ASTHMA EMERGENCY PLAN
Student Name ___________________________________   Address ______________________________________
Birthdate ______________________   Grade __________________________   Age _________________________
Mother ___________________________  Work # ______________________  Home # _______________________
Father ___________________________  Work # _______________________  Home # ______________________
Other Emergency Contact Person _______________________________ Phone # ________________________
Physician _______________________________________  Physician’s # __________________________________

STUDENT’S KNOWN TRIGGERS
___ Exercise. Phy Ed days and time:  _____________________________________________________________
___ Respiratory Infections    ___ Cold Air     ___ Animals
___ Food:  _______________________________________________________________________________________
___ Strong Odors or Fumes     ___ Chalk Dust     ___ Pollen
___ Molds     ___ Other (please list): _______________________________________________________________
Other Special Instructions/Comments: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ASTHMA SYMPTOMS THAT REQUIRE IMMEDIATE ACTION:
Trouble walking or talking
Difficulty breathing with chest and neck muscles pulled in with each breath
Blue or gray discoloration of the lips or fingernails
Persistent cough
Other ___________________________________________________________________________________________

Parent/Guardian Signature ___________________________________________________  Date ___________
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