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Parvent Asthma Letter

Dear Parents or Guardian of:

School:

Bate;

You are receiving this letter because you indicated on the school registration form that your child has
asthina.

in order for us to provide the best care for your child, we need your help with the following:

Please check one of the following:
My child no longer has asthma symptoms and receives no treatment or medication.
My child still has asthma symptoms but does not receive treatment or medication.

My child still has asthma symptoms and receives treatment and medication at
home - school

If you marked the last choice, we ask that you complete the attached forms and return them to the
school nurse as soon as possible:

Medication Authorization Request form - This gives the health team and school permission 1o give
asthma medication to your child. If you and the child’s doctor want the child to cairy their inhaler and
take it without supervision, please have the doctor sign the bottom of the “Parent/Guardian
Authorization of Asthma Medication at School”.

Parent Information form- This gives us important health information related to your child’s asthma.

Please sign the bottom of this form aliéwing the nurse to contact and communicate with your child’s
doctor, if needed.

Should you have any questions or concerns, please feel {rec to call me at

Sincerely yours,

QUL ‘ ,RN
School Nursk
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Carta a los padres sobre asma

Muy estimados padres o custodio legal de:

Escuela;

Techa:

Usted estd recibiendo esta carta porque indicé en la forma de matricula escolar que su hijo(a) tiene asma.
Para ofrecer a su hijo(a) el mejor cuidado necesitamos gue nos ayude con lo siguiente:
Sirvase marcar unc de los siguientes renglones:

Mi hijo(a) no tiene ya sintomas de asma ni recibe tratamiento o medicacién,

Mi hijo{a) tiene atin sintomas de asma pero no recibe tratamiento ni medicacion.

Mi hijo(a) tiene alin sintomas de asma y recibe tratamiento y medicacion en
casa la escuela

Si Ud. mared la aliima opcidn, le pedimos que Hene las formas adjuntas y las devuelva a la
enfermera escolar fan pronto como le sea posible:

Forma para pedir autorizacion de dar medicacidn. Ysta da al equipo de salud y a la escucla permiso
de administrar a su hijo(a) medicinas para el asma. Si Ud. y el doctor del nifio(a) desean que el nifio(a)
traiga consigo el inhalador y se lo aplique sin supervisidn, sirvase pedir al doctor que firme la parte
inferior de la “Autorizacién de padres/custodio legal para dar medicacién para el asma en la escuela”.

Forma de informacién de los padres. Bsta nos da importante informacién de salud relacionada con el
asma de su hijo(a).

Sirvase firmar la parte inferior de esta forma, para permitir a la enfermera contactar y comunicarse con
el doctor de su hijo(a), si es necesario. : |

Si Ud. tiene preguntas o preocupaciones, siéntase libre de Hamarme al:

De Uds., atentamente,

Enfermera escolar

Dell Children's Medical Center of Central Texas | Children's/AISD Student Health Services
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Asthma Information from Parent

Student’s name D.OB. School Teacher/grade
Parent/Guardian phone(H) phone(W) phone(Cell)

Parent/Guardian Phone(H) Phone(W) _ Phone{Cell)_ o
Emergency contact Relationship Phone

Physician/Clinic Phone(office) FAX

Does your child see another physician/ciinic for asthma (i yes, please complete doctor information)? oYes oNo
Physician/Clinic: Phone({office) FAX

List all medications: Home

School

What triggers your child’s asthma attack (Check ali that apply)

O Insect Bites/ Stings ; oCigarette smoke cColds/ Flu/iliness
oDust/ Dust Mites riStuffed Animals oCarpst
D Exercise o Mold cOzone alert days
D Pesi/ Roaches D Peis cPlants, flowers, cut grass, pollen
o Cold air oWeather changes oWood smoke
r Strong odors, perfume, cleaning OFoods: o Emotion
products o Other:

Doss student have an Epiper? oYes n0No

Deseribe the symptoms your child experiences before or during an asthma episede (Check all that apply)

cCongh D“Tightness” in chest oRubbing chin/ neck
oShortness of breath DBreathing hard and fast oFecling tired/ weak
CWheezing nRuany nose oOther:

How many years has your child had asthma? _ fyears or __ fmonth
How often does your chitd wheeze or cough? _fweek or _ /month

Does your child have nighttime coughing or wheezing? oYes aNo: If yes, how often? _ fweek  __ /month

What does your child do at home to relieve breathing difficulties during an asthma attack?
Rest/relaxation - Drinks/Liquids Medications Other:

Would you lixe additional asthma educational information? oYes oNo

Authorization for Release of Medical Information:

1. I hereby authorize to furnish asthma- related information regarding

Clinic/Provides
my child to the Student Heath Services personnel at school.
Student’s Name
Parent/Guardian Signature Print Name Duate

2. 1 give permission for the school nurse 1o communicate with my child’s dostor concerning their asthyma and its ireatment

Parent/Guardian Signature Print Name Date

Dall Children's Madical Center of Central Texas | Children’s/ASD Studen! Health Services
4900 Mueller Boulevard, Austin, Texas 78723 | P (5]2) 324-0195 | F (512) 406-6543 | www.delichildren.nel
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Informacidn de los padres sobre Asma

Nombre del estudiante Fecha de nacimiento Escuela Maestrofgrado
Padre/Cusicdio legal . Teiéfono (C);W Teléfono(T) Teléfono(Cel.)
Madre/Custodio legal Teiéfono (C) TeléfonolT) Teléfono{Cel.)

Contacto de emergencia __ Relacion Telétono

Médico/Clinica Teléfonofoficina) FAX

¢ Su hijo(a) ve ofro medico / clinica para el asma? (Si es “si”, sirvase lienar 1 informacidn del doctor) oSi aNo
Médico/Clinica Teléfono(oficina) FAX

Lista de todas las medicinas; casa

escuela

Qué es lo que provoca el ataque de asma de s hijo(a) (marque todo lo que se aplique)

0 picaduras de insecto/ aguijones ohumo de cigarrillos oresfriados/ influenza/enfermedades
opolvof garrapatas det polvo canimales de peluche calfombra
o gjercicio o mohe cdfas de alerta por ozono
o plagas/ cucarachas O mascotas ~ DPlantas, flores, pasto cortado, polen
o aire fric picambios del tiempo ohumo de madera
1 olores fueries, perfume, productos palimentos: O emocion

de limpieza o Otros:

i Tiene el estudiante un auto-inyector? nS{ o No

Describa los sintomas de su hijo(a) antes o durante uxn episodio de asma (Marque todoes tos que se apliquen}

otos O*“opresion ” en i pecho ofrotamiento de barbilla/cuelio
odificultad para respirar orespiracién dspera y rédpida osensacion de fatiga/ debilidad

presuelle sithoso pescurrimiento rasal Cotros:

¢ Cuantos afios ha tenido asma su hijo(a)? fafios o /meses

¢ Con qué frecuencia resuella o tose su hijo(a)? Jpor semarna o /mes

i Tose o resuella su hijo(a) durante la poche? oSi  oNo: If es “si”, jcon qué frecuencia? /semana fmes

£Qué hace su hijo en casa para aliviar la respiracion dificil durante un ataque de asma?
descansar/relajarse beber/liquidos medicinas Otra cosa:

¢ Querria Ud. tener méas informacion educativa sobre el asma? oSi oMo

Autorizacién para dar informacién médica:

1. Por este documento autorizo a a dar informacion sobre el asma de mi hijo{a)
Clinica/Provesdor
al persenal de salud estudianti! en la escuela

Nombre del estudianie

Firma de padfes/custodio legal MNombre enletra de molde Fecha

Doy permiso de que la enfermera escolar se comunique con el doctor de mi hijo{a) sobre el asma y su tratamiento

o

Firma de padres/custodio iegal Nombre en letra de moide . Fecha

Del Chiidren's Medical Center of Central Texas | Children's/AISD Studeni Health Services
4900 Mueller Boulevard, Austin, Texas 78723 | P (512) 324-0195 | F (512} 405-6543 | www.dellchildren.nst




SUAUSTIN

dras  Independsut School District

medical caner r‘ cantral iscas

et o o ) Sera i Haid Ui ey

PARENT/GUARDIAN AUTHCRIZATION OF ASTHMA MEDICATIOR AT SCHOOL

Stndent Name: Birth Date: Student H#:

School Name: Teacher: Grade:
Only those medications that are medically necessary during school hours or writien in an IEP should be sent {0
school. Children’'s/AISD Siudent Health Services and AISD reguire the followipg:
e  Parent/Guardian written authorization for inhaler administration at schoot. ‘
e Asthma medication must be in original, labeled contamer. Label should include student’s f]rst and last name, name
of medicine, dosage and directions, name of physician who is licensed in Texas, and current date.
o Inhaler must NOT be expired.
o The first dose of this medication mav noi be siven at school.
Please complete the following:

Medication Name Time(s) to be Type of Medical Condition Medication Additional
and Strength Dosage | Given at Spacer ifor which expiration date | Comments
School Medication is given -
Expires:
Medication Start Date: ' Medication Stop Date:
. (Noie: the first dose of any medication may NOT be given at school)
Has the student ever received this medication before? Yes No
H Yes, Date and Time last dose given “

o Ireguest that the above medication be given during school hours as ordered by this student’s physician. Ialso
request that the medication be given on field trips, as prescribed.

s I will notify the schoot of any change in the medication, (dosage change, time change, etc.).

o 1 give permission for the school nurse to comemunicate with the student’s teachers about the student’s health
condition(s) and the action(s) of the medication.

o T sive permission for trained school personnel to assist the student with inhaler.

My child (Circle one) may/may not carry the inhaler home when the school year ends.
Parent/Guardian Printed Name Day Phone "~ Home Phone
_ Parent/Guardian Signature Date Relationship to Student

IF YOU WANT YOUR STUDENT TO CARRY HISMHER TNHALER:
Children’s/ AISD Student Health Services and AISD require the foilowing:
o Writien request from parent/ guardian to allow the student to carry the prescribed inhaler and use without
supervision.
o' Permission from the school nurse, after assessing the student’s knowledge and ability to safely carry and use the
inhaler without supervision.
e  WRITTEN AUTHORIZATION FROM THE PHYSICIAN (see below).
I request that my child be permitted to carry the prescribed inhaler and to use it without supervision with physician
authorization signed below,

Parent/Guardian Signature: ] : Date:

PHYSICIAN AUTHORIZATION:
oStudent is knowledgeable about the asthma inhaler and understands how and when to use it safely.
0 Stadent may administer the inhaler without supervision.
o Student is not approved 1o self-medicate.

Physician’s Printed Name: Office Phone Number: Physician’s Signature: . Date:

Principal or designee notified for self carryin Yes o Ne

Reviewed by RN Student may/ ' _nay NOT carry and self-administer this inhaler.
Date ‘

Reviewed by RN SEA may/ may NOT administer this medication.
Date

RN PRINTED Name; RN Signature:

Delt Children’s Medical Center of Central Texas | Chiidren’s/AISD Student Health Services
4900 Musller Baulevard, Austin, Texas 78723 | P {512) 324-0195 | F (512) 406-6543 | www.dellchildren.net




AUTORIZACION DE PADRES/CUSTODIO LEGAL PARA DAR MEDICINA
PARA ASMA LA ESCUELA

Hombre del estudiante: Fecha de nacimiento:

Nombre de Iz escuela: Maestro(a): Grado:
Solo los medicamentos gue son médicaimente necesarios durante lroras de escueln, o gue estdn escritos en i IEP deben
ervigrse a la escuela
Servicios de salud a nifios/estudianies de AISD, y AISD requieren lo siguiente;
o Autorizacién escrita de padres/eustodio legal para administracion de inhalador en la escusla,
o Medicina para el asma en envase original membretado, El membrete debe incluir nombre y apellido del estudiante,
nombre de la medicina, dosis e instrucciones, nombre del médico con licencia de Texas y fecha actual.
o Elinhalador NO debe haber expirado.
o Laprimera dosis de esta medicacién no pnede darse en Ia escuela.
Sirvase contestar lo siguiente:

Nombrey Hora(s) de Tipo de Razdén/ Mal médico | Fecha de caducidad | Comentarios
potencia de Ia Dosis | darlaenla espaciador porel guesedala | de medicamentos adicionales
medicina escuela medicina
Fecha de inicio de medicamentos: Fecha de finalizacién medicamentos:

(Nota: la primera dosis de medicamentos no puede darse en la escuela)
+El estudiante nunca recibido este medicamento anfes? Si No

En caso afirmativo, fecha y hora de dltima dosis dado
¢ Pido que la medicina se dé durante horas de escuela, tal como lo ordend el médico del estudiante. También pido que
la medicina se dé en vigjes de estudio, tal como estd prescrito.
s Avisaré a la escuela cualquier cambio en la medicacién, (cambio de dosis, o de tiempo, etc.).
o Doy permiso de que la enfermera escolar se comunique con los maestros(as) del estudiante sobre las condiciones de.
salod del estudiante y las medidas acerca de la medicacion. '
o Doy permiso al personal escolar capacitado de asistir al estudiante con e} inhalador.

o Mi hijofa) puede/NO puede llevarse la medicina a casa cuando el alo escolar termine.
Encierre en un circulo
Nombre de padresfcustodio legal; Relacion con el estudiante: # de teléfono:
Firmoa de padres/eustodio legal: Fecha:

SIQUIERE QUE SU ESTUDIANTE LLEVE CONSIGO EL INHALADOCR:
Servicios de salud a nifios/estudiantes de AISD, y AISD requieren lo siguiente;
s Peticidn escrita de padres/oustodio legal para permitir que el estudiante traiga consigo el inhalador prescrifo y lo use
sin supervision.
s Penmiso de la enfermera escolar, después de evaluar el conocimiento y la capacidad del estudiante para Hevar
consigo y usar en forma segura el inhalador, sin supervisién.
v AUTORIZACION ESCRITA DEL MEDICO (ver abajo)
.Le pido que mi hijo se les permite llevar la prescrito inhalador y utilizario sin supervisién con medico
autorizacién firmada por debajo.
Firma de padresfeustodio legal: Fecha:

AUTORIZACION DEL MEDICO
aE] estudiante conoce bien el inhatador del asma y entiende cudndo y como usarlo con seguridad.

o El estudiante puede administrarse e} inhalador sin supervision.
o El estudiante no estd aprobado para anto-medicarse.

Nombré impresa del médico: # de teléfono de su consultorio:
Firma del médica: __ Fecha:
Director(a) o designado al que se da aviso de auto-posesidén: 0S{ o No )
Revisado-por RN Estudiante puede/ NO puede llevar y auto-administrarse el inhalador,
Fecha .
Revisade por RN SHA puede/MO puede administrarse el inhalador
Fecha
Nombre IMPRESO de RN: - Firma de RN:

Dell Children's Medical Center of Central Texas | Children's/AISD Student Health Services
4900 Muellsr Boulevard, Auslin, Texas 78723 | F (512) 324-0195 | F{512) 404-6543 | www.dellchlldien.net
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To be completed by Physician Dezignee aad signed by Physician Date
Green = Goe Zone! . .
Use preventive medicine. Patient Name Date of Birth
Vellow = Candon Zonet Has the patient ever heen admitied to ICU? () Yes (I No Grade in Schoal
Add quick rebief Has the patians ever Tequired mechanical ventlation? () Yes (3 No
medicine.
Pleass classifv ilds pattent’s asthma. Refer 1o fhese cheices adopeed from the NIH Asithma Manageuranr Guidelines.
Eed = Danver Zone' Asthma Chssification by Physiclan: ( ) XEH intermitient ( ) doderate persistent
Get help from a doctor, { 3)Mild persistent { ) Severe persistent
Classificadion Bays whb svmproms Nighes with snproms FEVIor PEX
% B .
PREDICTED NORMAL PEAK : . - - %4 pred. sormal)
F1.OW READING: Severe persistant Continual Fraquent = 60%
: Moderate persistent Daity = Zmonth = 6% 10 < 80%
Mild persistent =+ Yveek 3 t0 {/month =36%
i Mild intermittent = Viveek < Vimonth = 0%

GRIEEN ZONE: No sigas or PF 80-100% of Predicted Normal er Persongl Besi — Take Preventative Medication
o)
1, What ;grevmtatim medications are pre;‘-c:abed and how often are ﬁJE}’ gi\%ﬂﬂ? Name and Dose:

PEAK FLOW FROM TO

You fiave ali of fhese
2. Dosas ihis patient have Fxercized Induced Asthma? () Yes () No I yes, what medication should

Breathing is good be given for £IA? } B
No cough or wheeze Take pniy ong of the tranmnenis 13-20 mirtites bafore physical activity as needed.
Sleep through night 0 AIBUTFROL 2 puffs MDI & chawber (3 ALBUTERGL 1 vial in mebulizer
Can work and play
U XOPENEX 2 puifs MDI & chamber L} HOPENFX 1 vial in nebulizer
3 OTHER:

YELL OT\T ZONE: Cantion Szrans oy PF 19 8- 7 ’9 % af Pfedwred Normai ¢ a; Pe;’smm! Besf _ ('bmrfmé};)rm*enmm'e ifedwmfmn

FPEAK FLOW FROM To In case of an asthma exacerbation, what guick-relief medication should be nsed?
You have any of these: Tuke one freannest every 46 howrs as neaded for 24-48 hours.
+  First signs of a coid Rechgcg peak flow 15 minutes Qg(’f hzzi?gmg ALBUTEROL 1 <ial in achulive
+  Exposura lo known bigger 0 ALBUTER: puffs MDI & ¢ er O 4 vial in nebulizer
T Chughing dossnl stop 0 XOPENEX pufis MDI & clhiamber 0 XOPENEX 1 vial in nebulizer
= Chestlighiness 1 OTHFR:

I trearments are needed for longer than 24-48 hours, calf your docior.

RED ZONE: Danger Signs or PF Below 30% of Predicted Normal or Personal Best - Conilnue Preventative Medicotion

PEAK FLOW BELOW 1. Tmn case of an asthaa exacerbation, what quick-relief medication should be used?
Fake one freatment every 2 minntes for up 1o three treatinents only,
Your asthina is gening worse fasu Rechack peak flow 13 mikivies affer treatment
2 ATBUTEROL pudfs MDi & thamber DATBUTEROL 1 vial in nebulizes

Medicine isn' helping
Breathing is hard and fasi
MNose opens wide

Ribs show during breathing
Can't talk wet. L OTHFR:

Inhale & exhale wheeze

O NOPENEY pudfs MDT & chamber OXOPENEX 1 vial in nebulizer

LI B R

2. Get immediace medical attention - Call your docter. ¥ af school, go fo the ourse. Or, calf 811,

Physician signature: Physician name; Telephone{ b Date:
For children in schoel:  School Nawe: School districe.

7, the above signed physician, cardfy that the above named student has gsthma and is capable of carrying and self-administering the
above quick-rofief asthma medicarion. {Tevas Inhaler Law } { 3 Ves ()Xo

1 give permission for the school nurse to adminisier the above physician orders and ro camanmicate with my child’s heaith care provider
concerning wmy chifd’s asthma.

Parent signature: Parent name: ___ Telephone: { ) Date:
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