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STATE OF LOUISIANA 
 

MEDICATION ORDER 
TO BE COMPLETED BY LA, TX, AR, OR MS LICENSED PRESCRIBER 
(In most instances, medications will be administered by unlicensed personnel.) 

PART 1:  PARENT OR LEGAL GUARDIAN TO COMPLETE. 
 
Student’s Name ______________________________________________  Birthdate _______________ 
 
School _____________________________________________________   Grade _________________ 
 
Parent or Legal Guardian Name (print): ________________________________________________ 
 
Parent or Legal Guardian Signature:______________________________________________     Date:__________ 
(Please note:  A parental/legal guardian consent form must also be filled out.  Obtain from the school nurse.) 
PART 2:  LICENSED PRESCRIBER TO COMPLETE. 

1. Relevant Diagnosis(es): ______________________________________________________________ 
2. Student’s General Health Status: _______________________________________________________ 
3. Medication: ________________________________________________________________________ 
4. Strength of medication: ___________________ Dosage (amount to be given): ___________________ 

Check Route:   ❑  By mouth     ❑  By inhalation      ❑  Other __________________________ 
Frequency ____________________________  Time of each dose _____________________ 
___________________________________________________________________________ 
School medication orders shall be limited to medication that cannot be administered before or after 
school hours.  Special circumstances must be approved by school nurse. 

5. Duration of medication order: ❑  Until end of school term      ❑  Other ____________________ 
6. Desired Effect: _____________________________________________________________________ 
7. Possible side-effects of medication: ____________________________________________________ 
8. Any contraindications for administering medication: ________________________________________ 

_________________________________________________________________________________ 
9. Other medications being taken by student when not at school: 

_________________________________________________________________________________ 
_________________________________________________________________________________ 

10. Next visit is: _____________________________________ 
 

___________________________________________________________________________________ 
Prescriber’s Name (Printed)                              Address   Phone and Fax Numbers 
 
__________________________________________________________________________________________ 
Prescriber’s Signature                                                    Credential (i.e., MD, NP, DDS)              Date 
 
Each medication order must be written on a separate order form.  Any future changes in directions for medication ordered require new 
medications orders.  Orders sent by fax are acceptable.  Legibility may require mailing original to the school.  Orders to discontinue also must be 
written. 
PART 3:  LICENSED PRESCRIBER TO COMPLETE AS APPROPRIATE. 

Inhalants / Emergency Drugs 
Release Form for Students to be Allowed to Carry Medication on His/Her Person 

 
Use this space only for students who will self-administer medication such as asthma inhaler. 

1. Is the student a candidate for self-administration training?      ❑  Yes             ❑  No  
2. Has this student been adequately instructed by you or your staff and demonstrated competence in self-

administration of medication to the degree that he/she may self-administer his/her medication at school, 
provided that the school nurse has determined it is safe and appropriate for this student in his/her particular 
school setting? ❑  Yes      ❑  No  

3. If training has not occurred, may the school nurse conduct a training program?    ❑Yes     ❑  No  
 
_____________________________________________________________________________ 
Licensed Provider’s Signature      Date 
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Specify that questions related to the child’s home also apply to other indoor environments where 
the child spends time, including school, daycare, car, school bus, work, and recreational facilities.

Follow up/ Notes

Is your child’s asthma worse at night? o Yes     o No    o Not sure

Is your child’s asthma worse at specific locations? 
If so, where? _______________________

o Yes     o No    o Not sure

Is your child’s asthma worse during a particular season?  
If so, which one? _______________________

o Yes     o No    o Not sure

Is your child’s asthma worse with a particular change in climate?  
If so, which?_______________________

o Yes     o No    o Not sure

Can you identify any specific trigger(s) that makes your child’s asthma worse? 
If so, what? _______________________

o Yes     o No    o Not sure

Have you noticed whether dust exposure makes your child’s asthma worse? o Yes     o No    o Not sure

Does your child sleep with stuffed animals? o Yes     o No    o Not sure

Is there wall-to-wall carpet in your child’s bedroom? o Yes     o No    o Not sure

Have you used any means for dust mite control? 
If so, which ones? _______________________

o Yes     o No    o Not sure

Do you have any furry pets? o Yes     o No    o Not sure

Do you see evidence of rats or mice in your home weekly? o Yes     o No    o Not sure

Do you see cockroaches in your home daily? o Yes     o No    o Not sure

Do any family members, caregivers or friends smoke? o Yes     o No    o Not sure

Does this person(s) have an interest or desire to quit? o Yes     o No    o Not sure

Does your child/teenager smoke? o Yes     o No    o Not sure

Do you see or smell mold/mildew in your home? o Yes     o No    o Not sure

Is there evidence of water damage in your home? o Yes     o No    o Not sure

Do you use a humidifier or swamp cooler? o Yes     o No    o Not sure

Have you had new carpets, paint, floor refinishing, or other changes at your house in the 
past year?

o Yes     o No    o Not sure

Does your child or another family member have a hobby that uses materials that are toxic or 
give off fumes?

o Yes     o No    o Not sure

Has outdoor air pollution ever made your child’s asthma worse? o Yes     o No    o Not sure

Does your child limit outdoor activities during a Code Orange or Code Red air quality alert 
for ozone or particle pollution?

o Yes     o No    o Not sure

Do you use a wood burning fireplace or stove? o Yes     o No    o Not sure

Do you use unvented appliances such as a gas stove for heating your home? o Yes     o No    o Not sure

Does your child have contact with other irritants (e.g., perfumes, cleaning agents, or sprays)? o Yes     o No    o Not sure

What other concerns do you have regarding your child’s asthma that have not yet been discussed?

______________________________________________________________________________________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Environmental History Form for Pediatric Asthma Patient 

4301 Connecticut Avenue, Suite 160   •   Washington, DC 20008   •   Tel. (202) 261-6475   •   health@neefusa.org   •   http://www.neefusa.org

PeDiATriC ASThmA
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FOR PHYSICIANS:

The ACT is: 

Reference: 1. Nathan RA et al. J Allergy Clin Immunol. 2004;113:59-65.

If your score is 19 or less, your asthma may not be controlled as well as it could be.
Talk to your doctor. 

FOR PATIENTS: 

Take the Asthma Control TestTM (ACT) for people 12 yrs and older.
Know your score. Share your results with your doctor.

Copyright 2002, by QualityMetric Incorporated. 
Asthma Control Test is a trademark of QualityMetric Incorporated.

All of
the time 2

More than
once a day 2

4 or more
nights a week 2

3 or more
times per day 2

Not controlled 
at all

1

1

1

1

1

Most of
the time

Once a day 

2 or 3 nights
a week

1 or 2 times
per day

Poorly
controlled 2

Some of
the time

3 to 6 times
a week

Once a week

2 or 3 times
per week

Somewhat
controlled

3

3

3

3

3

A little of
the time

Once or twice
a week

Once 
or twice

Once a week
or less         

Well
controlled

4

4

4

4

4

None of 
the time

Not at all

Not at all

Not at all

Completely
controlled

TOTAL

SCORE

5

5

5

5

5

2. During the past 4 weeks, how often have you had shortness of breath?

3. During the past 4 weeks, how often did your asthma symptoms (wheezing, coughing, shortness of breath, chest tightness 
    or pain) wake you up at night or earlier than usual in the morning?

4. During the past 4 weeks, how often have you used your rescue inhaler or nebulizer medication (such as albuterol)?

5. How would you rate your asthma control during the past 4 weeks?

1. In the past 4 weeks, how much of the time did your asthma keep you from getting as much done at work, school or at home?

Step 1 Write the number of each answer in the score box provided.

Step 2 Add the score boxes for your total.

Step 3 Take the test to the doctor to talk about your score.

Today’s Date:

Patient’s Name:

• A simple, 5-question tool that is self-administered by the patient

• Clinically validated by specialist assessment and spirometry1
• Recognized by the National Institutes of Health
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SCORE

5. During the last 4 weeks, how many days did your child have any daytime asthma symptoms?                  

6. During the last 4 weeks, how many days did your child wheeze during the day because of asthma? 

7. During the last 4 weeks, how many days did your child wake up during the night because of asthma? 

Please complete the following questions on your own.

Not at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday

5 4 12 0

2

Not at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday

5 4 3 12 0

3

Not at all 1-3 days 4-10 days 11-18 days 19-24 days Everyday

5 4 3 2 1 0

TOTAL

1. How is your asthma today?

Have your child complete these questions.

Very bad Bad Good Very good
0 1 2 3

2. How much of a problem is your asthma when you run, exercise or play sports?

It's a big problem, I can't do what I want to do. It's a problem and I don't like it. It's a little problem but it's okay. It's not a problem.

3. Do you cough because of your asthma?

Yes, all of the time. Yes, most of the time. No, none of the time.

4. Do you wake up during the night because of your asthma?

Yes, all of the time.  Yes, most of the time. Yes, some of the time.  No, none of the time.

0 2 3

0
Yes, some of the time.

2 3

0 2 3

1

1

1

Childhood Asthma Control Test for children 4 to 11 years.
This test will provide a score that may help the doctor determine if your child’s asthma treatment plan is working or if it might be time for a change.

How to take the Childhood Asthma Control Test

Step 1 Let your child respond to the first four questions (1 to 4). If your child needs help reading or understanding the question, you may
help, but let your child select the response. Complete the remaining three questions (5 to 7) on your own and without letting your
child’s response influence your answers. There are no right or wrong answers.

Step 2 Write the number of each answer in the score box provided.

Step 3 Add up each score box for the total.

Step 4 Take the test to the doctor to talk about your child’s total score.

If your child’s score is 19 or less, it
may be a sign that your child’s
asthma is not controlled as well
as it could be. Bring this test to

the doctor to talk about the results.

19
or less

Today’s Date:

Patient’s Name:
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Taking Control of 
Your Asthma

LOUISIANA DEPARTMENT
OF HEALTH & HOSPITALS Public Information Series

How the Parent, Physician and Teacher can 
Monitor Your Child’s Asthma.

The Asthma Action Plan — 
	 What Does it Mean?

If you need more information about how to obtain an Asthma 
Action Plan or  would like to download as Asthma Action 
Plan for you and/or your child and your healthcare provider, 
please visit our web site at www.asthma.dhh.louisiana.gov

Good asthma control means the child being able to:

—	 Play	and	exercise	when	the	child	wants.	

—	 Sleep	through	the	night	without	cough	or	wheeze.	

—	 Avoid	urgent	visits	to	the	doctors	and	no	
hospitalization	because	of	asthma.		

Green Asthma Zone Child is Under Control
This zone means the child has no signs of asthma which includes no coughing,  
no wheezing, no fast breathing, and the child is playing with no problems

Yellow Asthma Zone Follow Treatment in Asthma Action Plan
This zone means the child is having signs such as coughing, wheezing,  
cold symptoms, coughing at night

red Asthma Zone Seek emerGenCY HelP!
This zone means medicine is not helping within 10-20 minutes, fast breathing,  
trouble walking & talking, lips and/or fingernails blue

Asthma Management
and Prevention Program

Asthma Management 
and Prevention Program
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What is Asthma HELP?
Asthma Health Education by Louisiana Pharmacists (Asthma 
HELP) is a FREE educational program for Louisiana Medicaid 
recipients with asthma. Upon referral, your patient will be assigned 
to one specific pharmacist who is a certified asthma educator.

If I have asthma, how can I be chosen for this free program?
To participate in this program, you must have Louisiana Medicaid and have been to the emergency room during the 
past 6 months because of your asthma.

How do I enroll in the Asthma HELP Program?
To enroll in this free program, please call 1-866-762-2404, or a member of our Asthma HELP team will call you 
with in the next few weeks to see if you would like to enroll. This program is offered as a free service to you, but 
you are not required to participate.

If you have any questions about this program 
please call toll-free: 1-866-762-2404.

Ask to speak to one of the Asthma HELP pharmacists.

Sponsored by the Louisiana Medicaid Pharmacy Benefits Management Program
and the University of Louisiana at  Monroe College of Pharmacy.

Need Help Controlling Asthma?

Louisiana Medicaid Recipients 

HE    PHE    P
Health Education by Louisiana Pharmacists

AAsstthhmmaa

Asthma HELP 
is here when 
you need them.
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Section III- 
For the Healthcare  
Professional  
(Patient Diagnosis)    
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Summary of the NAEPP’s EPR-3: Guidelines for the 
Diagnosis and Management of Asthma

Treatment for Persistent Asthma:
Daily Inhaled Corticosteroids (Step 2 or higher)

Follow the Stepwise Approach

Quick Tips for All Patients with Asthma
Planned Asthma Visits : Every 1-6 months
Environmental Control : Identify and avoid exposures such as 
tobacco smoke, pollens, molds, animal dander, cockroaches, and 
dust mites (Allergy testing recommended for anyone with persistent 
asthma who is exposed to perennial indoor allergens)
Flu Vaccine : Recommend annually
Spirometry (Not During Exacerbation) : At diagnosis and at least 
every 1-2 years starting at age 5 years
Asthma Control : Use tools such as ACQ®, ACT™ or ATAQ© to 
assess asthma control
Asthma Education : Review correct inhaled medication device 
technique at every visit
Asthma Action Plan : At diagnosis; review and update at each visit
SABA  (e.g., inhaled albuterol): 1) for quick relief every 4-6 hours as 
needed (see step 1), 2) pretreat with 2 puffs for exercise-induced 
bronchospasm (EIB) 5 minutes before exercise
Inhaled Corticosteroids (ICS) : Preferred therapy for all patients  
with persistent asthma
Oral Corticosteroids : Consider burst for acute exacerbation
Valved Holding Chamber (VHC) or Spacer : Recommend for use 
with all metered dose inhalers (MDI)
Mask : Recommend for use with VHCs or spacers and/or nebulizer 
for age <5 years and anyone unable to use correct mouthpiece 
technique

Assess response within 2-6 weeks

Is Asthma Well Controlled?

Daytime symptoms 1. <2 days per week AND 
Awakens at night from asthma 2. <1X per month                  
(age >12 years: <2X per month) AND
No limitation of activities 3. AND 
SABA use for symptom control (not                             4. 
prevention of EIB) <2 days per week AND
<5. 1 burst oral corticosteroids per year
FEV6. 1 >80% predicted
FEV7. 1/FVC

Consider step down if 
well controlled for 3 
consecutive months.  

Reassess every 3 to 6 
months.

Step up therapy.
Reassess in 2-6 weeks.
Continue to step up until 

well controlled.

YES NO

Indications for asthma specialist consultation include: Asthma is unrespon-
sive to therapy; asthma is not well controlled within 3-6 months of treatment; 
life-threatening asthma exacerbation; hospitalization for asthma; required     
>2 bursts oral corticosteroids in 1 year; requires higher level step care (see 
Stepwise Approach, next page); immunotherapy is being considered.

Assess Asthma Severity: Any of the following indicate PERSISTENT ASTHMA
Daytime symptoms >2 days per week • OR 
Awakens at night from asthma • >2X per month (age 0-4 years: >1X per month) OR 
Limitation of activities, despite pretreatment for EIB • OR
Short-acting beta• 2-agonist (SABA) use for symptom control >2 days per week (not prevention of EIB) OR
Two or more bursts oral corticosteroids in 1 year•  (age 0-4 years: >2 bursts oral corticosteroids in 6 months*) OR
Age • >5 years: FEV1 <80% predicted OR FEV1/FVC ratio < predicted normal range for age (see below)

*NOTE:  For children age 0-4 years who had 4 or more episodes of wheezing during the previous year lasting >1 day, check risk 
factors for persistent asthma.  Risk factors include either (1) one of the following: parental history of asthma, a physician diagno-
sis of atopic dermatitis, or evidence of sensitization to aeroallergens, or (2) two of the following: evidence of sensitization to foods, 
>4% peripheral blood eosinophilia, or wheezing apart from colds.

FEV1/FVC:
5-19 yrs >85%
20-39 yrs >80%
40-59 yrs >75%
60-80 yrs >70%

Consider the Diagnosis of ASTHMA if:
Patient has RECURRENT episodes of cough, wheeze, shortness of breath, or chest tightness.• 
Symptoms occur or worsen at night, awakening the patient.• 
Symptoms occur or worsen in the presence of factors known to precipitate asthma.• 
Alternative diagnoses have been considered such as GERD (a common co-morbidity), airway anomaly, foreign body, cystic • 
fi brosis, vocal cord dysfunction, TB, or COPD.  If diagnosis is in doubt, consider consulting an asthma specialist.

                                                                  Confi rm the Diagnosis of ASTHMA if:
Spirometry demonstrates • obstruction and reversibility by an increase in FEV1 of >12% after bronchodilator (in all adults 
and children 5 years of age or older).

  

Produced by the California Asthma Public Health Initiative (CAPHI) in association with CAPHI’s Improving Asthma Control collaborative.  Summarized from the NAEPP EPR-3:  www.nhlbi.nih.gov/guidelines/asthma.  
Adapted from Colorado Clinical Guidelines Collaborative (www.coloradoguidelines.org/guidelines/asthma.asp).  This summary of NAEPP’s guidelines is designed to assist the clinician in the diagnosis and management 
of asthma and is not  intended to replace the clinician’s judgment or establish a protocol for all patients with a particular condition.  Additional copies of the summary and other asthma resources available at www.
betterasthmacare.org.  Permission to reprint granted if unaltered.                                                                                                                                                                   Revised: September 2008
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Produced by the California Asthma Public Health Initiative (CAPHI) in association with CAPHI’s Improving Asthma Control collaborative.  Summarized from the NAEPP EPR-3: www.nhlbi.nih.gov/
guidelines/asthma.  Adapted from Colorado Clinical Guidelines Collaborative (www.coloradoguidelines.org/guidelines/asthma.asp).  This summary of NAEPP’s guidelines is designed to assist the clinician 
in the diagnosis and management of asthma and is not  intended to replace the clinician’s judgment or establish a protocol for all patients with a particular condition.  Additional copies of the summary and 
other asthma resources available at www.betterasthmacare.org.  Permission to reprint granted if unaltered.                                                                                                             Revised: September 2008

Step 1
(All ages)

Preferred:
SABA every 4-6 

hours prn

If used more than 
2 days per week 
(other than for 
EIB) consider 

inadequate control
and the need to

step up treatment

Step 2

Step 3

Step 4

Step 5

Step 6

Intermittent
Asthma

Persistent Asthma: Daily Medication

Age 0-4 yrs
Preferred:

Low dose ICS
Alternative:
Cromolyn or 
Montelukast

Consider consulting 
an asthma specialist 

Age >12yrs
Preferred:

Low dose ICS + 
LABA

OR Medium dose ICS
Alternative:

Low dose ICS + 
either LTRA, Zileuton, 

or Theophylline
+

Consider 
immunotherapy if 

patient has allergic 
asthma

+
Consider consulting 
an asthma specialist 

Age 5-11 yrs
Preferred - EITHER:

 Low dose ICS + 
either LABA, LTRA or 

Theophylline
OR

Medium dose ICS
+

Consider 
immunotherapy if 

patient has allergic 
asthma

+
Consider consulting 
an asthma specialist 

Age 0-4 yrs
Preferred:

Medium dose ICS 
+

Consult an asthma 
specialist

Age >12yrs
Preferred:

Medium dose
ICS + LABA
Alternative:

Medium dose ICS 
+ either LTRA or 
Theophylline or 

Zileuton
+

Consider 
immunotherapy if 

patient has allergic 
asthma

+
Consult an asthma 

specialist

Age 5-11 yrs
Preferred:

Medium dose ICS + 
LABA

Alternative:
Medium dose ICS 
+ either LTRA or 

Theophylline
+

Consider 
immunotherapy if 

patient has allergic 
asthma

+
Consult an asthma 

specialist

Age 0-4 yrs
Preferred:

Medium dose
ICS + either

LABA or Montelukast 
+

Consult an asthma 
specialist

Age >12yrs
Preferred:

High dose ICS + 
LABA

+
Consider

Omalizumab for 
patients who have 

allergies
+

Consult an asthma 
specialist

Age 5-11 yrs
Preferred:

High dose ICS +
LABA

Alternative:
High dose ICS 

+ either LTRA or 
Theophylline

+
Consult an asthma 

specialist

Age 0-4 yrs
Preferred:

High dose ICS + 
either LABA or 
Montelukast

+
Consult an asthma 

specialist

Age >12yrs
Preferred:

High dose ICS + 
LABA

+
Oral systemic 
corticosteroid

+
Consider

Omalizumab for 
patients who have 

allergies
+

Consult an asthma 
specialist

Age 5-11 yrs
Preferred:

High dose ICS + 
LABA

+
Oral systemic 
corticosteroid

Alternative:
High dose ICS + 

LTRA or Theophylline 
+

Oral systemic 
corticosteroid

+
Consult an asthma 

specialist

Age 0-4 yrs

Preferred:
High dose ICS +
either LABA or 
Montelukast 

+
Oral systemic 
corticosteroid

+
Consult an asthma 

specialist

Step up as indicated and/or address possible poor adherence to 
medication.  Reassess in 2 to 6 weeks.

Step down if well controlled for 3 months and reassess in 3-6 months. 

All long-acting beta-agonists (LABAs) and combination agents containing LABAs 
have a black box warning.

Assess Control

Age >12yrs
Preferred:

Low dose ICS
Alternative:

Cromolyn, LTRA 
Nedocromil or 
Theophylline

+
Consider 

immunotherapy if 
patient has allergic 

asthma

Age 5-11 yrs
Preferred:

Low dose ICS
Alternative:

Cromolyn, LTRA 
Nedocromil or 
Theophylline

+
Consider 

immunotherapy if 
patient has allergic 

asthma

Classifying asthma severity in patients not currently taking long-term control medication is a guide for 
selection of initial step therapy.  Regularly monitoring the level of asthma control is a guide for adjust-
ing therapy.

Summary of the NAEPP’s EPR-3: Stepwise Approach 
for Managing Asthma in Children and Adults
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