SCHOOL ASTHMA CARE PLAN
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I undertake to inform the school immediately if my child’s medication/treatment
is changed.

I confirm that:-

a. My child is able to take responsibility for the self-administration of
his/her asthma medication

b. My child is not able to self-administer his/her asthma medication and will
require assistance

Please delete a. or b. as applicable

c. My child’s inhaler is named



