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NEW MEXICO ASTHMA ACTION PLAN FOR SCHOOLS 
______________

 ___________________________________________     _________________________________________

 ________________________________             ________________ ________________ 
 

PARENT/GUARDIAN: Please complete the information in the top sections and sign consent at bottom of the page. 

with student
Health Office
Classroom 
Other: ____________

HEALTH CARE PROVIDER: Please complete Severity Level, Zone Information and Medical Order Below 

� or � � �

You have of these: � No controller medication is prescribed.
• Breathing is easy � _______________________________, _______________ puff(s) MDI ______ times a day
• No cough or wheeze  Inhaled corticosteroid or inhaled corticosteroid/long-acting -agonist
• Can work and play � ____________________________, ________________nebulizer treatment(s) ______ times a day
• Sleep through the night Inhaled corticosteroid

 � _________________________________, take ___________________ by mouth once daily at bedtime
 Leukotriene antagonist               Always rinse mouth after using your daily inhaled medication. 

                                                                        
� _______________________, ____________ puff(s) MDI with spacer 5 to 15 minutes before exercise

Inhalers work better with spacers. Always use a mask when prescribed.

You have ANY of these:     
• � ___________________________, ________ puff(s) MDI  & every_____ hours as needed
• Cough or mild wheeze Fast-acting inhaled -agonist 
• Exposure to known trigger OR
•Problems sleeping, � ___________________________, _________  treatment(s) & every_____ hours as needed

playing, or working Fast-acting inhaled -agonist 
• Cough at night

Call 911 and start treatment
  

• Cannot talk, eat, or walk well � ___________________, ________ puff(s) MDI  until EMS arrives
• Medicine is not helping or Fast-acting inhaled -agonist 
• Getting worse, not better
• Breathing hard & fast �  (Only use Oxygen if Pulse Oximeter available)
• Blue lips & fingernails Give 02 to keep sat. above 92% unless otherwise contraindicated. Check sat. continually until EMS arrives.

Make an appointment with your doctor within two days of an emergency visit, hospitalization, or anytime for ANY problem or question about asthma

Check all that apply:         I approve of this asthma action plan. I give my permission for the school nurse and  
____ Student has been instructed in the proper use of his/her asthma medications    trained school personnel to follow this plan, administer medication(s), and contact  
           and IS ABLE TO CARRY AND SELF-ADMINISTER his/her INHALER AT SCHOOL.         my provider, if necessary, and share this plan with the SBHC, if applicable. I assume full  

  responsibility for providing the school with the prescribed medications and delivery of  
____ Student is to notify designated school health personnel after using   monitoring devices. I give my permission for the school to share the above information

 inhaler at school.         with school staff that need to know and permission for my child to participate in any
____ Student needs supervision or assistance when using inhaler.     asthma educational learning opportunities at school. 
____ Student is unable to carry his/her inhaler while at school.      

: _____________________________________ : ________        ________________________________________  ____________  
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