
MONTGOMERY COUNTY DEPARTMENT OF HEALTH AND HUMAN SERVICES 
SCHOOL HEALTH SERVICES 

 
School Asthma Management Plan (SAMP) 

 
Student Name________________________ Name of School _____________________ Today’s Date________    
Date of Birth ___________________                         
Parent/ Guardian Name____________________________________________ 
Health Care Provider______________________________________________ 
 
Dear Parent/Guardian, 
Please complete and return this form to the health room so that school and health staff can better assist your 
child manage his/her asthma.   All students who have medications for asthma management at school must 
have this form completed by a parent or guardian or have an Asthma Action Plan (AAP) completed by 
the health care provider. This information will be shared with school staff on your child’s educational team. 
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                                                                                                                                                        (OVER) 
 
My Child’s Name _____________________________________      Date of Birth ______________________ 
 
 
 
 
 
 
 
 

 
   
 
 

Parent/Guardian Signature _______________________________Date______________ 
 
Parent/Guardian Phone Numbers: Cell ______________ Home ________________ Work ________________ 
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