
Unit 7 Schools 

 

ASTHMA  EMERGENCY CARE PLAN  

Student: _____________________________________        Birthdate: ________________   Grade: ____________ 

Parent/Guardian: ______________________________      Phone number: ________________________________ 

Emergency Contact: ____________________________      Phone number: ________________________________ 

Emergency Contact: ____________________________      Phone number: ________________________________ 

Primary Care Provider: __________________________       Phone number: _______________________________ 

Hospital Preference in case of Emergency: 

__________________________________________________________ 

 

 


