child within 12 hours of child

attending school.
2. bwill notify the school nurse with any change in my child’s seizure activity.
3. | will notify the school nurse at feast 2 weeks in advance if my child will be attending a field trip, including overnight camp or

trip. 1 understand physician clearance or new medication order may be required.
4, | will maintain current phone numbers with school nurse and school office in case 911 is called.
5. | will provide the necessary medication, supplies, and equipment.

PARENT/GUARDIAN SIGNATURE: DATE:

FUSD Student Health Services {HS 102)
August 2008, Revised May 2009, Nov 2010, Jan 2011, Sep 2011, May 2012 sbennelt
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