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Asthma Action Plan* for:	Student Name: Click or tap here to enter text.	Date of Birth: Click or tap here to enter text.	
[image: ]
Health Care Provider Name (print): 							Phone: 							
Signature: 									
[bookmark: _GoBack]For student self-administration of asthma medication at school, see the attached Student Self-Administration of Asthma Medication form.
*Dallas Health & Wellness Alliance for Children (2016)
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