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ASTHMA ACTION PLAN (page 2) 

 

Student Name:____________________________________________  Birthdate:___________________ 

Student Address: ______________________________________________________________________ 

Metered Dose Inhaler (MDI) Instructions 
1.  Store at room temperature 
2. Shake the MDI for 5 seconds before each use. 
3. Prime the MDI before the first use and according to instructions provided by your physician 

or medication information. 
4. Keep track of metered inhalation puffs used.   

 
MDI and Aerosol Solution Potential Adverse Reaction for any user:  Headache, shakiness, rapid heart 
beat, nausea.  Call parent with 1) student report of symptoms that interfere with school activities  2) 
increase in side effects 3) frequent usage (2 times a day for 3 consecutive days). 
We have instructed the patient and family in the proper use of the quick-relief medications.  It is my 
professional opinion that the student: 

_____should be allowed to carry and self administer the inhaled medication. 

_____should not carry and self administer the inhaled medication.  The medication should be kept at 
school and designated school personnel should assist the student as needed with the medication 
administration. 

Special Instructions: ____________________________________________________________________ 

_____________________________________________________________________________________ 

_______________________________________   ___________________________ 
Healthcare Provider Signature     Date 
 
______________________________________ 
Physician emergency phone number 
 
************************************************************************************* 
I give permission for my child to receive medication at school according to the school district policy and 
my healthcare provider’s instructions and authorization.  I agree to 1) assume responsibility for the safe 
delivery of the medication to school in its original container and with its original labels, 2) have a new 
form completed by my healthcare provider if the medication or dosage is changed in any way,  3) notify 
the school of changes in the healthcare provider or medication.  If authorized by my healthcare 
provider, I permit my child to possess and use the prescribed medication at school or any activity, event, 
or program sponsored by or in which my child’s school is a participant. 
 
Parent/Guardian Signature:________________________________   Date:______________________ 
 
Daytime Phone:_____________________ 
 

THIS FORM EXPIRES AT THE END OF THE SCHOOL YEAR 


