
 
Summer Fun Asthma Action Plan   
 
Name: _______________________________ 
 
Doctor's Name: ____________________ Phone #: ____________ 
 
                        

Name of Medication Dose When to Take it 
   
   
   
   
   
 
 
 
Emergency Contacts 
 
Name: _______________ Telephone: __________ Relationship: ____________ 
Name: _______________ Telephone: __________ Relationship: ____________ 
 
 
Emergency Department 
 
Hospital/Clinic:____________________________________________________ 
 
Phone #:_____________________ 
 
Address:_________________________________________________________ 
 
Hospital/Clinic:____________________________________________________ 
 
Phone #:_____________________ 
 
Address:_________________________________________________________ 
 
Pharmacy Information 
 
Pharmacy Name: _______________    Pharmacy Name: _________________ 
Phone # : _____________                    Phone # : ________________ 
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