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HEALTH CARE PRACTITIONERS COMPLETE BELOW

Diagnosis Control (see NAEPP Guidelines) Severity (see NAEPP Guidelines)
O Asthma OO0 Well Controlled O Intermittent
[ Other: O Not Controlled / Poorly Controlled O Mild Persistent
O Unknown O Moderate Persistent
O Severe Persistent
O Unknown
Student Asthma Risk Assessment Questionnaire (Y = Yes, N = No, U = Unknown)
History of near-death asthma requiring mechanical ventilation oy ON Ou
History of life-threatening asthma (loss of consciousness or hypoxic seizure) oy ON Oou
History of asthma-related PICU admissions (ever) oy ON Ou
Received oral steroids within past 12 months oy ON Ou __ times last:
History of asthma-related ER visits within past 12 months oy ON Ou _ times last:
History of asthma-related hospitalizations within past 12 months oy ON Oou __ times last:
History of food allergy or eczema, specify: oy ON Ou
Excessive Short Acting Beta Agonist (SABA) use (daily or > 2 times a week)? ay ON Ou

Home Medications (include over the counter) O None
- Reliever: O Controller: O Other:

Student Skill Level (select the most appropriate option):
O Nurse-Dependent Student: nurse must administer medication
O Supervised Student: student self-administers, under adult supervision
O Independent Student: student is self-carry/self-administer

O | attest student demonstrated ability to self-administer the prescribed medication effectively during school, field trips, and school- Sponsored
events. Practitioner's Initials:

Quick Relief In-School Medication
** |f in Respiratory Distress: call 911 and give albuterol 6 puffs: may repeat Q 20 minutes until EMS arrives!
O Albuterol [Only generic Albuterol MDI w/ individual spacer is provided by school; this will be used if prescribed medication below is unavailable)
Standard Order: Give 2 puffs q 4 hrs PRN for coughing, wheezing, tight chest, difficulty breathing or shortness of breath. Monitor for 20 mins or until symptom-

free. If not symptom-free within 20 mins may repeat ONCE.
Other Quick Relief Medication:

O Other Albuterol Dosing: Name: Strength: Dose: puffs every ___ hours. If not symptom-free within 20 mins may repeat ONCE
O Airsupra (albuterol & budesonide) Strength Dose puffs PRN every hrs. If not symptom-free within 20 mins may repeat ONCE
O Symbicort (formoterol & budesonide ) Strength : _Dose: puffs every min or hrs. [0 May repeat ONCE PRN
O Albuterol with ICS : O Albuterol __puffs followed by Flovent puffs every hrs. If not symptom-free in 20 mins may repeat ONCE
« Albuterol puffs followed by Qvar___ puffs every hrs. If not symptom-free in 20 mins may repeat ONCE
O Albuterol MDI puffs followed by ICS (Name) Strength: puffsevery_____hrs
O URI Symptoms/Recent Asthma Flare: 2 puffs @noon for 5 school days when directed by PCP
Name: Dose: puffs/ AMP q hrs.
[J Pre-exercise: Name: Dose: puffs/ AMP 15-20 mins before exercise.

Special Instructions:

Controller Medications for In-School Administration (Recommended for Persistent Asthma, per NAEPP Guidelines)
O Fluticasone [Only Flovent® 110 mcg MDI is provided by school for shared usage] O Stock [ Parent Provided

Standing Daily Dose: puff (s) [Jone OR [J two time(s) a day Time: AM and PM
O Symbicort (provided by parent). Standing Daily Dose: puff (s) L7one OR [7 two time(s) a day Time: AM and PM Special
Instructions:
O Other ICS (provided by parent) Standing Daily Dose:
Name: Strength: Dose: ____ Route: Frequency: [7one OR [J two time(s) aday Time:____ AM&___ PM
Health Care Practitioner
Last Name (Print); First Name (Print): MD DO NP PA O
NYS License # NPl #: Signature: Date:
Completed by Emergency Department Medical Practitioner: EYes %\lo (ED Medical Practitioners will not be contacted by OSH/SBHC Staff)
Address: E-mail address:
Tel: FAX: Cell Phone:

CDC and AAP strongly recommend annual influenza vaccination for all children diagnosed with asthma.

FORMS CANNOT BE COMPLETED BY A RESIDENT
INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS. | REV 3/23
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Student Last Name: First Name: MI: __ Date of birth:
School (ATS DBN/Name): Borough: District:
Parent/Guardian Name (Print): Parent/Guardian's Email:

Parent/Guardian Signature: Date Signed:

Parent/Guardian Address:

Parent/Guardian Cell Phone: Other Phone:

Other Emergency Contact Name/Relationship:

Other Emergency Contact Phone:

For Office of School Health (OSH) Use Only

OSIS Number: Received by - Name: Date:

504 P [ Other Reviewed by - Name: Date:

Referred to School 504 Coordinator: OYes OO No

Services provided by: [0 Nurse/NP [0 OSH Public Health Advisor (for supervised students only)
[J School Based Health Center [0 OSH Asthma Case Manager (For supervised students

only) Signature and Title (RN OR MD/DO/NP):

Revisions per Office of School Health after consultation with prescribing practitioner: [ Clarified [ Modified
Confidential information should not be sent by email FOR PRINT USE ONLY
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	家長/監護人通讀、填寫並簽名。我在下面簽名，表示我同意如下：
	自己用藥（僅適用於能自己獨立用藥的學生）：
	註：如果您選擇使用儲存的藥物，則您必須在您子女參加學校外出參觀的日子以及/或者課後計劃時讓子女帶上哮喘吸入器、epinephrine以及其他獲准的自我施用藥物，以備您子女使用。儲存藥物只能由OSH員工在學校使用。

