fmgrican My Asthma Action Plan

Association. For Home and School

Name: DOB: / /
Severity Classification: [ ]Intermittent [ | Mild Persistent [ | Moderate Persistent [ ] Severe Persistent

Asthma Triggers (list):
Peak Flow Meter Personal Best:

Green Zone: Doing Well

Symptoms: Breathing is good - No cough or wheeze - Can work and play - Sleeps well at night

Peak FlowMeter . (more than 80% of personal best)
‘ Flu Vaccine—Date received: Next flu vaccine due: COVID19 vaccine—Date received:
Control Medicine(s) Medicine How much to take When and how often to take it Take at
— - — — [ JHome [Ischool
I . — - — [JHome (Jschool
Physical Activity [[]Use Albuterol/Levalbuterol puffs, 16 minutes before activity [ Jwith all activity [ ] when you feel you need it

Symptoms: Some problems breathing — Cough, wheeze, or tight chest — Problems working or playing — Wake at night
Peak Flow Meter to (between 50% and 79% of personal best)

Quick-relief Medicine(s) [] Albuterol/Levalbuterol puffs, every 20 minutes for up to 4 hours as needed
Control Medicine(s) [_] Continue Green Zone medicines
] Add [JChange to

You should feel better within 20-60 minutes of the quick-relief treatment. If you are getting worse or are in the Yellow Zone for more
than 24 hours, THEN follow the instructions in the RED ZONE and call the doctor right away!

Red Zone: Get Help Now!

Symptoms: Lots of problems breathing - Cannot work or play — Getting worse instead of better — Medicine is not helping
Peak FlowMeter _ (less than 50% of personal best)

Take Quick-relief Medicine NOW! [] Albuterol/Levalbuterol puffs, (how frequently)

Call 911 immediately if the following danger signs are present: ¢ Trouble walking/talking due to shortness of breath
* Lips or fingernails are blue |
« Still in the red zone after 15 minutes |

School Staff: Follow the Yellow and Red Zone instructions for the quick-relief medicines according to asthma symptoms.
The only control medicines to be administered in the school are those listed in the Green Zone with a check mark next to “Take at School”,

(] Both the Healthcare Provider and the Parent/Guardian feel that the child has demonstrated the skills to carry and self-administer their
quick-relief inhaler, including when to tell an adult if symptoms do not improve after taking the medicine.

Healthcare Provider
Name Date Phone ( ) - Signature

Parent/Guardian

[] 1 give permission for the medicines listed in the action plan to be administered in school by the nurse or other school staff as appropriate.

[]1 consent to communication between the prescribing health care provider or clinic, the school nurse, the school medical advisor and school-based health
clinic providers necessary for asthma management and administration of this medicine.

Name Date Phone ( } - Signature

School Nurse
[] The student has demonstrated the skills to carry and self-administer their quick-relief inhaler, including when to tell an adult if symptoms do not improve

after taking the medicine.
Name ___ Date Phone ( ) - Signature o .

Please send a signed copy back to the provider listed above. 1-800-LUNGUSA | Lung.org
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Dr. Robert J. Underwood Indian Lake Schools Coleen Reprogle

Superintendent 6210 SR 235 North Treasurer
Lewistown, Ohio 43333
937-686-8601 - Fax: 937-686-8421

March 2022

Students with any medication to be stored or given at school such as daily, emergency or as
needed, must provide the appropriate updated Medication Administration form each school year.
There is a form for prescription medications that doctors sign and a different form for over the
counter medications that parents simply sign when they drop off the medication for school.

Please note that Medication Administration Forms are also required for medications that students
self-carry. Ohio law only lists 3 self-carry medications for school which include inhalers, epinephrine
auto injector and glucagon. ORC 3313.718 also states that in order for students to self-carry
epinephrine auto injector, a second backup is to be received by the school. There is an area on the
administration form for both the doctor and parent to sign consent for the student to self-carry these
medications.

Remember students are not permitted to transport medications to/from school. A parent or guardian
signature is necessary for medication to be signed in/out of clinic inventory. Finally, all medication
MUST be stored in the original container with the label matching the signed doctor’s order.

For questions please contact District Nurse, Kourtney Thompson at 937-686-7323.

Sincerely,

Robert J. Underwood

Superintendent

Indian Lake Elementary School Indian Lake Middle School Indian Lake High School
8779 CR91 8920 CR 91 6210 SR 235 North
Lewistown, Ohio 43333 Lewistown, Ohio 43333 Lewistown, Ohio 43333
Phone: 937-686-7323 Phone: 937-686-8833 Phone: 937-686-8851

Fax: 937-686-0049 Fax: 937-686-8993 Fax: 937-686-0024

Molly Hall, Principal Melissa Mefford, Co-Principal, Operations Kyle Wagner, Principal

Pamela Scarpella, Asst. Principal Erin Miller, Co-Principal, Instruction David Coburn, Asst. Principal




Indian Lake Local Schools

Medication Administration Form
{Including Asthma Inhaler and Epinephrine Autoinjector Use)

Student Information
Student name Date of birth
. Student address - - o
School Grade/Class Teacher School year
List any known drug allergies/reactions l Height Weight

Prescriber Authorization

Narme of medication | Circumstance for use
Dosage Route Time/Interval
Date to begin medication Date to end medication

Circumstances for use

Special instructions

Treatment in the event of an adverse reaction

Epinephrine Autoinjector 0 Not applicable
3 Yes, as the prescriber | have determined that this student is capable of possessing and using this autoinjector appropriately and have provided the student
with training in the proper use of the autoinjector.

Asthma Inhaler @ Not applicable
O Yes, if conditions are satisfied per ORC 3317.716, the student may possess and use the inhaler at school or at any activity event or program sponsored by or in which the
student's school is a participant.

Procedures for school employees if the student is unable to administer the medication or if it does not produce the expected relief

Possible Severe Adverse Reaction(s) per ORC 3317.716 and 3313.718
a) To the student for whom it is prescribed (that should be reported to the prescriber)

b) To a student for whom it is not prescribed who receives a dose

Other medication instructions
Does medication require refrigeration?  QYes QI No Is the medication a controlled substance? O Yes QI No

Prescriber signature Date Phone Fax

Prescriber name {print)

Reminder note for prescriber: ORC 3313.718 requires backup epinephirine autoinjector and best practice recommends backup asthma inhaler.

Parent/Guardian Authorization

M lauthorize an employee of the school board to administer the above medication. M | understand that additional parent/prescriber signed statements will be necessary if the
dosage of medication is changed. M | also authorize the licensed healthcare professional to talk with the prescriber or pharmacist to clarify medication order.

M Medication form must be received by the principal, his/her designee, and/or the school nurse. M | understand that the medication must be in the original container and be properly
labeled with the student’s name, prescriber's name, date of prescription, name of medication, dosage, strength, time interval, route of administration and the date of drug expiration
when appropriate.

Parent/Guardian signature Date | #1 contact phone | #2 contact phone

Parent/Guardian Self-Carry Authorization

O For Epinephrine Autoinjector: As the parent/quardian of this student, | authorize my child to possess and use an epinephrine autoinjector, as prescribed, at the school and any activity, event, or
program sponsored by or in which the student’ school is a participant. | understand that a school employee will immediately request assistance from an emergency medical service provider if this
medication is administered. | will provide a backup dose of the medication to the school principal or nurse as required by law.

Q  ForAsthma Inhaler: As the parent/guardian of this student, | authorize my child to possess and use an asthrna inhaler as prescribed, at the school and any activity, event, or program sponsored by
orin which the student’s school is a participant.

Parent/Guardian signature Date #1 contact phone #2 contact phone

HEA 7758 5/11 Please fax form to IL School Nurse Kourtney Thompson at 937-686-0049 [ File per district policy



