ASTHMA MEDICATION AUTHORIZATION AND ASTHMA ACTION PLAN
'PARENT/GUARDIAN: Complete and Sign this portion and the medication PSS E R Today's Date:

Student Name: . Date of Birth |
Address; .

Parent/Guardian: Home/Cell #: Work #:
Health Care Provider: Office #:

P KNOWN ASTHMA TRIGGERS: o Exercise o Pet Dander o Mold o Dust o Pollen a Colds o Strong Qdors o Cold Alr - 1 Pests
@) ALLERGIES:

HEALTH CARE PROVIDER: COMPLETE ALL lTEMS BELOW, SIGN AND DATE. THANK YOU!
Asthma Med:catlon(S) To Be Given:

Student’s Asthma Seventy Classification: o lntermltteni o Mild Persrstent a] Moderate Permstent o Severe Pers;stent

Glve: Albuterol MP! 90 / Xopenex MDI 45 _Puffs Inhaled {by mouth) o 10-15 minutes before exerclse 0 with spacer

(Circle One)
Nebulized Albuterot 2.5mg/Xopenex 0.63mg Vial inhaled (by mouth): @ 10-15 minutes before exerclse 0 with nebullzer

R ﬁfe@my @’ g o
fé%f’ .‘”‘3 1 0 s c

lee (C!rc!e One).

Albuterol MDI 80 / Xapenex MDI 45 Puffs!nhaled.‘(bymo-uth}, prevery  hours owith-spacer
Nebulized Albuterol 2.5mg OR Vial irihaled {bymouth).  mevery . hours. rTnehulizer
Nebulized Xopenex 0.63mg

OTHER: !

* |f there Is no Improvemant 20 minutes after taking the Rescue Medlcation: . Notify:provider.:. -

HEALTH CARE PROVIDER MEDICATION AUTHORIZATION REQUIRED FOR ALBUTEROL/XOPRENEX AS STATED, IN ABOVE PLAN,
AND IN ACCORDANCE WITH CT LAW AND REGULATIONS 10-212a

@ Side Effect(s) to watch for: Nervousness, Shaking, Palpitations, Headache: or oNone

Reaction to/or negative interaction with food or drugs: L or 0O None
@ Self-Adminlstration Authorization: I This student ]s capable to safely and properly self-administer medicatlons)

OR [ This student |s not appraved to self-administer medication(s)
p Medication Start/End Dates (one year max}
Start: / / End: / /

Date: Phaone #

PARENTIG UARD! AN :

[ 1 authorize the student to possess and self-administer medicatlon as described and directed above

1 1 authorize this medication to be administered by school personnel as described and directed above

O 1 hereby request that the shove ordered medication ba administered by school, child care and youth camp personnel and | glve
permission for the exchange of Information between the prescriber and the school nurse, child care nurse or camp nurse
necessary to ensure the safe administration of this medication.

[ 1 understand that | must supply the school with o more than a three (3} month supply of medication {schoo! on]y.)

1 § assume full responsibllity for providing the school with the prescribed medication and spacer.

I | have administered at least one dose of the medication to my chiid/student without adverse effects. (For child care only)

N
R,

Parent Signature: Date:

Name of Individual Recelving Written Au.thoriz.ation and Medication ___ Title/Position: -
{PRINT & SIGN) ‘




