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by parents/guardians and school staff. If any
section on the front or backside of the form is
incomplete, the form will not be approved.
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CALL 311 TO REQUEST
A SCHOOL MEDICATION FORM OR
AN ASTHMA ACTION PLAN.

New York City Department of Health
and Mental Hygiene
New York City Asthma Initiative
2 Lafayette Street, CN#36A
New York, New York 10007
nyc.gov/health/asthma

NYC

Michael R. Bloomberg, Mayor
Thomas R. Frieden, M.D., M.P.H., Commissioner
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