
Spring Cove School District      Asthmatic Management 

                                  

         
STUDENT _______________________ Birth Date _________ Grade/Teacher__________________ 
 
Parents ______________________ _____________________________________________________________________ 

 
Telephone Numbers - Home ______________________ Work _____________________ Cell ______________________ 

 
Doctor ______________________________ Phone __________________ Hospital Preference _____________________ 

 

 

 
 

OVER 

Please circle the symptoms that pertain to your child during an asthmatic episode.  
 
1.  Tightness in chest 6.  Inability to speak in full sentences without taking a breath or only     
      able to whisper 
2.  Shortness of breath    7.  Bluish discoloration of lips, nails, mucous membranes around 
                         the eyes/gums 
3.  Coughing for prolonged periods   8.  Coughing that causes choking, a bluish color to lips, or 
                         persistent vomiting 
4.  Audible wheeze or unusual breath sounds 9.  Need to stand or lean over at waist 
 
5.  Anxious appearance                10.  Decreased level of consciousness 

 

What is your child’s current best peak flow reading, if known? ___________________________ 

School’s Plan of Action In the Event of An Asthmatic Episode: 
 
1.  Student to go immediately to office/health room. 

 
2.  Student should be allowed to use his/her asthma medication as prescribed by family physician. 
 
3.  Please List ALL Medications Taken: 
 
     Name    Dosage (amount)  Frequency (how often used) 
     a. _____________________  ______________  ________________________ 
 
     b. _____________________  ______________  ________________________ 
 
     c. _____________________  ______________  ________________________ 
 
     d. _____________________  ______________  ________________________ 
 
4.  Stay with student; remain calm.  Monitor for symptoms above. 
     a.  When symptoms decrease 15 minutes after taking medications; student may return to class. 
     b.  When symptoms increase in severity or there is absent breathing/pulse/decreased level of 
          consciousness, delegate call to EMS/911, and begin CPR as necessary. 
 
5.  Notify parent promptly of incident and action taken. 
 
6.  Encourage student to relax by: 

 Assuming most comfortable position 

 Doing slow, deep breathing 

 Sipping warm water/tea 

 Refocusing on pleasant images/thoughts 
 



 
 
 

 
 

PARENT AUTHORIZATION 
 
 
I, ___________________________________, request the above health care procedures and/or medication 
treatment be administered to my child at school.  I understand that qualified, designated person(s) will be 
performing these health care services.  I will notify the school immediately if my child’s health status changes, or 
there is a change or cancellation of the procedure/medication(s).  I authorize Spring Cove School District to use 
and/or disclose the following above protected health information. 
 
 
_______________________________________________________ ________________________________ 

    Parent/Guardian Signature                      Date 
 
 

7.  What Triggers Your Child’s Asthma Attacks? (Please check any that apply and explain if needed). 
 
____Respiratory infections   ____Dust (House/Chalk) ____Perfume 

 
____Exercise     ____Foods   ____Dust Mites/Cockroaches 

 
____Weather     ____Medications  ____Pollens 

 
____Animals     ____Strong odors or fumes ____Molds 

 
____Cigarette or other smoke   ____Emotions/Stress  ____Fatigue 

 
____Smoke from wood stove     ____Other 

 
               
 
               
 
               
 
8.  Special considerations related to student’s asthma while at school:        
 
               
 
               
 

               

 

               

 

               

 

               

 

               

 

               

 

               

 

               


