Mansfield R-IV School
415 W. Ohio St.
Mansfield, MO. 65704
417-924-3289

ASTHMA MEDICATION SELF-ADMINISTRATION FORM

Student Name Date of Birth Grade

The Missouri Safe Schools Act of 1996 provides for students to carry and self-administer life-saving asthma medications when
the following criteria are met:
1) Written authorization by the parent/guardian
2) Medical history of student’s asthma on file at the school
3} Written asthma action plan/individual healthcare plan on file at school
4) Written authorization from the prescribing health care provider that child has asthma, has been trained in the use
of the medication and is capable of self-administration of the medication

MEDICATION NAME Dose Time or Interval
Route/inhalation device Tnstructions
MEDICATION NAME Pose Time or Interval
Route/inhalation device Instructions

ALLERGIES: list known allergies to medications, foods, or air-borne substances

1, the parent or legal guardian of the student listed above, give permission for this child to carry and self-administer the
above listed medications. I have instructed my child to notify the school staff if one dose fails to relieve asthma symptoms
for 3 or more hours.

Signature of parent or legal guardian Date

Parent/Guardian:

Name: Home Phone

Address: : Work Phone

Name: Home Phone

Address: Work Phone

Emergency Contacts:

Name: Home Phone
Work Phone

1, a licensed health care provider, certify that this child has a medical history of asthma, has been trained in the use of the
listed medication, and is judged to be capable of carrying and self administering the listed medication(s). The child should
notify school staff if one dose of the medication fails to relieve asthma symptoms for at least 3 hours.

Signature of health care provider Date

Healthcare Provider: Name:
Fax: Phone:

Address City: Zip:




SCHOOL ASTHMA HISTORY AND NEEDS ASSESSMENT

Student Name Date of Birth Grade

How long has your child had asthma?
What signs and symptems signal a flare up of your child’s asthma

What do you do at home to manage asthma flare ups?

Child’s personal Best Peak Flow number is

Green Zone (80% to 100% Personal Best)
Yellow Zone (50% - 80% Personal Best)
Red Zone (Below 50% Personal Best)

How many times has your child been taken to an ER due to asthma? When?

How many times has your child been placed in the hospital due to asthma? When?
How many days of school did your child miss due to asthma last year?

Describe any special care your child requires at school

Describe the plan of care in the event of field trips, after-school activities, and exercise

Equipment and Supplies Daily Asthma Medications

Provided by Parents Emergency Asthma Medications
Peak Flow Meter Supplies (include mouthpiece)
Spacer for Meter Dose Inhaler Use

Please, list asthma and allergy medications.

I rate my child’s need for additional knowledge about asthma as:
1-Very Low 2-Low 3-Moderate 4-High 5-Very High (please circle one)

I rate my child’s need to improve skills for self-management of asthma (use of inhalers, peak flow meters, symptom reporting)
as:
1-Very Low 2-Low 3-Moderate 4-High 5-Very High {please circle one)

1 rate my child’s health problems related to asthma currently as
1-Very Low 2-Low 3-Moderate 4-High 5-Very High (please circle one)

1 rate my level of concern about asthma posing safety risk for my child at school:
1-Very Low 2-Low 3-Moderate 4-High 5-Very High {please circle one)

1 rate my need for additional information about asthma as:
1-Very Low 2-Low 3-Moderate 4-High 5-Very High (please circle one}

Asthma Needs Score= {sum of item scores}

Person interviewed Date

Signature of school nurse Date




School Asthma Action Plan

Student Name: Date of Birth: Grade:
1. Triggers that might start an asthma episode for this student:
____exercise __ animal dander __ cigarette smoke, strong odors or fumes ~_ respiratory infections
___pollens ___ changes in temperature ___ foods ____emotions (when upset)
___molds  __ irritants (chalk dust) = other

2. Control of School Environment:
___ Environmental Control Measures
___ Pre-medication
__ Dietary Restrictions

3. Peak Flow Monitoring
___Monitor Peak Flow Personal Best Peak Flow ’ Monitoring Times
Do not Monitor Peak Flow

4. Routine Asthma and Allergy Medication Schedule
Medication Name Amount When to administer

a.
b
C.

5. Field Trips: Asthma medications and peak flow meter (if needed) must accompany student on all field trips. Staff member
must be instructed on correct use of the asthma medications and bring a copy of the Asthma Action Plan and Contact Phone
Numbers.

School Asthma Quick Relief and Emergency Plan
Immediate action is required when the student exhibits any of the following signs of respiratory distress. Always treat
symptoms even if a peak flow meter is not available.

Cough Shortness of breath Sucking in of the chest wall Difficulty waking due to breathing problems
Chest tightness  Turning blue Shallow, rapid breathing Difficulty talking due to breathing problems
Wheezing Rapid, labored breathing Blueness of fingernails and lips Decrease in or loss of consciousness

Steps to take during an asthma episode:
t. Give emergency asthma medications as listed below
Quick Relief Medications Dose/frequency When to administer
a.

b.

2. Contact parents
if
3. Activate 911 if the student has ANY of the following:
¢  Lips or fingernails are blue or gray Or student is too short of breath to walk, talk, or eat normally
*  Norelief within 15-20 minutes from breathing difficulty with any of the following signs
1. Chest and neck pulling in with breathing
2. Chiid is hunching over
3. Child is struggling to breathe

PARENT CONSENT FOR MANAGEMENT OF ASTHMA AT SCHOOL
L, the parent or guardian of the above named student, request that this School Asthma Action Plan be used to guide asthma care
for my child. 1agree to:
1. Provide the necessary supplies and equipment
2. Notify the school nurse of any changes in the student’s health status
3. Notify the school nurse and complete new consent for changes in orders from the student’s primary care provider
4. Authorize the school nurse to communicate with the primary care provider/specialist as needed.

Parent/Guardian Signature Date:

Reviewed by School Nurse Date:




