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This portion is to be completed by the PHYSICIAN   

 
Name of Child: ___________________________________________________ DOB: ____________________ 
 
ASTHMA RISK :    Mild _____     Moderate _____     Severe _____ 
 
Protocol/Procedure for student having an asthma attack: 

1. Encourage student to remain calm, take slow, deep breaths, and sit upright. 
2. Allow student to administer prescribed asthma medication (if available). 
3. Stay with student and monitor response. 

�x If symptoms decrease within 15 minutes and student is relieved, he/she may return to class. 
�x If symptoms persist after 15 minutes contact SET/School Nurse, call parent AND 

PROCEED TO EMERGENCY ACTION PLAN BELOW.  
 
EMERGENCY ACTION PLAN 

1. If in doubt, activate EMS/Call 911. 
2. Stay with student and continue to monitor breathing and general condition.  
3. Allow student to take additional prescribed, rescue medications or doses as ordered (if available). 
4. SET/School Nurse will assess student, utilize pulse oximeter and provide Oxygen support as 

needed (when available). 
 
  

Emergency Medication(s) to be Administered at School During Acute Asthma Episode 
Name of Medication Strength and Dose to be 

Given 
When to Administer at 

School 
Possible Side Effects 

of Medication 
    
    
    

 
If peak flow meter used, please specify parameter: ______________________________________________________ 
 
For Inhaled Medications (Please check ONE of the following): 
 
_____  I have instructed this student in the proper way to use their inhaled medications. It is my professional 
opinion that he/she should be ALLOWED TO CARRY and use their prescribed inhaler. 
 
_____  It is my professional opinion that the student SHOULD NOT carry his/her inhaled medications, but should 
receive assistance with administration by an adult. 
 
This child has the following additional chronic illnesses/disabilities: ________________________________________ 
 
__________________________________________________________________________________________________ 
 
 

Physician’s Signature: ______________________________________________ Date: __________________________ 
 
Physician’s Name (Print): ___________________________________________ Phone: _________________________ 
 
 


