Student Asthma/Allergy Action Plan

{This Page Te Be Completed By Parent/Guardian}

Student Name: | Age: Grade:
School: Homeroom Teacher:
Parent/Guardian: Phone( ) ' ()
Parent//Guardian: : Phone( ) : ()
Emergency Contact: Phone( ) ()

Known Asthma Triggers: Please check the boxes to Identify what can cause an asthma episode for your student.

([ Exercise O Respiratory/viral infections O Odors/fumes/smoke O Mold/mildew

O Pollens Q Animals/dander Q Dust/dust mites d Grasses/trees

L Temperature/weather—humidity, cold air, etc. U Pesticides d Food—please list below
U Other—please list:

Known Allergy/Intolerance: Please check those which apply and describe what happens when your child eats or comes into
contact with the allergen..

]

Peanuts
Tree Nuts
Fish/shellfish
Eges

Soy

Wheat

Milk
Medication

Latex

DD popQdodpp0

Insect stings
Other

O

Notice: If your child has been prescribed epinephrine (such as an EpiPen®) for an allergy, you must provide epinephrine at school. If
your student needs a special diet to limit or avoid foods, your docter will need to complete the form “Medical Statement Form to
Request Special Meals andfor Accommodations” which can be found on the website—www.airenebraska.org

N
Medicines: Please list medicines used at home and/or to be given at school,
Medicine Name Amount/Dose When does it need to be given

| understand that all medicines to be given at school must be provided by the parent/guardian.

Parent signature: Date:
Reviewed by school nurse/nurse desighee: Date:
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