
 School Plan of Care for Asthma & Medication Administration Consent OCS HR 100-A 

(A digital copy of this form may be found in the student’s electronic health record & will replace the need for this hard copy form) 
 

Student’s Name: _____________________________    DOB: _____________   School Year:  20_____ -20_____     
 

Grade: _________   Pediatrician:  ____________________     Asthma Provider (if different): ________________ 
 

Medication Allergies: _________________________________________________________________ 
 

Parent/Guardian Emergency 
Contact #1  

 
           Phone# 

 Parent/Guardian Emergency 
Contact #2  

 
          Phone# 

Name: 
 
Relationship: 
 

C: 
 

W: 

 Name: 
 
Relationship: 

C: 
 

W: 

Student may have access to physical exercise program unless otherwise directed by Healthcare Provider. 
 

 

Asthma Signs & Symptoms:  Coughing, Wheezing, Difficulty Breathing, Chest Tightness, Skin Color Changes  

 
 
 

 

It is the responsibility of the parent/guardian to provide any needed medications &/or supplies to the school and notify the school of 
any changes. I have read the Owensboro Catholic Consolidated Schools Policies and Procedures on administering medication 
located in the “Consent & Liability Release” section in my student’s Magnus account and understand all its terms.  I execute it 
voluntarily and with full knowledge of its significance. I give authorization and consent to the designated medication administration 
personnel at Owensboro Catholic Schools to administer the medication(s) listed on this document to my student as specified. I 
hereby agree to release and hold the OCS staff free and harmless for any claims, demands, or suits for damages from any injury or 
complications that may result from such treatment.  I give my permission for Owensboro Catholic Consolidated Schools and the 
attending healthcare provider to exchange information concerning my student’s medical records and related information.  Consent 
form valid for current school year only.   

School Plan of Care reviewed and approved by: 

______________________________________      __________________________________________ 
Parent/Guardian Signature             Date        Director of School Health Services Signature    Date 
______________________________________      __________________________________________ 
Principal Signature                         Date                    Healthcare Provider’s Signature                   Date          
Healthcare Provider’s Signature will not be required on this document if a separate Emergency Care Plan/”Action Plan,” is obtained and signed by 
the healthcare provider.                      Rev 2025 

Medication #1 ____________________________     
 

Dosage/ Strength: ________________________ 
 

Time to administer at school: 
 

_____ As Needed Only       
_____ Daily, 15-30 mins before recess/exercise 
_____ Kept in Health Room     
_____*Self-Carry: (OCMS & OCHS students only, 
per consent and guidelines outlined in the 
“Emergency Medication Self-Carry Option” section 
in my student’s Magnus account). 

Medication #2 (if applicable) ___________________    
 

Dosage/ Strength: _________________________ 
 

Time to administer at school: 
 

_____ As Needed Only       
_____ Daily, 15-30 mins before recess/exercise 
_____ Kept in Health Room     
_____*Self-Carry: (OCMS & OCHS students only, 
per consent and guidelines outlined in the 
“Emergency Medication Self-Carry Option” section 
in my student’s Magnus account). 

If Acute Asthma Attack  Treatment:/Procedure Steps: 
1. Reassure/calm student.  
2. Instruct student to assume position of comfort & to take 
slow,  even breaths. 3. Check time of last inhaler/ 
nebulizer use & administer if appropriate.  
4. Student should respond to treatment within 15 - 20 
minutes.  
5. If symptoms are not relieved or worsen within 5 to 10 
min after medication administered, Call 911 & continue to 
monitor student.   
6. Notify parent/guardian 
 

Triggers (X) :  
____ Exercise 
____ Trees/Grass/Shrubbery 
____Pollen     
____Molds     
____Animals  
____Strong Odors    
____Respiratory Infection    
____Temperature Changes     
____Fumes    
____Foods (Specify) 
____Other (Specify)                                     
____No Triggers  


