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Asthma Treatment Plan — Student PAG

{This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) {Physician's Orders)

Padiatrie/Adult Asthma O (mht:ml 1 NEW JERTEY
{Please Print)
Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

HEALTRY (Green Zone) |[H Triggers

: Check all items
You have ali of these: tirat trigger
ve ail * | MEDIGINE HOW MUCH to take and HOW OFTEN to take it palient's asthma:
* Breathing is good CJ Advair® HFA [ 45, C3 115, [ 1230 2 puffs twice a day I
» No cough or wheeze [] Aerospan®™ [J1, 3 2 puffs twice a day G Exercl
* Sleep through {71 Alvesco® [ 80, 11 160 [, 77 2 puffs twice a day XGICISS
the night [ Dulera® (] 100, 3 200 2 puffs twice a day - A"ﬁfﬁ“ﬂm
» Can work. exercise CFlovent® 344, 10,5220 2 puffs twice a day @ dust Stmfe'd
| ’ ! O Qvar® 40,73 80 11,032 puffs twice a day animals, carpet
and play [ Symbicort® {1 80, [ 160 731,112 puffs twice a day o> Pollen - trees
[ Advair Diskus® 0 100, (1250, 01560 1 inhalation twice a day "~ grass, weeds.
[ Asmanex® Twisthaler® [J 110, 1 220 1,00 2 Inhalations [ onge or L] twice aday |, moln
{3 Flovent® Diskus® {71 50 £ 100 (] 250 1 inhalation twice a day o Pels - animal
3 Pulmicort Flaxhater® (] 90, (3 180 11, 32 inkalations [ once or T twice a day dander
53 Pulmigort Respules® (Budesonide) [ £.25, (0.5, 1110 __1 unit nebulized [T once or [7) twice a day © Pests - rodents,
73 Singetair® (Montelukasty (1 4, (15,110 mg 1 tablet daily cockreaches
] Other Q Odors {leritants)
Andfor Peak flow above £ Nong o Cigarette smoke
Remember to rinse your mouth after taking inhaled medicine. g‘rﬁgﬁg“d hand
If exercise triggers your asthma, fake puff(s} minutes before exercise. Perfumes,
cleaning
CRAUTION (eflow Zone) HIE: products,
a4 You have any of these: = products
< tou g: © aiy ot Inese: EDICINE HOW MUCH to take and HOW OFTEN to take it o Smoke from
« Mild wheeze () Albuterol MOI {Pro-air® or Proventii® or Ventolin®) _2 pufis every 4 hours as needed g 0 e
« Tight chest [} Xopenex® 2 puffs avery 4 hours as needed O Weather
» Coughing at night 3 Albuterol (11,25, 0 25 mg 1 unit nebulized every 4 hours as needed | 5 syddan
« Other: [ Duoneb® 1 unit nebulized every 4 hours as needed temperaturg
(3 Xopenex® {Levaibutersly (3 0.3%, [3 0,63, [711.25 wmg _1 unit nebulized svery 4 hours as needed . ngrtgnfe westher
If quick-relief medicine doss not help within 1 Comblvent Respimat® 1 inhatation 4 times a day bt and cold
15-20 minutes or has been used more than L Increase the dose of, or add: < (zone alert days
2 times and symptoms parsist, call your [ Other _ . L . U Foads:
doctor or go to the emergency room, ¢ If gquick-relief medicine is needed more than 2 times a a
Andjor Peak flow from to week, except before exercise, then call your doctor. o
O
mgaamv (Red Zone) > | Take these medicines NOW and CALL 911, |20t
Yotl;r asthma :.c; , Asthina can be a life-threatening iiness. Bo not wait!  |°
etiing worse fast: =
R itk doliof meec e i | MEDICINE HOW MUCH to take and HOW OFTEN to take it | o
not help within 15-20 minutes | () Albutercl MDI (Pro-air® or Proventil® or Ventolin®) __ 4 pufis svery 20 minutes ————————
» Breathing Is hard or fast [] Xopenex® 4 pufis every 20 minutes This asthma treatmant
+ Nose opens wide ¢ Ribs show | ] Albuterel [ 1.25, 0 2.5 mg 1 unit nebulized svery 20 minutes | plan is meant fo assist,
* Trouble walking and talking [} Duoneb® 1 unit nebulized every 20 minutes | not roplage, the clinlcal
Andlor * Lips blug « Fingernails blue | 1 Xopenex® (Levelbuterod) (1 0.31, (1 0.63, [11.25 mg ___1 unit nebulized every 20 minutes | decision-making
Peak flow  * Other: 3 Gombivent Respimat® 1 inhalation 4 times a day required to mest
helow [ Cther individuai patient needs.
Permission to Self-administer Medicalion: | PHYSICIAN/APN/EA SIGNATURE DATE

;{f_-”"":;ﬁii;e,ﬁﬁmq,,m e = | [ This student is capable and has been instrusted Physiciart's Orders
B A ; A In the proper methed of self-administering of the
et i s non-nebulized inhated medications named above | PARENT/GUARDIAN SIGNATURE,

resgarey ot Mkﬁwneululim.ﬂhlauarﬂml fivind
&L‘m@mm&m e laprlu A e SCHIT Liareh ant g oy

i in accorance with NJ Law.
é S wazieieie: | ] This student is not approved to seff-medicate. | PHYSICIAN STAMP

L T mﬁlu&:i
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IMake a cepy for parent and for physician file, send arfginal to sehos! nurse or child care provider,




Asthma Treatment Plan — Student
Parent Instructions

The PACNJ Asthima Treaimen Plan is designed to help everyone understand the steps necessary for the
individual student to achieve the goal of controlled asthma.

1. Parents/Guardians: Before taking this form fo your Health Care Provider, complete the top left section with:
= Child’s name « Child’s doctor’s name & phone number = Parent/Guardian’s name
« Child's date of birth « An Emergency Contact person’s name & phone number & phone number

2. Your Health Gare Provider will complete the following areas;
» The effective date of this plan
+ The medicine information for the Healthy, Cautlon and Emergency sections
» Your Health Care Provider will check the box next to the medication and check how much and how often to take it
» Your Health Gare Provider may check “OTHER" and:
< Write in asthma medications not listed on the form
+ Wrile in additional medications that will control your asthma
< Wrilte in generic medications in place of the name brand on the form
» Together you and your Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parents/Guardians & Health Care Praviders together will discuss and then complete the following areas:
» Child’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
» Child's asthma triggers on the right side of the form
» Permission to Self-administer Medication section at the bottom of the form: Discuss your child's ability to self-administer the
inhaled madications, check the appropriate box, and then both you and your Health Gare Provider must sign and date the form

4, Parents/Guardians: After completing the form with your Health Care Provider:
« Make copies of the Asthma Treafment Plan and give the signed original to your child’s school nurse or child care provider
« Keep a copy easily available at home to help manage your child’s asthma
» Give copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/fafter school program staff, coaches, scout leaders

PARENT AUTHORIZATION

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

Parent/Guardian Signature Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD TO
SELF-ADMIMISTER ASTHVMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMIVENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

1 | do raquest that my child be ALLOWED to carry the following medication for self-administration
in school pursuant to NLLA.C..6A:16-2.3. | give permission for my child o self-administer madication, as prescribed in this Asthma Treatment
Pian for the current school year as | consider him/her to be responsihie and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription containor. | understand that the school district, agents and its employees
shall incur no liability as a resuit of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form, | indemnify and kold harmless the School District, its agents and employees against any claims arising ot of self-administration
or lack of administration of this medication by the student.

(T3 1 DO NOT request that my child self-administer his/her asthma madication.

Parent/Guardian Signature Phone Date
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