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Asthma Action Plan 
The School District of Lee County 
School Year 20 - 20

Student’s Name: ____________________________________________ Student ID: __________________________ DOB: ____________________________

Parent/Guardian: ____________________________________________ Phone: _____________________________ Other: ____________________________

Emergency Contact: _________________________________________ Phone: _____________________________ Other: ____________________________
Severity Classification:   ☐ Mild Intermittent     ☐ Mild Persistent     ☐ Moderate Persistent     ☐ Severe Persistent
Triggers:   ☐ Colds    ☐ Exercise    ☐ Animals    ☐ Dust    ☐ Food    ☐ Smoke    ☐ Weather    ☐ Air Pollution    ☐ Other: _______________________________
Home Medications: _______________________________________________________________________________________________________________ 
Diagnosis and ICD Code: __________________________________________________________________________________________________________ 

GREEN ZONE – DOING WELL 

Symptoms:  Breathing is good – No cough, wheeze, chest tightness, or shortness of breath – Can work and play – Sleeps all night 

Medication: __________________________________________ # of Puffs: __________ Minutes prior to exercise: __________ ☐ With aero-chamber/Spacer

YELLOW ZONE – GETTING WORSE 

Symptoms: Some difficulty breathing – Cough, wheeze, chest tightness, or shortness of breath – Problems working or playing – Awake at night 

Medication: _________________________________________ # of Puffs: __________ Frequency: ______________________ ☐ With aero-chamber/Spacer

May repeat every __________ minutes up to maximum of __________ treatments 

Nebulizer: ____________________________________________________________________ Dose: ___________ Frequency: ______________________ 

RED ZONE – MEDICAL ALERT 

Symptoms: Difficulty breathing – Very short of breath – Cannot work or play – Getting worse instead of better – Medicine is not helping 
Call EMS immediately if the following danger signs are present:  
Remains in the red zone after 15 minutes, trouble walking/talking due to shortness of breath, lips, and/or fingernails are blue. 
☐ If pulse oximeter is available, call EMS if the oxygen saturation is less than __________
☐ Other: _________________________________________________________________________________________________________________________________________________________

HEALTHCARE PROVIDER INFORMATION AND AUTHORIZATION 

Healthcare Provider Name: 

Healthcare Provider Signature:  Date: 

Phone:   Fax: 

AUTHORIZATION TO CARRY AND SELF-ADMINISTER MEDICATION – MUST BE COMPLETED BY THE HEALTHCARE PROVIDER 

Student may carry and self-administer rescue inhaler: ☐ YES     ☐ NO
If yes, please complete the following: 
☐ Student knows the name, purpose, and dose of the medication.
☐ Student understands and agrees that it is his/her responsibility to carry/administer his/her own medication.
☐ Student understands and agrees that allowing anyone else to use this medication will result in disciplinary action.
☐ Student demonstrates correct use/administration of the medication.
Student Signature: Date: 

Healthcare Provider Signature:   Date: 

School Nurse Name/Signature: Date: 

PARENT CONSENT FOR MEDICATION AUTHORIZATION 

Florida Statute 1006.062 requires written parental consent for a student to take medication during the school day. Please see the reverse side of this 
document for Guidelines for Administration of Medication. I agree with the above-prescribed medication regimen and authorize the personnel of The School 
District of Lee County, Florida, to administer medication to my child/student. Prescribed medication may be administered by unlicensed assistive personnel 
trained by the school nurse. I understand that these persons are unlicensed assistive personnel. It is understood that this medication will be administered, if 
needed, on field trips. I release the School Board and any of its employees from all claims, demands, damages, actions, causes of action, or suits at law or in 
equity, of whatsoever nature against the School Board and any of its employees for administering said treatment/procedure. I also authorize the school nurse 
to contact the prescribing licensed health care provider or his/her designee to exchange information concerning the purpose, dosage, and effects of this 
medication. I understand that all supplies are to be furnished/restocked by parent(s)/guardian(s). 

Parent/Guardian Name/Signature:   Date: 

Contact Phone Number:   Alternate Phone: 



Guidelines for Administration of Medication  
The School District of Lee County 

 
 

Guidelines for Administration of Medication 
 

1. Medication should be administered during school hours only when medication schedules cannot be 
adjusted to allow for administration at home.  

2. A new Medication Authorization Form is required each school year and for any changes to the current 
order during the school year.  

a. The prescribing health care provider and the parent/guardian must sign and date the 
authorization before any medication can be given at school.  

b. Only FDA-approved [regulated] medications will be administered by school personnel (i.e., no 
herbal medications, supplements, essential oils, etc.).  

c. Medication and treatment orders may only be accepted by a Florida licensed health care 
provider (F.S. 464.003(19)(b)).  

3. The parent or guardian is responsible for transporting medication to and from school and for direct 
delivery to an authorized school staff member.  

a. Prescribed medications must be in the original container with a pharmacy label, not expired, 
and matching the current physician's order.  

b. Over-the-counter medications must be in the original unopened container, not expired, and 
labeled with the child's name.  

c. A medication count and co-signature for the delivery and receipt of the medication will be 
required.  

d. It is the responsibility of the parent/guardian to cut medication in accordance with the 
medication dosage on the pharmacy label and physician authorization.  

4. No more than a month’s supply (30-day supply) of controlled medication should be brought to school 
by a parent/guardian.  

5. Students are only allowed to carry and self-administer metered dose asthma inhalers, pancreatic 
enzyme supplements, epinephrine auto-injectors and/or diabetes supplies, medication, and equipment 
with a completed authorization form from their parent/guardian and physician (F.S. 1002.20(3)(h), (i), 
(k) and/or (j)).  

6. No prescription narcotic analgesics will be administered at school.  

7. All medications must be removed from the school premises one week after the expiration date, upon 
appropriate notification of medication being discontinued, or at the end of the school year. If not 
retrieved by a parent/guardian, unused and unclaimed medication will be destroyed following proper 
disposal procedures. 
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