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STUDENT ASTHMA CARE PLAN A new form is required every school year, after any asthma related hospitalizations, and if there are any changes to the care plan Page 1 of 3



Student Asthma History:



Student’s Name: Parent’s Name: Best Contact Number: Alternative Contact Number: Treating Physician’s Name and Contact Number: • • • • • • • • •



Photo of Student



Birth date: Grade: Class Teacher/Advisor:



Student has had asthma for _______ year(s) Severity of asthma is mild moderate severe (if moderate or severe, please complete page 2) How many times has this student been hospitalized for asthma in the past 12 months? _________ How many days of school did this student miss due to asthma in the last academic year? __________ How many times per year does this student see his/her physician for asthma concerns? _________ Can/does this student verbalize or otherwise indicate that he/she is having breathing difficulties? Yes No Does this student hold back from participating in activities at school due to asthma? Yes No Does this student require asthma medication at school? Yes (if yes please complete page 2) No o If yes, is this student permitted to carry his/her own medication/inhaler? Yes (if yes please also complete page 3) No o If student carries an inhaler, it is advised that parents provide a back-up inhaler in the School Health Office Does this student require modified activity at school? Yes No If yes please provide a detailed note from the student’s physician regarding activity restrictions related to:  Classroom activities Field trips Physical Education Class Recess Other



Usual Signs of Asthma for this Student Wheezing Cough Difficulty talking



Tight chest Difficulty breathing Other:



Worsening Signs of Asthma for this Student Tight chest Difficulty breathing Other:



Wheezing Cough Difficulty talking



Asthma Triggers for this Student Exercise Colds, other illnesses Weather changes Dust and dust mites



H or S



Name of Medication (e.g. Ventolin)



Emotions (when upset) Irritants (chalk dust, dust) Cigarette smoke, smog Odors (paint, perfume, sprays)



Pollens Mold Animal dander (type): ______________ Other: ___________________________



Current Asthma Medications (Including relievers, preventers, symptom controllers, combination) Please indicate (H)Home or (S)School Method (e.g. puffer and spacer, dry powder inhaler)



When and How Much? (e.g. 1 puff before exercise)



I understand that the information provided in this Student Asthma Care Plan will be shared with staff in the school as needed to ensure that staff can provide a healthy and safe environment for my child while he/she is at school. The school nurse may contact my child’s treating physician if necessary for any questions or concerns related to this asthma care plan. Parent Name: ___________________________________________________ Date:_______________________ Parent Signature:_________________________________________________ It is highly recommended that children with asthma receive the FLU SHOT every year. Please speak with your child’s physician for more information.
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Student’s Name: Birth date: Parent’s Name: Grade: Best Contact Number: Class Teacher/Advisor: Alternative Contact Number: Treating Physician’s Name and Contact Number: Triggers:  Exercise  Illness Weather Changes Dust Emotions Irritants Smoke  Odors  Pollen Mold Animal Dander Other:_____________ This student also has a severe allergy GREEN ZONE: PRETREATMENT STEPS FOR EXERCISE  Give __ puff(s) of rescue medication (name)__________________________ 15 minutes before activity (PhysEd class, exercise/sports, recess) Explanation:__________________________________________________________________  Repeat in 4 hours if needed for additional or ongoing physical activity YELLOW ZONE: SICK - UNCONTROLLED ASTHMA IF YOU SEE THIS: DO THIS:  Difficulty breathing; breathing harder/faster  Stop physical activity  Wheezing  Give rescue medication (name):_____________________________________  Frequent cough  1 puff  2 puffs  other:________  Via spacer  Runny nose, other cold symptoms  If no improvement in 10-15 minutes, repeat use of rescue medication:  Complains of chest tightness  1 puff  2 puffs  other:________  Via spacer  Unable to tolerate regular activities but still  If student’s symptoms do not improve or worsen, call 911 talking in complete sentences  Stay with student and maintain sitting position  Other:  Call parents/guardians and school nurse  Student may resume normal activities once feeling better  If there is no rescue inhaler at school:  Call parents/guardians to pick up student and/or bring inhaler/ medications to school  Inform them that if they cannot get to school, 911 may be called RED ZONE: EMERGENCY SITUATION IF YOU SEE THIS: DO THIS IMMEDIATELY and GET HELP!  Coughs constantly  Give rescue medication (name) :____________________________________  Struggles or gasps for breath  1 puff  2 puffs  Other:_______________________  Via spacer  Trouble talking (only able to speak 3-5  Repeat rescue medication if student not improving in 10-15 minutes words)  1 puff  2 puffs  Other:_______________________  Via spacer  Trouble walking  Call 911 Inform attendant the reason for the call is asthma  Skin of chest and/or neck pull in with  Call parents/guardians and school nurse breathing  Encourage student to take slower deeper breaths  Lips or fingernails are gray or blue  Stay with student and remain calm  Decreased level of consciousness  School personnel should not drive student to hospital INSTRUCTIONS for QUICK RELIEF MEDICATIONS:  Student understands the proper use of his/her asthma medications and can carry and use his/her own medication at school independently*  Student carries his/her own medication in case of emergency and requires supervision or assistance when needed*  Student does not carry any medications.  Student has life threatening allergy and has a prescription for and carries an  Epipen®  Epipen Jr®* * please complete page 3



I give permission for school personnel to share this information, follow this plan, administer medication and contact my child’s physician if necessary. I assume full responsibility for providing the school with prescribed medication and any required delivery or monitoring devices. ________________________________________ PARENT SIGNATURE



_______________________ DATE



To be completed by the school nurse:



School Nurse Name: Signature: Date: Student’s inhaler is located (select all that apply): in the student’s classroom  in the health office  with the student Student’s Epinephrine auto-injector is located (select all that apply): in the student’s classroom  in the health office  with the student  n/a Copies of plan provided to: Teachers Physical Ed/Coach Principal Main Office Bus Driver Other _________________
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To be completed by the parent: Student Name: _______________________________________________ Grade: ______________________________ Medication: _____________________________________________ Dosage: __________________________________ Physician’s Name: ________________________________________Physician’s Contact Number: _________________ PLEASE ATTACH COPY OF DOCTOR’S PRESCRIPTION OR COPY OF LABEL ON BOTTLE/BOX I have reviewed the attached Administration of Medications at School – A Guide for Parents and I give consent for my child to carry and self-administer the above-named medication while at school. I understand that The KAUST School and staff are not responsible for any adverse reaction or injury arising from the self-administration of the medication by my child. I understand that the school nurse will not monitor this medication; if the medication expires, runs out, or is stored incorrectly, the health office will not have extra stock available for my child’s use. I understand that if my child is found to be improperly self-administering medication or sharing medication with other students, the nurse can revoke this request and initiate disciplinary action through TKS Administration if warranted. I understand that the nurse will need to share this information with relevant school staff. Select one of the following:  My child can independently use this medication though may need assistance in an emergency. I have instructed my child on the proper way to use his/her medication and have discussed with my child how to safely carry his/her medication while at school (student must complete the section below). Or My child requires assistance to use this medication and needs to carry this medication with him/her in case of an emergency. I  understand that the nurse will need to share this information with relevant school staff.



Parent’s Name: _________________________________________________ Date: ________________ Parent’s Signature: ________________________________Parent’s Contact Number: ___________________ To be completed by the student (if appropriate) (Student’s initials)



I have been instructed and understand how to carry and self-administer my medication. I understand that I am not allowed to share or dispense this medication to any other student. If I use my medication in an inappropriate manner, I understand the school nurse has the authority to revoke this request and initiate appropriate disciplinary action through the TKS Administration.



Student’s Name: _______________________________________________ Date: ________________ To be completed by the school nurse: Student assessed and is eligible to self-carry and administer medications Yes No School Nurse Name: Notes:



Signature:



Date:



Administration of Medication at School – A Guide for Parents A new form is required every school year, after any asthma related hospitalizations, and if there are any the care The changes followingto reflects theplan policies in place to ensure the health and safety of students who may require medicine at school. “At school” includes all times while the student is at The KAUST School (TKS) during school hours and while the student is at a TKS sponsored event/trip.



INFORMATION AND PROCEDURES 1.



Where possible, student medications should be given at home. The School Nurse may decline parental requests to give medication during school hours if the medication can be scheduled when the student is not at school.



2.



No medication will be administered at school without the parent’s written authorization.



3.



Parental authorization for medication administration during school hours can be given by completing the following authorization forms as relevant. Authorizations will be reviewed by the school nurse: • Student Medical Information Form • The KAUST School Student Allergy Care Plan • Medical/Emergency Contact Information page of • The KAUST School Student Asthma Care Plan the online Enrollment/Re-enrollment form • Request for Student Self-Administration of • Authorization for Medications to be Taken as Medicine School The parent is responsible for completing the relevant authorization forms. A NEW AUTHORIZATION FORM is required every school year for each new or continuing medication order. If there is a change in the medication dose, timing, or type during the school year: a NEW AUTHORIZATION FORM and a NEW CONTAINER are required from the parent.



4.
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5.



Parents are responsible for providing all required medications directly to the health office. If the student runs out of his/her medication, the health office is not responsible for providing additional medication.



6.



All medication required must be provided and delivered to the school by the parent or, under special circumstances, an adult designated 2 by the parent. The School Nurse will NOT administer medication brought to school by the student.



7.



All prescription medication must be provided in a container with the pharmacist’s label attached in English with the name of the student and the contact details of the prescribing physician. The label must include the name, strength, dose, timing, and expiry of the medication.



8.



Non-prescription, over-the-counter (OTC), medication must be in the container with the manufacturer’s original label including the name and strength of the medication in English and be marked with the student’s name.



9.



The first dose of any new medication must have been given at home before it can be administered at school.
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10. The parent is responsible for collecting any unused portion of a medication within one week after expiration of the physician’s order, expiration of the medication, or at the end of the school year. Medication not claimed within one week period will be discarded at KMC. 11. Self-administered and/or non-medically prescribed medications are entirely the responsibility of the parent and not that of either the KAUST SCHOOL or SCHOOL NURSE. Medications without written parental consent and or that are not properly labeled will not be stored in the health office. 12. Parents must complete the Request for Student Self-Administration of Medicine for students to carry and self-administer emergency medications such as inhalers or epinephrine. The school nurse must evaluate and approve the student’s ability and capability to selfadminister required medication. The student must understand the necessity for reporting to either a Teacher or School Nurse that they have self-administered emergency medication so appropriate action can be taken. It is the student and family’s responsibility that the student has adequate supply of his/her medication; the health office will not keep extra medication in stock should the student run out. Students who do not have a Request for Student Self-Administration of Medicine complete on file are not permitted to carry medication with them at school. Students may not self-administer controlled substances. 13. The nurse will keep a record of medication/ treatment administration data. He or she will contact the student’s teachers, or parents as needed concerning the medication or treatment.



DIRECTIONS FOR PARENTS: • • • •



Complete the relevant parental authorization for medication administration at school form. Bring the relevant form and the medicine to your child’s School Nurse. Make sure the form is completely filled out. 2 Medications must be in the ORIGINAL PHARMACY BOTTLE and contain no more than a 30-day supply. Ask your pharmacist to provide separate bottles for school and home. 2 For safety purposes, students are not allowed to transport medicine. Please make arrangements to personally bring in medications and pick them up when expired.
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Does not apply to health office stocked medication for which parental permission has been granted via the Student Medical Information Form or the Medical/Emergency Contact Information page of the online Enrollment/Re-enrollment form May not apply to certain emergency medications and/or self-administered medications
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Garden ECC (K1) Health Office Ph: 808 6280



Garden Elementary and Secondary Health Offices Ph: 808 6412; 808 6812



Harbor East (K3) Health Office Ph: 808 6312



Harbor ECC (K2) Health Office Ph: 808 6212



Health Coordinator Ph: 808 6712
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IF YOU SEE THIS: DO THIS: Difficulty breathing; breathing harder/faster. Wheezing. Frequent cough. Runny nose, other cold symptoms. Complains of chest tightness. Unable to tolerate regular activities but still. talking in complete sentences. Other: Stop physical activity. Give rescue medication (name): ... 
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