Asthma Treatment Plan — Student

{This asthma acfion plan meeis NJ Law HLJ.S.A 18440-12.8) {Physician's Orders)

{Picase Print)

PAGN tEE. &

Pedistric/Adult Asthuna Coalition

Health
Hhtyilaas bl

U NEW ERSEY

— [

Hiake a copy fer patent and for physician file, send original to schioof nurse or child care provider.

Name Date of Birth Effective Date
Doctor Parent/Guardian {if applicable) “|Emergency Contact
Phons Phane Phone
{liB Take daily control medicine(s). Some inhalers maybe  Triggers
HEALTHY (Green LT} iiég» more effective with a “spacer” -use ifdirected. =~ Checkall ftems
- ; . e that rigger
You have alf of these: | yepiciNE HOW MUCH fo take and HOW OFTEN io fake It _mn'tgf;gm.m;
~Besefiing s goud DI Advair® HFA (145, 1 15,1 230_______ 2 pufs twice a day s
5, “Nocoughorwheere |1 Aerospan™ 11, (12 puffs twice a day Bl
S « Sleep through [ Aivesco® [180, [J 160 11, (12 puffs twice  day "
the night [ Dulera® (1100, (1 200 2 pufts hwice a day Rlergens
N [ Flovent® [ 44, 7 110, 3220 .2 puffs twice a day © s, storted
o ’ [ Qar® (140, (180 11,32 puffs iwice a day anlmals, carpet
ey [ Symbicort® {7 80, [J 160 11,0712 puffs twice a day 0
[J Advair Diskus® 1100, (1250, (15001 inhalation twice a day grass, weeds.
O3 Asmanex® Twisthaler®[1110,[1220_____ [71, (12 inhalations [T once or CTwiceaday | o proia
[J Hovent® Diskus® (150 (11001250 1 inhalation twice a day o Pets - animal
L1 Pulmicort Fexhaler® 190, (3 180_________ 111,012 inhaations [ once or [T iwice a sy dander
L} Pulmicort Respules® (Budesonide) [ 0.25, (105,17 1.0__1 unit nebulized [ once or [T twice a day o Pests - rodents,
1 Singulair® (Montetukast} (14, [3 5, (0 10 mg 1 tablet daily cockroaches
[ Other 1 0dors (Irritants)
Andfor Peak flow above [ None o Cigarelte smake
Remember to rinse your mouth after taking Inhaled medicine. gﬁ;"ggﬁd hats:
if exercise friggers your asthma, take putf(s) minutes before exercise. ogerfu_mes,
R Tl AT e v Sl Sdeps e uliey inds e sn S a TR i
CAUTION (Yellow Zons) IEEE£> Continue daily control medicine(s) and ADD quick-relief medicine(s). SIS
fg;';g‘;"e any of these: I DICINE HOW MUCH to take and HOW OFTEN to take it o Srmoke fromn
« Kild wheeze 3 Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed m’:}"u‘g{dﬂ
« Tight chest 1 Xopenex® 2 puifs every 4 hours as needed CiWeather
« Goughing at night 3 Albuterol [31.25, (3 2.5 mg 1 unit nebulized every 4 hours asneeded | sydden
o Other: 7 Ducneb® 1 unit nebulized every 4 hours as needed temperature
01 Xopenex® (Lowluizro) 1 0.31, 1063, 11.25 mg _1 unit nebulized every 4 hours as nesded | g‘x""&iﬂe i
If quick-relief medicine does ot hefp within [3 Combivent Respimat® 1 inhalation 4 times a day - ot and cold
- 15-20 minates or has been used more than | J /eTease the dose of, or add: o Ozone alert days
2 times and symptoms persist, calf your L3 Other . O Foods:
doctor or go fo the emergency room. - « if quick-relief medicine is needed more than 2Hmesa o :
And/or Peak flow from to week, except before exercise, then call your docton. o
O
CY (Red Zone) {18 [Take these medicines NOW and CALL 911, |30
Your asﬁmaism Asthma can be a life-threatening illness. Do not wait! N
g worse fast: o |MEDIGINE HOW MUCH 1o take and HOW OFTEN Io take & |
riot help within 15-20 minutes | LJ Albuterol MDI {Pro-zir® or Proventil® or Ventolin®) __ 4 puffs every 20 minutes
= Breathing is hard or fast 3 Xopenex® . 4 puffs svery 20 minutes This asthina treatment
»Nose opens wide « Ribs show { ] Albuterol [J 1.25,[12.5 mg 1 unit nebulized every 20 minutes | plan is meant fo assist,
= Trouble walking and talking | [J Duoneb® 1 enit nebufized every 20 minufes | not replace, the dfinical
Andlor « Lips blue » Fingernails blue I Xopenex® (Levalbuterofy (1 0.3, 17 0.63, (7125 mg ___1 unt nebulized every 20 minutes | decision-making
Peakflow  °Other: [ Combivent Respimat® : 1 inhalation 4 times a day required to meet
below 1 Other individual pafient needs.
= o Permission to Self-administer Medication: | PHYSICIAN/APN/PA SIGNATURE DATE
=z ses e | {1 This student &s capable and has been instrucied ' Physician’s Orders
== Rl R
e amnite o116 | o ARENTIGUARDIAN SIGNATURE
= in accordance with NJ Law. _
; = = [ This student is nof approved to self-medicats, | PHYSIGIAN STAMP
REVISED MAY 2017




Asthma Treatment Plan — Student -
Parent Instructions

The PACNJ Asthma Treatment Plan is designed to help everycne understand the sfeps necessary for the
individual student to achieve the goaf of comirofied asthma. 3 s

1. Parents/Guardians: Bafore iaking this form fo your Health Gare Provider, cemniaie the top ieft section with:
« Child’s name « Child’s doctor’s name & phone number « Parent/Guardian's name
«Child’s date of birth = An Emergency Contact persen’s name & phone rumber & phone number

-3 Y&ﬂf Hzalth Care Provider will complets the fﬁﬁewing areas:
» The effective date of this plan v ' e ok
~ =The medicine information for the Healthy, Cautm and Emergency sections
"« Your Health Care Provider will cheek the box next to the medication and check how mnch anﬂ haw oﬁen tcx take xt
» Your Health Care Provider may check “OTHER” and:
" & Write in asthma medications nof listed on the form
4 Write in additional medications that will confrol your asthma
.- < Write in generic medications in place of the name brand on the form
= Togather you and your Heaiﬁ% Care Pravider wilt decide what asthma treatment is best for your child to follow

- Parexﬁslﬁnardtans & Health Care Providers together will dsssuss and then complete the following areas:
« Child’s peak flow range in the Healthy, Gaution and Emergency sections on the teft side of the form
« Child's asthia triggers.on the right side of the form
_ =Permission g Seif-administer Medication section at the bottom af the fﬁm‘x Discuss your chim’s ahility to self-administer the
inhaled medications, check he appropriate box, and then beth you and your Health Care Pfovrder must sign and dale the Tform

4. Parents{ﬁuardians: After completing the form with your Health Care Provider:
= Make copies of the Asthma Treatment Plan and give the signed original fo your child's schaai aurse or child care provider
» Keep a copy easily available at home to help manage your child's asthma N
« Give copies of the Asthma Treatment Plan fo everyone who provides care for your child, for examﬁ%e babysxﬁers
before/after sehaal progeam staff, coaches, scout leaders

PRRE!&‘ maaﬂmmn

. 1 hereby give permission for my ehiltt to receive miedication at schaai asprescnhed in meésﬁma"freaﬁaef& Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist ar physician. f alse give permission for the refease and exchange of
information betweert the schoo! nurse dnd my child’s health care provider conesrning my a!xﬁé’s heafth and medications. tn addition, |
understand that thts tnformation will be shared with schoof staff ona need ’co know basis.

Parentfeﬁardsaﬂ Signature Phore P N Bate

FiLL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERM!SSIB* FOR YOUR QHILB Tﬁ
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THISFORM. -~ ..
RECOMMENDATIONS ARE EFFECTIVE FOR QNE (1) SCHOOL YEAR ONLY AND MUST BE REHE WEB AHHUALLY

Cide requestﬁmtmym heﬁu.ﬁWE!} tﬁ carrythe fo%!owmg mdmahon _for sel%aémmistratmn
in school pursuant to N.J.A.G:BA:16-2.3. 1 give permission for my child to seff- administer medi caﬁan as prescribed in this Asthma Treatment
Piar for the current scheei yearas  consider himvher to be responsible and capable of transporting, storing and seki- atfrinistration of the |

 medication. Medication: must be keptin ifs original prescnptm container. | understand that the school-district, agents and its employses

. shall incur no Rabfiity as a resuft of any condition or injury arising from the self- administration by the student of the medication prescribed . |
- on this form. | indemnify and hold harmiess the Schoof District, its agents and empfgyees agamst any claims: ansmg aui of seif srdminisiration |
- or lackof admimsirat;en of this med’fcaﬂmn by the student.

[3 3 BG NOT reqaest that sy child sett—admmnster his/her asthma medrcm

Parentisuardian Signature . £ Phone. . | e R i Date
Discialmets: Thiss s Websl/PACY) Astivs Trakmeed P and s ki s & ik Trecorkent B rovidd o o ° s The Aperican mmmm' LA, the Pt ArSar o
gﬁcﬁmﬁmmmﬂgm m:mh%iﬂum?&iﬁm mgm uh;ﬁﬂ mmﬁ,mﬂdmmmﬁ,. Sponsaredby
; Iormeiion wdi Lo unisempled oo R ﬁmﬁ amanes wihout Jenitafion, inciriestl 2ad corpanuential dneges, perserdd in
dealty fonl ey, i drons gﬁ?ﬁugwmmu mnumhnh&tdﬁﬁgﬂ:ﬁ%ﬂMﬁ' -mmmanmu wd AMER!CAN
whether 57 1% ALSAA Js a0vised of the prossRallly of sch damages. =4 mnumummmmymnamuummm
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