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If your child no longer has asthma, please check this box and sign the bottom of this form.        















Manheim Township School District Health Services

Asthma Information and Medication Permission

Student Name________________________________ Grade___________   Effective Date
____________

Physician 




 Telephone # 


 
  Fax # 

______
· To protect your child and other students, the student may not keep medication with them unless they have permission to self-carry emergency medications.

· In compliance with School Board Policy No. 210, all medication must be brought to the nurse’s office or the main office by the parent/guardian or by another designated adult. 

· Students are expected to come to the Health Room at the appropriate time to take their medication.

· Parent/guardian must come to school to pick up any medication that is being returned.

· Both parent and physician signatures are required to permit the nurse to administer the medication.

Circle the appropriate category and triggers:

Asthma Severity:  Mild Intermittent     Mild Persistent     Moderate Persistent     Severe Persistent

Asthma Triggers:  Animals     Colds     Dust     Exercise     Mold     Pollen     Weather     Other: 




Maintenance Medications 

(Taken at Home)

	Medication
	Dose
	Frequency

	1.
	 
	 

	2.
	
	

	3.
	 
	 


Medications To Be Taken in School

	Medication
	Dose
	Frequency

	1
	 
	 

	2
	 
	 


For Rescue Medications in School:

PLEASE INDICATE IF STUDENT IS TO SELF-CARRY OR KEEP INHALER IN HEALTH ROOM

_________Student has been instructed in self-administration and is capable of responsibly carrying an inhaler. The student is aware that he/she must notify the school nurse immediately following each rescue use of the inhaler and will demonstrate to the school nurse the proper use and technique for self -administration of the asthma inhaler.  

_________ Student SHOULD NOT self-carry his/her inhaler at school.

Physician Signature






____________Date
_____
I request that the school complies with the order of the licensed physician, certified registered nurse practitioner or physician assistant. (PA SC 1414.1)

If my child is permitted to self-carry/administer an inhaler, I understand that the school is not responsible for ensuring that the medication is taken and relieve the district and its employees of responsibility for the benefits or consequences of the prescribed medication. (PA SC 1414.1)

Parent signature ________________________________________________ Date  _________

Parent/Guardian: Please complete the other side of this form.
Asthma Questionnaire
1. How does your child’s asthma present?  Please circle all that apply.

Chest tightness     Cough     Shortness of breath     Wheezing      Other____________________

2. Does your child know how to use his/her meter dosed inhaler?  Yes_____ No_____

3. Does your child have a spacer to use with his/her inhaler? Yes_____ No_____
4. Does your child know when he/she needs to use his/her inhaler? Yes_____ No _____

5. How often does your child’s asthma flare up? ___________________________________________

6. When was the last time that your child had an asthma episode that required a visit to the doctor or the hospital? _______________

7. What time of year does your child have the greatest difficulty? ____________________

8. Does your child use a peak flow meter? Yes _____ No _____

9. If yes, what is your child’s personal best peak flow?  _____

10. Would you like to meet with the School Nurse to discuss your child’s asthma?  Yes_____ No______
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