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Asthm
a Em

ergency Action Plan for ____________ year 
Child’s Nam

e: _____________________________________________________         Age:_________   
Centre Nam

e: ______________________________ Centre Address:___________________________________________________ 
 C
hild’s Full N

am
e: 

 
 

D
ate of Birth: 

 
 

P
arent/G

uardian: 
 

 
P

hone (hom
e/cell): 

P
hone (w

ork): 
 

 
Em

ergency C
ontact: 

 
 

P
hone (hom

e): 
P

hone (w
ork): 

 
 

H
ealth C

are P
rovider: 

O
ffice P

hone: 
 

Picture ID 
 C

H
ILD

’S
 A

S
T

H
M

A
 T

R
IG

G
E

R
S

 A
R

E
: 

�
 change in 

tem
perature 

�
 colds, 

infection 
�

 dust, 
m

ites 
�

 em
otion 

(e.g. upset) 
�

 m
ould 

�
 physical 

activity 
�

pollen  

�
 anim

als 
(list): ______________________________________________ 

�
 foods 

(list): ______________________________________________ 
�

 strong sm
ells 

(list): ______________________________________________ 
�

 O
ther: ____________________________________________________________ 

 
 

 
 C

H
ILD

’S
 A

S
T

H
M

A
 S

Y
M

P
T

O
M

S
 A

R
E

 U
S

U
A

LLY
: 

�
 appears anxious 

�
 short of breath 

�
 coughing 

�
 w

heezing 
�

 difficulty talking 
�

 in-draw
ing/tracheal tug 

�
 fast/shallow

 breathing 
�

 other (list below
): 

�
 pale 

�
  

�
 hunched over 

�
  

 
 

 
 C

H
ILD

’S
 E

M
E

R
G

E
N

C
Y

 T
R

E
A

T
M

E
N

T
: 

�
 M

edication is stored: 
�

 M
edication expiry date: 

�
 Field Trip P

lans: 
    

 x G
IVE ______________________  

 

(N
am

e of m
edication) 

 

x Follow
 Instructions: 

          x If unsure, child is w
orse, or not 

getting better C
ALL 911 

 x C
ALL PAR

EN
TS  

It is the parent’s responsibility to notify the facility of any change in 
the child’s condition. 
 Sign below

 if you agree w
ith above inform

ation &
 plan: 

  Parent/G
uardian 

 
D

ate 

 
C

hild C
are S

taff 
 

D
ate 

  

C
om

plete and subm
it this form

 only if it applies to your child.


