
Asthma Action Plan for Home and School

Name _____________________________________________________________________________________________________________________         DOB ______ /______ /____________

6HYHULW\�&ODVVLĆFDWLRQ��  Intermittent        Mild Persistent        Moderate Persistent        Severe Persistent

Asthma Triggers  (list)  _________________________________________________________________________________________________________________________________________

3HDN�)ORZ�0HWHU�3HUVRQDO�%HVW  _______

  

 
3HDN�)ORZ�0HWHU� ________  (less than 50% of personal best)

7DNH�4XLFN�UHOLHI�0HGLFLQH�12:����  Albuterol/levalbuterol   _____ puffs,  ___________________________________________ (how frequently)

&DOO�����LPPHGLDWHO\�LI�WKH�IROORZLQJ�GDQJHU�VLJQV�DUH�SUHVHQW�����• Trouble walking/talking due to shortness of breath 
• Lips or fingernails are blue 
• Still in the red zone after 15 minutes

Yellow Zone: Caution

6\PSWRPV����6RPH�SUREOHPV�EUHDWKLQJ��å��&RXJK��ZKHH]H��RU�FKHVW�WLJKW��å��3UREOHPV�ZRUNLQJ�RU�SOD\LQJ��å��:DNH�DW�QLJKW 
3HDN�)ORZ�0HWHU��________ to ________ (between 50% and 79% of personal best)

4XLFN�UHOLHI�Medicine(s)	  Albuterol/levalbuterol   _____ puffs, every 4 hours as needed

&RQWURO�Medicine(s)	  Continue Green Zone medicines 

	  Add  ___________________________________________________       Change to  ____________________________________________________

7KH�FKLOG�VKRXOG�IHHO�EHWWHU�ZLWKLQ���å���PLQXWHV�RI�WKH�TXLFN�UHOLHI�WUHDWPHQW��,I�WKH�FKLOG�LV�JHWWLQJ�ZRUVH�RU�LV�LQ�WKH�<HOORZ�=RQH�IRU�PRUH�
WKDQ����KRXUV��7+(1�IROORZ�WKH�LQVWUXFWLRQV�LQ�WKH�5('�=21(�DQG�FDOO�WKH�GRFWRU�ULJKW�DZD\�


