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Child Care Asthma Plan 

 
Health Care Provider: My signature provides authorization for the above written orders (on page 1 “My 
Asthma Plan”). I understand that all procedures will be implemented in accordance with state laws and 
regulations. (This authorization is for a maximum of one year from signature date) 

________________________________________________ 
Health Care Provider Name (Printed) 

________________ 
Date 

 
_________________________________________________ 
Health Care Provider Signature 

 

 

Parent/Guardian: I agree with the above Emergency Plan for Allergic Reactions. I will inform the child 
care program if child’s health status/medication changes. 

 
______________________________ 
Parent/Guardian Name (Printed) 

 
___________________________ 
Parent/Guardian Signature 

 
______________ 
Date 

 
______________________________ 
Parent/Guardian Phone Number 

 
 

Emergency Contact Information 
Emergency Contact #1 

Phone: 
____________________________________ 

Name: ________________________________ 
 
Relationship: ___________________________ 
 

Emergency Contact #2 

Phone: 
____________________________________ 

Name: ________________________________ 
 
Relationship: ___________________________ 
 

Emergency Contact #3 

Phone: 
____________________________________ 

Name: ________________________________ 
 
Relationship: ___________________________ 
 

 

Staff Training Record 
Staff Name Trainer (Parent/Guardian) Date 

 
 

  

 
 

  

   

This Asthma Plan was developed by a committee facilitated by the Regional Asthma Management and Prevention (RAMP) 
Initiative, a program of the Public Health Institute. This publication was supported by Cooperative Agreement Number 
1U58DP001016-01 from the Centers for Disease Control and Prevention. Its contents are solely the responsibility of the 
authors and do not necessarily represent the official views of CDC. This plan is based on the recommendations from the 
National Heart, Lung, and Blood Institute's, “Guidelines for the Diagnosis and Management of Asthma,” NIH Publication No. 
07-4051 (August 2007). The information contained herein is intended for the use and convenience of physicians and other 
medical personnel and may not be appropriate for use in all circumstances. Decisions to adopt any recommendation must be 
made by qualified medical personnel considering available resources and the circumstances presented by individual patients. 
No entity or individual involved in the funding or development of this plan makes any warranty or guarantee, express or 
implied, of the quality, fitness, performance, or results of use of the information or products described in the plan or the 
Guidelines. For additional information, please contact RAMP at (510) 302-3365, http://www.rampasthma.org. 
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Asthma Medication Authorization Form 
 
 

 

 

_________________________________________________ 
Health Care Provider Name (Printed) 

_____________________ 
Date 

 
_________________________________________________ 
Health Care Provider Signature 

 

 
 

_________________________________________________ 
Parent/Guardian Name (Printed) 

_____________________ 
Date 

 
_________________________________________________ 
Parent/Guardian Signature 

 

 
  

This form is valid from: ___ /___/___ (Start Date) until ___ /___/___ (End Date). 
(Health Care Providers: End date is a maximum of one year from your signature date below) 

 
 
Child Care Program Staff:  A new Asthma Care Plan should be completed and signed by the “End Date” (shown 
above), or sooner if there are changes to a medication or health condition. If a medication expires before the “End 
Date” of this Authorization Form, a health care provider or parent/guardian does not need to complete a new form, but 
the expired medication MUST be replaced with one that has not expired. Never give an expired medication. 

 

Child’s Name: 
 

Date of Birth: 

Reason for Medication: 

Name of Medication:  
 

Amount/Dose:  
 

Medication Expiration Date: ___ /___/___ 

Times to be given: See “My Asthma 
Plan” 

Route:  Oral  Inhalation  

Possible Side Effects: 
 

Requires 
Refrigeration:  

 Yes  No 

 Above information is consistent with label Special Instructions: 
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Medication Record 
 

Initials and signatures of persons giving medication: 
 

_____  ________________________ _____  ________________________ 
 
_____  ________________________ _____  ________________________ 

Asthma Medication:  

Date Time Dosage 
(mg/puffs) 

Initials Reason NOT Given Side Effects Observed 

 

 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     

 
 

     




