Craig Lower/Middle School Health Forms

2018-2019

This following only applies to students with
Food, Bee Sting allergies and Asthma.

Physician Cert for student to self-administer EMERGENCY medication- This

is only for student who use Epi-pens or rescue inhalers
Parent Guardian consent to self-administer EMERGENCY medication- This is

only for student who use Epi-pens or rescue inhalers

Food allergy & Anaphylaxis Emergency care plan and sign off form
Asthma Treatment Plan form

Bee sting allergy action plan

Students self-administration of medication




@ fnudAllmyﬂescalcn&Educatinn e

 FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Narme: D.0.B.: PLACE

' PICTURE
Allerpy to: HERE
Weight: Ibs. Asthma: DYes (higher risk for a severe reaction) D No

NOTE: Do not depend on antihistamines or inhaleys (bronchodilators) to treat a severe reaction. USE EPINEPHRINE,

Extremely reactive to the following allergens:
THEREFORE:

If checked, give epinephrine immediately n‘ the aliergen was LIKELY eaten; for ANY symptoms.
If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

Shortness of
breath, wheezing, skin, faintness,
repetitive cough

Many hives over
body, widespread vomlting, severe

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ® ® ©

LUNG HEART THROAT MOUTH

Pale or bluish Tight or hoarse Slgnificant

throat, trouble  swelling of the
breathing or tongue ot lips
swallowing

weak pulse,
dizziness

® QO @
COMBINATION

of symptoms
from different
-body areas.

SKIN GUT

Repetitive

OTHER
Feating
somethlng bad is
about to happen,
anxiety, confusion

e Y

redness diarrhea

MILD SYMPTOMS

OECRONS)

NOSE MOUTH SKIN GUT

ltchy or {tchy mouth A few hives, Mild
runny nose, mild Itch nausea or

sneezing discomfort

FOR MILD SYMPTOMS FROM MORE THAN ONE .
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
AREA, FOLLOW THE DIRECTIONS BELOW:

1. Antihistamines may be given, if ordered by a

healthcare provider,

2. Stdy with the person; alert emergency contacts,
3. Watch closely for changes. If symptoms worsen,

glve epinephrine.

1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911, Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency MEDICATIONS/DOSES
resPolndersl arrive. . . . Epinephrins Brand or Generles
» Consider giving additional medicatlons following epinephrine: _
»  Antihistamine ' Eplnephrine Dose: DO.lS me 1M Do.a rg iM
» Inhaler (bronchedilator) if wheezing
*  Lay the person flat, ralse legs and keep warm. If breathing is Antihistamine Brand or Generic:
difficult or they are vomiting, let them sit up or lie on their side,
. Antihistamine Dose:
s |f symptoms do not improve, or symptomns return, more doses of
epinephrine can be given about B minutes or more after the last dose.
Other (e.g., Inhaler-bronchedllator If wheezlng):
o Alert emergency contacts,
s Transport patient to ER, even If symptoms resolve, Patient should
. remain in ER for at least 4 hours because symptoms may return,
PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE. DATE PHYSICEAN/HCP AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FQOD ALLERGY RESEARCH & EDUCATION (FARE} (FOODALLERGY.ORG) 4/2017




Fapd Allergy Reseazeh & Elueation

FARE ~ FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

HOW TO USE AUVI-Q® (EPINEPHRINE INJECTION, USP}, KALEO
Remove Auvi-Q from the outer case.

Pull off red safety guard,

Place black end of Auvi-Q against the middle of the outet thigh.
Press firmly, and hold in place for b seconds,

Call 911 and get emergency medical help right away.

e Wb

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR, MYLAN

1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. 9 -ﬂ

2. - Grasp the auto-injector in your flst with the orange tip (needle end) pointing downward, 2

3, With your other hand, remove the blue safety release by pulling straight up. ‘ )

4. Swing and push the auto-injector firmly into the middle of the outer thigh until it 'clicks’, F

5. Hold firmly in place for 3 seconds (count slowly 1, 2, 3),

6. Remove and massage the Injection area for 10 seconds. l

7. Call 911 and get emergency medical help right away. E
HOW TO USE EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF EPIPEN®), USP AUTOINJECTOR, MYLAN :

1. Remove the epinephrine auto-injector from the clear cartier tube. 9 T : 1

2. Grasp the auto-injector in your fist with the orange tip (heedle end) polnting downward. U 6

3. With your other hand, remove the blue safety release by pulling straight up, e i

4. Swing and push the auto-injector firmly into the. middle of the outer thigh untll it ‘clicks’. !

5, Hold firmly In place for 3 seconds (count slowly 1, 2, 3). {

6. Remove and massage the injection area for 10 seconds. ‘ l i E
7. Call 911 and get emergency medical help right away,

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®),
USP AUTO-INJECTOR, IMPAX LABORATORIES

1. Remove epinephrine auto-injector from its protective carrying case.

Pult off both blue end caps: you will now see a red tip.

Grasp the auto-injector in your fist with the red tip pointing downward.

Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicutar to the thigh.
Press down hard and hold flrmly against the thigh for approximately 10 seconds,

Remove and massage the area for 10 seconds,

Call 911 and get emergency medical help right away,

Noo kW

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do net put your thumb, finFers or hand over the tlp of the anto-injector or inject into any body part other than mid-outer
thigh, In case of accidental injection, go immediately to the nearest emergency room.

2. If adminlstering to a young child, hoid their leg firmly in place before and during injection to prevent injuries.
3, Epinephrine can be injected through clothing if needed.
4, Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry eplnephrine, may self-administer epinephrine, etc.k

Treat the persan bafore calling emergency contacts. The flrst signs of a reactlon can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS
RESCUE SQUAD: NAME/RELATIONSHIP:
DOCTOR PHONE; PHONE;
PARENTIGUARDIAN PHONE: NAMERELATIONSHiP:
PHONE)

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE} (FOODALLERGY.ORG) 412017



FARE Sign off form

*To be signed by parent and physician

In addition, please sign and return this memo along with the FARE form (which requires parent
and physician signatures),

As per parent/guurdian of the student Jisted belew, Xunderstand that if the procedures as specified in N.J.S.A. 18A:40-12.6
ure foliowed, lke district or non public school shall have no Hubility as a result of any injury avising from the adminlstration
of the epinephrine via 4 pre-filied aulo-injector mechanism fo the pupil and that the parents or guardinns shall indemnify and
hold harmless the district, non public school, and its employees or agents agalnst any claims nrising out of (he sdministration
of the epincphrine via a pre-filled auto-Injector mechantsm to the pupil. ’

Student’s Name: ‘ School:
Physician Signature: Phone:
Date |
. Parent/Guardian Signature: Phone:
Date

Thark you



Asthma Treatment Plan — Student
Parent Instructions

The PACNJ Astima Treatmant Plan is dssigned fo help evaryona undetstand the steps nacessary for the
individual student to achieve the goal of controiled asthma.

1. Parents/Guardtans:. Before taking ihls form fo your Health Care Frovider, complete the top left section with:
« Child's name » Child’s doctor’'s name & phone number » Parent/Guardian's name
« Child’s date of bith < An Emergency Contact person's name & phone number & phone number

2. Youy Heatth Care Provider will complete the following areas:
« The effective date of this plan
« The medicine information for the Healthy, Caution and Emergency sectlons
« Your Healthi Care Provider wili check the box naxt to the medication and check how much and how often to take it
* Your Haalth Care Provider may check “OTHER" and:
< Wtlte In asthma medications nol fisted on the form
++ Write In additional medications that will confrol your astfima
< Write tn generic medications in place of the name brand on the form ‘
« Together you and vour Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parents/Guardians & Hoealth Care Providers togather will discuss and then complete the following areas;
» Child's peak flow range In the Healthy, Caution and Emergency sections on the left side of the form
= Child's asthma friggers on the right side of the form
» Permission to Self-administer Medication section at the bottom of the form: Discuss your child's abliily to self-adminlster the
inhalad medications, check the appropriate box, and then both you and your Health Care Provider must sign and dafe the form

4, Parenis/Quardians: After completing the form with your Health Care Provider: :
» Maka coples of the Asthma Treatment Plan and glve the signad orlginal to your child’s school nurse or child cars provider
» Kaep a copy easlly avallable at home to help manage your chiid's asthma '
« Glve copies of the Asthma Treatment Plan to evaryone who provides carae for your child, for example: babysitters,
betorefafter schaol program staff, coaches, scout leaders

FARENT AUTHORIZATION

| heraby glve permission for my chitd to recelve madication at school as prescribed in the Asthima Treatment Plan, Medicatlon must be provided
in Its original prescription contalner properly fabeled by a pharmaclst or physlelan, | also give permission for the release and exchange of
information bstween the school nurse and my child’s health cars provider concerning my child’s health and medlcations, In additlon, |
understand that this Informatlon will be shared with school staff on a need to know basls.

Parent/Guardian Slgnature : Phons T Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH GARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD T0
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMRENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR QNLY AND MUST BE RENEWED ANNUALLY

(21 | do raquest that my child be ALLGWED to carry the fallowlng medication for self-administratlon
In school pursuant to N.J A.G:.6A:16-2.3, | give permission for my child to self-adminfster medication, as presoribed In this Asthma Treatment
Plan for the current school vear as | considsr him/her to be responsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept In s orlginal prescription container, | understand that the school district, agents and Its employees
shall incur no Habllity as a result of any conditlon or Injury arising from the self-adminlstratlon by the student of the medfcation prescribad
on this form. | ndermnify and hold harmless tha School Distriet, lts agents and employees against any claims arising out of seli-administration
or lack of adrinistration: of this madicatfon by the student. ,

{31 DO NOT requast that my child self-adminlster his/her asthma medication,

Parent/Guardian Slgnature Phone Date |
" TN sty iy ol oottt pretéodin'ss Bk, P o LunpAdsoc Ty e WIS ARl (LR, P Peitrhd
R o s W«mlmmmy‘ miﬂgmﬂr?unmlf"ia e i P rap i Spensorad by
e "M‘Q{‘”?"l'w“m“m b o ot A NS B o S %ﬁﬁm sy sl ol ::E AMERICAN
i td o¢ & tsd. h ro i iy e
L la st B cockeel o B Autheng flaswpelher based wznum w-ul» gwr
ﬁmﬁgmmmmt::hl?ewuuﬁdmduwuﬁnwhinﬂwsmw@!ﬂ"H&jlhuuhtmmmadnmmumm&l;ﬂﬂm% A e o LUNG
: T s bt e Tl gty g . el Tedh 1 et Sviss Wil ks ASSOCIATION,
mwmimﬁ:‘ﬁ;ﬂwﬁ ”C.Lilmﬂ g g ¢ BUSSET NG p 'h b;;“ i mmu!Uﬂmﬁ;ﬁmwﬂwwmmwwnﬁwnmu 1h HEW JERSEY
;ﬂ Tepiimet Bendey L] uwi‘d u\’a‘h\“m Smﬂ’ 4 hﬂ ]'u shimedid Piokcton
Podlatite/ MultAsihnm Coultlion derish Pl knalar ncphseatba s ey s s inchiD gk ah

R TR S T

v m—

T et S 28 e e et e T g




Asthma Treatment Plan — Student [DAGRE J 4 e [

(Thls asthma action plan meels N3 Law N.4.8.A, 18A:40-12,8) (Physiclan’s Ordsys)
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Permission fo Self-administer Madication:

{7 This student I sapable and hag koen Instructed
In the prapar mathod of seif-adminlstering of the

non-nabillzed ntalod medlsaions named above | PARENT/GUARDIAN SIGNATURE
PHYSIGIAN STAMP

in accotdance with NJ Law,
(1 This student s pot approved o solf-insdleate,

PHYSICIAN/APN/PA SIGNATURE

ASSOEIATION
Podiatrio/Adnic Asthnin Cealition Tt L Jrsif
{Please Print)
Name Date of Birth Effective Date
| Poctor Parent/Guardlan {if applicable) Emergency Contact
Phonhe Phone | Phone
£ Triggers
HEAL?E‘W (Graen Zone) lll!@r ” : o e
e W e s ~ iiiat trigger
You have alf ot these:  [pEpicINE “How MUCH to take and HOW OFTEN 10 tako It pal]amqsg asthma:
* Breathing is good [ Advalr® HFA O3 46, 03 115, CJ 280 2 puffs twice a day G1Coldsfi
. * Mo cough or wieeze [} Aerospan™ 11, 02 puffs twica a day O Exsrciss
2 « Slaap through O3 Alvasco® [ 80, 1 160 11, 012 puffs twics a day A
i tha night 1 Dulera® (] 109, (7] 200 2 pulfs twice a day a e e
ey » Can work. exerclsa (-3 Aoveni® (144, 11 110, (] 220 2 pufis twice a day e dust. stafed
) ) {3 Qvar® 1 40, [1 80 011,02 puffs twlce a day animals, aarpet
and play {1 Symbicort® [ 80, £7 160 014,32 puffs twice a day o Pallon - lreas
{7 Advalr Diskes® (] 100,{7250,0600 1 Inhalation twice a day grass, Weeds.
[ Asmanex® Twlsthaler® {1110, {71 220_—_____ (11,12 Intialations Tl once of [ twice & day o Mold
] Flovent® Diskus® [1 56 (1100260 1 Inhalatlon twice a day o Pats - animal
{7 Pulmilcort Flaxhalor® {390, 0J180__ - 1,1 2 Inhalations CToncs or [3 twics a day danger
{7 Pulmdzort Respules®{Budzsonide) £ 0.25,7 05,071.0__1 unit nebulized [] encs or [ twics a day o Pests » radenls,
7 Singulalr® (Montehkasts 0 4,0 5, O 16 mg 1 tablst daily cockroaches
. [ Other D Odors (lrritants)
Andfor Peak flow ahove L1 None o Clgarette smoke
Remember to rinss your mouth after taking inhaled medicine, gnf(?ﬁ?: nd hand
If exerclse triggers your asthma, take, puff(s) minutes before exercise. Plerfulmas!
o~ . tleaning
@&@"ﬂ’ﬂ@lﬂl (Vollow Zona} |I0IE> i I ggggtﬁ}&
TP - roducts
: }’g;'ﬂg:"e any of these: fy e bIcINE HOW MUCH to take and HOW OFTEN fo fake It o Ermoks from
« Mild wheezs 1 AIbuteroLMDi {Pro-alr® or Provantil® or Ventolln®) _2 pufts every 4 hours as needed Fn‘;’{[}g'gr"‘(')‘]’]‘:gf e
« Tight chast {7 Xopanex 2 pufis every 4 hours as needed QWaather
» Goughlng at night ¥ Atbuterol 11,25, 1 2.5 my 1 unit nebulkzed every 4 hours as needed | o sudden
» Other: (J Duoneb® 1 unit nebulized svery 4 hours as needad tempatature
[T Xopenex® (evalbwleral} [ 0,31, 11 0.63, £11.25 mg _1 unit nebulized every 4 hours as needed o ;hxf{';“;e weather
if quicicrellf medicine dass not help within | f”'“b“’e't‘; st"‘m?‘@ m + inhalation 4 times & day - hot and cold
15-20 minutes or iias beon used moro than | ) ‘nerease the dose of, or add: © Gz0ng afort days
2 times and symptors persist, eall your 01 Other Q Foods:
doctor or 4o fo the ermargency room, « |f quiclerelief medicine is needed more than 2 iimes a o
And/or Peak fiow from to week, except before exercise, then call your doctor o
8}
EMEREENGV (Red Zone) |- [Take these medicines NOW and CALL 919, | Do
o) Jour asthmais Asthma can be a life-threatening Hliness. Do not walt! _ |°
g Jolng eree leskqs | MEDICINE FOW NUGH 1o take and HOW OFTEN 1o take & | o
no! help within 15-20 minutes | J Albuterol MDI (Pro-alr® or Proventli® or Vantalin®) __4 puffs every 20 minutes
« Breathlng is hard or fast {1 Xopanex® 4 puffs every 20 minutes This asthena irsafment
-« Nosa opens wide « Ribs show | O Albuterol [0 1.26, J 2.5 mg 1 unit nebullzed avery 20 minutes | plan s meant to assist,
» Trouble walklng and talking | [ Duoneb® 1 unit nebulized evety 20 minutes | not raplace, the ellnical
And/or + Lips blue « Fingernalls blse {1 Xopenex® {Levalbetorol) [30.31, £30:68, [771.25 mg ___1 unit nabulized svery 20 minutes § declslon-making
Peak flow  *Other: [] Combivent Respimal® 1 inhatatlon 4 tmes a day requlrod o mont
batow {1 Other Individuai patlent needs.
ey i I Hirkih
E:n-wn P Saitozud e

DATE

Physlcfan's Qrders

Wake a copy for parent and for physiclan flle, send original to school wuvse or chifd sare provider




Bee Sting Allergy Action Plan

Siudont’s
Winnot D.OB: Gyade/Class Place
- , Child’s |
ALLERGY 0 , Pioture
Here

Asthiontle Yest l:] No D *Higher risk for severa ronoiion
¢ STEP.L; TREATMINT ¢
Symntoms;, : Giye Checled %ﬂ dieation®*
##{To b determined by pliystolav nuthodzloy eaiment)
) 1 Bptuephrine £ Antbislgmive
C) Epinephithie  F1 Antihlstaoiine

v ¥fohild hug bos stong, bat uo symplontst

n Month  ohing, Hupling, or swelling of lips, tongue, mouth
¥ §kin  Hives, ftchy vasl, swelling of tho facs or extremnitles 0 Bpinepludne  El Antlhistamine
Gyt Naugoa, abdomlnal oramps, vorlitng, dlarthoa [ Bplnephrine [ Antlhistomine
©  Throalf Tightening of theant, honrsenoss, hadking cough ' [ Byinephude (7 Antihistomiie
¥ Lumgt  Shoruoss of breath, repetitve coughing, wheeslng [ Hplnepheie [ Autihilstamine
ety  Thicady pulse, lowblood pressurs, faluting, palo, bitiess [t Bpinephrino £ Antilatansiuo
" Othet} ' [t Bpinepheine 1 Antihistarine
M IPreaotion I progressing (soveral of tho wbove aress affsoted), give [t Eplnopiine  C1Anthlstandno
The severlty of symptoms aan gulakly ohange, TPotanttally fife-thraatonlng:

DOSAGE

Epinepleinos fnject ntiamuseuludy (oirole oxw) BpiPen® EpiPen® Jr. Twinfeot™ 0.3 g Twinjoot™ .15 mg
(ses reverse slde for inshmotions)

Antibistmuaine: give

wedicatlo/doselronte

Qihes glve

wedtrqtionflase/ronte

AMEORTANT: Asthioa hthnlers and/or antthistanrines caunot o depended on to replace epinephrine i anaphylaxis,

$STEP 2 BMIRGENCY CALLS

1. Call 911 (or Rescus Squad: )+ Sinte that s allergle reaction s boen ttonted, and addiilonnl epnephtine
iy be needed, ! .

2. D ‘ ) at .

3. Bmergenoy contacts: :

Nae/Rolationshiy Phona Muber{s)

. : 1) 2.

b, R b ; )

a. 'I.) A Y

EVEN IF BARENTIGUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO WMEDICATE OR TAXE CHILD TO WEDICAL PACHITYI
Date

Pavent/Guardian Sighaturs




2018-2019 PHYSICIAN/PARENT CERTIFICATION FOR
STUDENT’S SELI-ADMINISTRATION OF MEDICATION

CERTIFICATION TO BE COMPLETELD_BY.PHYSICIAN

STUDENT NAME:

DIAGNOSIS:

NAME OF MEDICATION:

DOSAGE:

TIME AND CIRCUMSTANCES OF ADMINISTRATION:

POSSIBLE SIDE EEFECTS:
I certify that ’ has a potentially life threatening illness
(Student)
which requires the use of . I further certify that
{Medication)
is capable and has been instructed in the proper method of
(Student) ‘
self-administration of
{Medication)
Signature of Physician Date
PHYSICIAN NAME: TELEPHONE #:

Semded hde Rk Fek ok Rk Rk Rk AR R R AR AR KRR AR Rk bR Rk R d R Skhkiok ok HhhdRERITRR R SER KT NE

CERTIFICATION TO BE COMPLETED BY PARENT

I hereby authorize my son/danghter to self-administer (Name
of Medication) in accordance with special guidelines,

I acknowledge that the school shall incur no liability as a result of any injwy arising from the self-
administration of medication by (student namse)

"y

I shall indemnify and hold harmless the school, its employees and agents against any and all claims arising
out of the self-administration of {medication) . by
(student name) : .

Parent/Guardian Signature Date

SELF-ADMINISTRATION OF MEDICATION IN SCHOOL

Under N.J.8.A. 18A:40-12.3, self-administration of medication by a pupil for asthma or other potentially
life threatening illness is allowed under guidelines established by the school and provided that the statutory
requirements set forth in this form are complied with,

Any permission for the self-administration of medication is effective for this school year only.,

N.J.S.A, 18A:40-12,3 PROVIDES THAT THE SCHOOL SHALL INCUR NO LIABILITY AS A
RESULT OF ANY INJURY ARISING FROM THE SELF-ADMINISTRATION OF MEDICATION BY

A STUDENT,
Rev: 42015




