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SCHOOL EMERGENCY ASTHMA PLAN Section 504 Plan □
Guidance for Non-Licensed School Personnel

Asthma Individual Health Plan

Student:__________________________________________________________________DOB:_________________________

Parent:_____________________________________________Phone:(H)___________________(W)_____________________

Second Contact Person: _______________________________________________ Phone: _____________________________

Common Asthma Attack Signs and Symptoms:
Persistent coughing Wheezing while breathing in or out Shortness of breath Tightness in chest

Steps to take during an asthma attack:
1. Give medications as listed below.
2. Have student return to classroom if: ______________________________________________________________________
3. Contact parent if: _____________________________________________________________________________________

Emergency Asthma Medications:
Medication Name How much When To Use

1. _______________________________ ____________________ _______________________________________

2. _______________________________ ____________________ _______________________________________

Student can Self Administer medications □ Yes □ No

NEVER SEND A CHILD WITH A SUSPECTED ASTHMA ATTACK ANYWHERE ALONE
Other significant health condition(s):___________________________________________________________________________

Preferred Hospital: ____________________________________

Special Instructions:
□ If child is having difficulty breathing, do not allow the child to walk home unaccompanied from school.
□ Call parent if student develops asthma symptoms.
□ Medications for field trip □ Yes □ No Distribution List:

□ Teaching staff
□ PE teacher
□ Secretary
□ Bus driver
□ Playground supervisor
□ Principal
□ __________________

_____________________________________________________________________ _________________________
Parent’s Signature Date
______________________________________________________________________ _________________________
Nurse’s Signature Date

CALL 911 NOW FOR:
• Rapid, labored breathing
• “Pulling in” of neck and chest with breathing
• Unable to talk in full sentences
• Becoming anxious
• Nasal flaring
• Sweaty, clammy skin

AND GIVE EMERGENCY MEDICATIONS LISTED ABOVE
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Asthma Individual Health Plan* Section 504 Plan □
Date:___________

*Parents to establish plans with School Nurse and Health Care Provider

Student: ___________________________________________________________ Grade: ______________________

Birthdate: _____________________________ School: _________________________________________________________

Parent/Guardian: _________________________________________________ Phone (home) _________________________

Address: _______________________________________________________ Phone (work) _________________________

Parent/Guardian: ________________________________________________ Phone (home) _________________________

Address: ________________________________________________________ Phone (work) _________________________

Emergency Contact: _______________________ Relationship: ____________________ Phone: _______________________

Emergency Contact: _______________________ Relationship: ____________________ Phone: _______________________

Student’s Health Care Provider: _________________________________ Phone: ______________________________

Insurance Company: _____________________________________________ Policy Number: _______________________
For information on health care insurance, call Healthy Mothers Healthy Babies toll free number: 1-800-322-2588

Preferred Hospital: ______________________________________________
Asthma Triggers: (Check each that applies to the student.)
□ Exercise □ Food □ Pollens □ Stress
□ Respiratory Infections □ Strong Odors or Fumes □ Molds □ Cigarette smoke
□ Change in Temperature □ Chalk Dust □ Other ________________
□ Animals □ Carpets in the Room □ Other ________________

Comments: __________________________________________________________________________________________

Control of School Environment: (List any environmental control measures, pre-medications, and/or dietary restrictions that the
student needs to prevent an asthma attack.)
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Peak Flow Monitoring: Personal Best Peak Flow Number _______________________________________________________

Monitoring Times: __________________________ ___________________________ _____________________________

Green Zone: _______________________ Yellow Zone: __________________________Red Zone: _______________________

Daily Medication Plan
Medication Name Amount When to Use

1. _______________________________ ____________________ ______________________________________

2. _______________________________ ____________________ ______________________________________

3. _______________________________ ____________________ ______________________________________

Level of Independence (attach copy of Authorizations for Administration of Oral Medications)
Student is capable is self-administering medications: __yes __ no
Student can reliably report asthma symptoms: __ yes __ no

Level of Nursing Care □ A □ B □ C □ D
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Asthma Individual Health Plan Section 504 Plan □

Equipment and supplies provided by parent
__ Nebulizer for delivery of medications

__ Peak Flow Meter for monitoring

__ Spacer or holding chamber

__ Other __________________________

Disaster Supplies
__ Medications for 3 days

STUDENT HEALTH EDUCATION (Complete as applicable)

Topics Taught (date) Demonstrated Mastery (date)
Triggers
Prevention Strategies
Acute Signs/Symptoms
Medications

• Purpose
• Method of Administration
• Dosage
• Frequency
• Effectiveness
• Side Effects

Other (i.e., adaptation to illness;
smoking cessation class referral)

With Parent With Student
Review of Emergency Care Plan

STUDENT OUTCOMES

1. Student will participate in school activities with modifications as needed.
Modifications: ________________________________________________________________________________________
____________________________________________________________________________________________________

2. Student will demonstrate/describe checked items under “Health Education”.

3. Other: ____________________________________________________________________________________________

Plan reviewed with parent: Copy sent home:

______________________________ ______________ ________________________________ ________________
(Parent’s signature) (Date) (School nurse’s signature) (Date)

Reviewed and/or updated:

______________________________ _____________ ________________________________ _________________
(Parent’s signature) (Date) (School nurse’s signature) (Date)

New staff trained: Date: New staff trained: Date:

______________________________ _____________ ________________________________ _________________

______________________________ _____________ ________________________________ _________________

______________________________ _____________ ________________________________ _________________
















