
MAKE A COPY & INSERT SCHOOL NAME
JANUARY 2023 – DECEMBER 2023

STUDENT’S ASTHMA PLAN

THIS PLAN IS TO BE COMPLETED BY PARENTS/CARERS IN CONSULTATION WITH THEIR CHILD’S DOCTOR.

STUDENT’S NAME:

DATE OF BIRTH

DOCTOR’S NAME:

DATE OF ASTHMA DIAGNOSIS:

STUDENT’S USUAL ASTHMA ACTION PLAN

Usual signs of student’s Asthma (tick)

☐Wheeze ☐Tight Chest ☐Cough ☐ Difficulty Breathing ☐ Difficulty Talking ☐Other:

Signs student’s Asthma is getting worse (tick)

☐Wheeze ☐Tight Chest ☐Cough ☐ Difficulty Breathing ☐ Difficulty Talking ☐Other:

Student’s Asthma triggers (tick)

☐Cold/Flu ☐Exercise ☐Smoke ☐ Pollens ☐ Dust ☐Other:

ASTHMA MEDICATION REQUIREMENTS

(Including relievers, preventers and symptom controllers, combination)

NAME OF MEDICATION:

METHOD OF MEDICATION:

DOSAGE & EXPIRY:

Does the student need assistance taking their medication? ☐Yes ☐No

If Yes, how?

ASTHMA PLAN

MANAGING EXERCISE INDUCED ASTHMA (EIA)

If exercise is a trigger for this student, they should follow these steps to prepare for exercise:

o Take their blue reliever or doctor recommended medication 5-10 minutes before warm up.  Warm up

appropriately before exercise or activity and always cool down following activity and be alert for asthma

symptoms after exercise.

If a student gets EIA during exercise they should:

o Stop the exercise or activity and refer to the student’s asthma First Aid Plan.  If their symptoms recur,

recommence treatment.

o DO NOT return to the activity for the rest of the day and inform the parent/carer of any incident



✔ Please notify me if my child regularly has Asthma symptoms at school.

✔ Please notify me if my child has received Asthma First Aid.

✔ In the event of an Asthma attack, I agree to my son/daughter receiving the treatment described above.

✔ I authorise school staff to assist my child with taking their Asthma medication should they require help.

✔ I will notify you in writing if there are any changes to these instructions and supply an updated Asthma Plan from

my doctor.

Parent/Carer’s Name: _______________________________Signature:________________________ Date: ________

Doctor’s Name: ____________________________________Signature:_________________________ Date:________


