
Asthma Action Plan
PROVIDER INSTRUCTIONS

At initial presentation, determine the level of asthma severity 
� Level of severity is determined by both impairment and risk and is assigned to 

the most severe category in which any feature occurs.

Stepwise approach for managing asthma: 
� Therapy is increased (stepped up) if necessary and decreased (stepped down) 

when possible as determined by the level of asthma severity or asthma control.

At subsequent visits, assess control to adjust therapy
� Level of control is determined by both impairment and risk and is assigned to

the most severe category in which any feature occurs.
� Address adherence to medication, inhaler technique, and environmental control

measures.
� Sample patient self-assessment tools for asthma control can be found at

http://www.asthmacontrol.com/index.html
http://www.asthmacontrolcheck.com 

�

FOR MORE INFORMATION:

To access the August 2007 full version of the NHLBI Guidelines for the Diagnosis and Treatment of Asthma (EPR-3) 
or the October 2007 Summary Report, visit  http://www.nhlbi.nih.gov/guidelines/asthma/index.htm.

�

Asthma severity and asthma
control include the domains
of current impairment and
future risk.

Impairment: frequency and 
intensity of symptoms and 
functional limitations the patient
is currently experiencing or has
recently experienced.

Risk: the likelihood of either 
asthma exacerbations, progressive
decline in lung function (or, for
children, reduced lung growth),
or risk of adverse effects from
medication.

HOW TO USE THE ASTHMA ACTION PLAN:

Top copy (for patient):
� Enter specific medication information and review 

the instructions with the patient and/or family.

� Educate patient and/or family about factors that 
make asthma worse and the remediation steps 
on the back of this form.

� Complete and sign the bottom of the form 
and give this copy of the form to the patient.

Middle copy (for school, childcare, work, etc):
� Educate the parent/guardian on the need for their 

signature on the back of the form in order to 
authorize student self-carry and self-administration
of asthma medications at school and also to 
authorize sharing student health information 
with school staff.

� Provide this copy of the form to the 
school/childcare center/work/caretaker or 
other involved third party. (This copy may
also be faxed to the school, etc.)

Bottom copy (for chart):

� File this copy in the patient's medical chart.
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ASTHMA MANAGEMENT RECOMMENDATIONS:

— Ensure that patient/family receive education about asthma  
and how to use spacers and other medication delivery devices.

— Assess asthma control at every visit by self-administered 
standardized test or verbal history.

— Perform spirometry at baseline and at least every 1 to 2 years 
for patients > 5 years of age.

— Update or review the Asthma Action Plan every 6 to 12 months.

— Perform skin or blood allergy tests for all patients with 
persistent asthma.

— Encourage patient/family to continue follow-up with their 
clinician every 1 to 6 months even if asthma is well controlled.

— Refer patient to a specialist if:
� there are difficulties achieving or maintaining control

OR
� step 4 care or higher is required (step 3 care or higher

for children 0-4 years of age) OR
� immunotherapy or omalizumab is considered OR
� additional testing is indicated OR
� if the patient required 2 bursts of oral systemic 

corticosteroids in the past year or a hospitalization.

ENGLISH

_____ - Date Updated/Started

ENGLISH/CHINESE
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Patient Name:

Medical Record #:

Provider’s Name: DOB:

Provider’s Phone #: Completed by: Date:

CCoonnttrroolllleerr MMeeddiicciinneess HHooww MMuucchh ttoo TTaakkee HHooww OOfftteenn OOtthheerr IInnssttrruuccttiioonnss

My Asthma Plan

times per day
EEVVEERRYY DDAAYY!!

QQuuiicckk--RReelliieeff MMeeddiicciinneess HHooww MMuucchh ttoo TTaakkee HHooww OOfftteenn OOtthheerr IInnssttrruuccttiioonnss

Take ONLY as needed
(see below — starting in

Yellow Zone or before
excercise)

NOTE: If you need this medicine more
than two days a week, call physician to
consider increasing controller medica-
tions and discuss your treatment plan.

times per day
EEVVEERRYY DDAAYY!!

times per day
EEVVEERRYY DDAAYY!!

times per day
EEVVEERRYY DDAAYY!!

ENGLISH

❑ Albuterol (ProAir, Ventolin, Proventil)
❑ Levalbuterol (Xopenex)

❑ 2 puffs
❑ 4 puffs
❑ 1 nebulizer treatment

❑ Gargle or rinse mouth after use

Special instructions when I am    doing well,           getting worse, having a medical alert.

Doing well.
● No cough, wheeze, chest tightness, or shortness of 

breath during the day or night.
● Can do usual activities.

PREVENT asthma symptoms every day:

Take my controller medicines (above) every day.

Before exercise, take            puff(s) of       

Avoid things that make my asthma worse.
(See back of form.)

PPeeaakk FFllooww (for ages 5 and up):
is ______ or more. (80% or more of personal best)

PPeerrssoonnaall BBeesstt PPeeaakk FFllooww (for ages 5 and up): ______ 

Danger! Get help immediately! CCaallll 991111 iiff ttrroouubbllee wwaallkkiinngg oorr ttaallkkiinngg dduuee ttoo sshhoorrttnneessss ooff bbrreeaatthh oorr
iiff lliippss oorr ffiinnggeerrnnaaiillss aarree ggrraayy oorr bblluuee.. FFoorr cchhiilldd,, ccaallll 991111 iiff sskkiinn iiss ssuucckkeedd iinn aarroouunndd nneecckk aanndd rriibbss dduurriinngg bbrreeaatthhss oorr
cchhiilldd ddooeessnn''tt rreessppoonndd nnoorrmmaallllyy.. 

HHeeaalltthh CCaarree PPrroovviiddeerr:: My signature provides authorization for the above written orders. I understand that all procedures will be implemented in 
accordance with state laws and regulations. Student may self carry asthma medications: ❑ Yes   ❑ No    self administer asthma medications: ❑ Yes   ❑ No
(This authorization is for a maximum of one year from signature date.)
______________________________________          ______________________________ 
Healthcare Provider Signature                                                 Date
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Getting worse.
● Cough, wheeze, chest tightness, shortness of breath, or
● Waking at night due to asthma symptoms, or
● Can do some, but not all, usual activities.

PPeeaakk FFllooww (for ages 5 and up):

______ to ______(50 to 79% of personal best)

YYEE
LLLL

OO
WW

 ZZ
OO

NN
EE

Medical Alert 
● Very short of breath, or
● Quick-relief medicines have not helped, or
● Cannot do usual activities, or
● Symptoms are same or get worse after 24 hours 

in Yellow Zone.

MEDICAL ALERT! Get help!
Take quick relief medicine: puffs every           minutes 
and get help immediately.

Take

CallPPeeaakk FFllooww (for ages 5 and up):
less than _________(50% of personal best)

RREE
DD

 ZZ
OO

NN
EE

ORIGINAL (Patient) / CANARY (School/Child Care/Work/Other Support Systems) / PINK (Chart)

CAUTION. Continue taking every day controller medicines, AND:
Take___puffs or___one nebulizer treatment of quick relief medicine.
If I am not back in the Green Zone within 20-30 minutes take
___more puffs or nebulizer treatments. If I am not back in the 
Green Zone within one hour, then I should:
Increase_____________________________________________

Add________________________________________________

Call________________________________________________
Continue using quick relief medicine every 4 hours as needed.
Call provider if not improving in ______days.
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This Asthma Plan was developed by a committee facilitated by the Regional Asthma Management and Prevention (RAMP)
Initiative, a program of the Public Health Institute. This publication was supported by Cooperative Agreement Number

1U58DP001016-01 from the Centers for Disease Control and Prevention. Its contents are solely the responsibility of the authors
and do not necessarily represent the official views of CDC. This plan is based on the recommendations from the National Heart,
Lung, and Blood Institute's, “Guidelines for the Diagnosis and Management of Asthma,” NIH Publication No. 07-4051 (August 2007).
The information contained herein is intended for the use and convenience of physicians and other medical personnel and may
not be appropriate for use in all circumstances. Decisions to adopt any particular recommendation must be made by qualified

medical personnel in light of available resources and the circumstances presented by individual patients. No entity or individual
involved in the funding or development of this plan makes any warranty or guarantee, express or implied, of the quality, fitness,

performance or results of use of the information or products described in the plan or the Guidelines.
For additional information, please contact 

RAMP at (510) 302-3365, http://www.rampasthma.org.
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Patient Name:

Medical Record #:

Provider’s Name: DOB:

Provider’s Phone #: Completed by: Date:

CCoonnttrroolllleerr MMeeddiicciinneess HHooww MMuucchh ttoo TTaakkee HHooww OOfftteenn OOtthheerr IInnssttrruuccttiioonnss

My Asthma Plan

times per day
EEVVEERRYY DDAAYY!!

QQuuiicckk--RReelliieeff MMeeddiicciinneess HHooww MMuucchh ttoo TTaakkee HHooww OOfftteenn OOtthheerr IInnssttrruuccttiioonnss

Take ONLY as needed
(see below — starting in

Yellow Zone or before
excercise)

NOTE: If you need this medicine more
than two days a week, call physician to
consider increasing controller medica-
tions and discuss your treatment plan.

times per day
EEVVEERRYY DDAAYY!!

times per day
EEVVEERRYY DDAAYY!!

times per day
EEVVEERRYY DDAAYY!!

ENGLISH

❑ Albuterol (ProAir, Ventolin, Proventil)
❑ Levalbuterol (Xopenex)

❑ 2 puffs
❑ 4 puffs
❑ 1 nebulizer treatment

❑ Gargle or rinse mouth after use

Special instructions when I am    doing well,           getting worse, having a medical alert.

Doing well.
● No cough, wheeze, chest tightness, or shortness of 

breath during the day or night.
● Can do usual activities.

PREVENT asthma symptoms every day:

Take my controller medicines (above) every day.

Before exercise, take            puff(s) of       

Avoid things that make my asthma worse.
(See back of form.)

PPeeaakk FFllooww (for ages 5 and up):
is ______ or more. (80% or more of personal best)

PPeerrssoonnaall BBeesstt PPeeaakk FFllooww (for ages 5 and up): ______ 

Danger! Get help immediately! CCaallll 991111 iiff ttrroouubbllee wwaallkkiinngg oorr ttaallkkiinngg dduuee ttoo sshhoorrttnneessss ooff bbrreeaatthh oorr
iiff lliippss oorr ffiinnggeerrnnaaiillss aarree ggrraayy oorr bblluuee.. FFoorr cchhiilldd,, ccaallll 991111 iiff sskkiinn iiss ssuucckkeedd iinn aarroouunndd nneecckk aanndd rriibbss dduurriinngg bbrreeaatthhss oorr
cchhiilldd ddooeessnn''tt rreessppoonndd nnoorrmmaallllyy.. 

HHeeaalltthh CCaarree PPrroovviiddeerr:: My signature provides authorization for the above written orders. I understand that all procedures will be implemented in 
accordance with state laws and regulations. Student may self carry asthma medications: ❑ Yes   ❑ No    self administer asthma medications: ❑ Yes   ❑ No
(This authorization is for a maximum of one year from signature date.)
______________________________________          ______________________________ 
Healthcare Provider Signature                                                 Date
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Getting worse.
● Cough, wheeze, chest tightness, shortness of breath, or
● Waking at night due to asthma symptoms, or
● Can do some, but not all, usual activities.

PPeeaakk FFllooww (for ages 5 and up):

______ to ______(50 to 79% of personal best)

YYEE
LLLL

OO
WW

 ZZ
OO

NN
EE

Medical Alert 
● Very short of breath, or
● Quick-relief medicines have not helped, or
● Cannot do usual activities, or
● Symptoms are same or get worse after 24 hours 

in Yellow Zone.

MEDICAL ALERT! Get help!
Take quick relief medicine: puffs every           minutes 
and get help immediately.

Take

CallPPeeaakk FFllooww (for ages 5 and up):
less than _________(50% of personal best)

RREE
DD

 ZZ
OO

NN
EE

ORIGINAL (Patient) / CANARY (School/Child Care/Work/Other Support Systems) / PINK (Chart)

CAUTION. Continue taking every day controller medicines, AND:
Take___puffs or___one nebulizer treatment of quick relief medicine.
If I am not back in the Green Zone within 20-30 minutes take
___more puffs or nebulizer treatments. If I am not back in the 
Green Zone within one hour, then I should:
Increase_____________________________________________

Add________________________________________________

Call________________________________________________
Continue using quick relief medicine every 4 hours as needed.
Call provider if not improving in ______days.


20

08
,P

ub
lic

 H
ea

lth
 In

st
itu

te
 (R

AM
P)




	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text22: 
	Text23: 
	Text20: 
	Text21: 
	Text24: 
	Text26: 
	Text32: 
	Text31: 
	Text33: 
	Text30: 
	Text34: 
	Text35: 
	Text27: 
	Text28: 
	Text29: 
	Text36: 
	Text37: 
	Text38: 
	Text200: CHART COPY
	Text201: SCHOOL/CHILD CARE/WORK/OTHER SUPPORT SYSTEM COPY - ENGLISH
	Text205: PATIENT COPY - CHINESE
	Check Box1: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box21: Off
	Check Box20: Off
	Check Box19: Off
	Check Box18: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box31: Off
	Check Box30: Off
	Check Box29: Off
	Check Box28: Off
	Text206: SCHOOL/CHILD CARE/WORK AUTHORIZATION FORM - CHINESE
	Text39: 
	Text40: 
	Text41: 
	Text43: 
	Text42: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text56: 
	Text55: 
	Text53: 
	Text54: 
	Text50: 
	Text51: 
	Text52: 
	Check Box32: Off
	Check Box33: Off
	Check Box35: Off
	Check Box34: Off
	Check Box36: Off
	Check Box37: Off
	Text57: _____ - Date Updated/Started
	Check Box3: Off
	Medicines1: []
	Medicines2: []
	Medicines3: []
	Medicines4: []
	Quick Relief Meds: []
	Text18: 
	Text15: 
	Text12: 
	Text9: 
	Text10: 
	Text13: 
	Text16: 
	Text19: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 


