
Asthma Management Plan 
Oak Creek-Franklin Joint School District, Oak Creek, WI 

 
Student Name :            Birthdate:       

School:              Sex:     M       F  

Emergency Contact #1:            Home #:           Work #:                     

Emergency Contact #2:            Home #:           Work #:                    

Health Care Provider:         Phone #:        Preferred Hospital:           

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I agree to the above action plan and allow this information to be shared confidentially as determined by the school principal. 

 
               
Signature (Parent/Guardian)      Date 
 
 
               
Physician’s Signature       Date 
 
 
               
Physician Address       Phone/Fax # 
 
Revision Date: 2/13/2013 

 


