
Massachusetts Asthma Action Plan 
Name: 

Birth Date: I Doctor/Nurse Name: 

Patient Goal: 

Date: 

Doctor/Nurse Phone #: 

I Parent/Guardian Name & Phone # : 

The colors of a traffic light will help 
you use your asthma medicine. 

GREEN means Go Zone! 
Use controller medicine. 

Important! Avoid things that make your asthma worse: YELLOW means Caution Zone! 
Add quick-relief medicine. 

Personal Best -Peak Flow: 

You have all of these: 
• Breathing is good 
• No cough or wheeze 
• Sleep through the night 
• Can go to school and play 

You have any of these: 
• First signs of a cold 
• Cough 
• Mild wheeze 
• Tight chest 
• Coughing, wheezing or 

trouble breathing at night 

• Medicine is not helping 
• Breathing is hard and fast 
• Nose opens wide 
• Ribs show 
• Can't talk well 

Doctor/ NP/ PA Signature 

RED means Danger Zone! 
Get help from a doctor. ---------------
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CALL YOUR DOCTOR/NURSE: ------------

GET HELP FROM A DOCTOR NOW! Do not be afraid of causing a fuss. Your doctor will want 
to see you right away. It's important! If you cannot contact your doctor, go directly to the 
emergency room and bring this form with you. DO NOT WAIT. 

Make an appointment with your doctor/nurse within two days of an 'ER visit or hospitalization. 

DATE __________ _ 

I give permission to the school nurse, my child's doctor/ NP/PA or _____________________ _ 
to share info rmation about my ch ild 's asthma. 

Parent/Guardian Signature ____________________ _ DATE __________ _ 

- SEE BACK OF SCHOOL COPY FOR STUDENT MEDICATION ADMINISTRATION AUTHORIZATION 

ADAPTED FROM NIH PUBLICATION (7/20/0 1) Make copies of this plan for: patient/parent, provider, and school. 



I - IMPORTANT INSTRUCTIONS: SEPARATE THIS PAGE BEFORE WRITING 

Consent for administration of medication in school: 

I cor 3e:i t to have t:-ie scnooi nurse or school person r1el des1gna,eo oy the schoo: nurse adm1n1ster ch'? med,ca: ,on as pres :noi::,a 
er :re ~eve -s e s de of page. 

Pare 'lvGuaro ian Sig nature ____________________ _ DATE 

Authorization for student self-administration of medication in school: 

I 'lo'1e ir str•~ccea thi s student 111 the p roper way w ·_1se h is/her medica: •on s Medica~:ons ad m iri ,stered rr,us: oe cons isten •A,::-, 
scnco l p ol ic y aid a m ed ication p lan must oe developed w it h t he scnoo l nurse 1n accordance w it h ti-ie Massachusetts 
f~e9u la_~i? ~s G_o•1e::ning the A_o m 1n is:ra c:o n of Prescrrp t ,_(_)f"! MEo!d ic9t1ons _i n PLJ_bl1c 9n_d cJ_riva1:e Ss:;h9_o l_s (1 05 CMR 2i0,090) _as 
p ri nted telow. Transl a~ed cop ies of the regula t ion cah be obta ined fro m t he Massachusetts Department of Publ ic Healt h. 
250 Wash1ngto,1 St ree t. Bos ton. MA 02108. It 1s my profess io na l op in ion that thi s student m ay sel f -adm inister the rn ed1ca~1o r 
and may be al lowed to carry and use his/her medicat ions b y h im/nerse lf. 

COMMENTS/SPECIAL INSTRUCTIONS: 

SIGNATURES DATE 

S:udenc's Doct or/"-J Jrse 

Pan::m / Guardian _________________________ _ 

Medicat:o 'l adm :11stra t1on pla n completed ______________ _ 

School c·Jurse·s aoproval __________________ ___ _ 
SIGi'lATURE 
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