
ASTHMA ACTION PLAN 
To be completed and signed by Physician 

Effective Date: _____________ to _____________ 

Student Name: Date of Birth: School Building: 

Parent(s)/Guardian(s): Phone:                             Alternate: 

Emergency Contact: Phone:                             Alternate: 

Physician Name: Phone:                             Fax: 

Physician Signature: Physician Emergency Phone: 

Is the student able to self-medicate:           Yes             No  
 

 

 

 

Caution (Yellow) Continue with green zone medications and add: 
You have any of these: Medication How much to take When to take 

- First sign of a cold 
- Exposure to known trigger 
- Cough 
- Mild wheeze 
- Tight chest 
- Coughing at night 
 
Peak flow from ____ to ____ 

 
 

  

 
 

  

 
 

  

 
 

  
 

Danger (Red) Take these medications and call your doctor 
Your asthma is getting worse fast Medication How much to take When to take 

- Medicine is not helping within 
15-20 minutes 
- Breathing is hard and fast 
- Nose opens wide 
- Ribs show 
- Lips and fingernails are blue 
- Trouble walking and talking 
 
Peak flow from ____ to ____ 

   
 

   
 

   
 

 
 

  

 
 

  

Special Instructions:           updated 12/2015es 

Go (Green) Use these medications every day 
You have all of these: Medication How much to take When to take 

- Breathing is good 
- No coughing or wheezing 
- Sleeping through the night 
- Can work and play 
 
 
Peak Flow above: _________ 

 
 

  

 
 

  

 
 

  

For asthma with exercise, take: 
 
 

  

Check all items that 
trigger your asthma and 
things that could make 
your asthma worse: 

 Chalk Dust 
 Cigarette smoke 

and second hand 
smoke 

 Colds/Flu 
 Dust mites, dust, 

stuffed animals, 
carpet 

 Exercise 
 Mold 
 Ozone Alert days 
 Pests – rodents 

and cockroaches 
 Pets – animal 

dander 
 Plants, flowers, cut 

grass, pollen 
 Strong odors, 

perfumes, cleaning 
products, scented 
products 

 Sudden 
temperature 
changes 

 Wood smoke 
 Foods: 

_______________
_______________ 

 Other: 
_______________
_______________

 

Melissa Dinkins <mdinkins@waverlyschools.net>

Melissa Dinkins <mdinkins@waverlyschools.net>
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