Perry County School District
SCHOOL ASTHMA PLAN
[bookmark: _GoBack]											PAGE 1
Name: _______________________________ 	DOB:_______________________
School: ______________________________        Grade:______________________ 
Instructions to School by the PHYSICIAN ONLY: Circle Yes or No on the below questions:  Parent will need to sign at the bottom of page.
1. If coughing or wheezing, give    
         Albuterol, 2-4 puffs with/without spacer and notify parent/guardian:  YES  OR  NO
          
2. Pre-medication, give:                                                                                   
      Albuterol, 2-4 puffs, with/without spacer 15-30 minutes prior to exercise.
       YES    OR    NO  
**(If #2 the above is circle YES, please write an order to pharmacy because  It must be on the pharmacy label)

3. Recommend that student be allowed to carry and self-administer all asthma medications:   YES    OR     NO 

4. Recommend that school nurse/personnel administer asthma medications and notify parents   YES    OR     NO

5. Other instructions: ____________________________________________________________________________________________________________________________________
Parent signature: ________________________________        Date:_____________
Physician (DR.) signature: _________________________      Date:_____________
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