THE CRAIG SCHOOL EMERGENCY INFORMATION FORM

Student's Name: DOB: Student's Grade:

Parent #1: Parent #2:

Home Address:

Home Phone: Primary Email;

Parent #1 Work Phone: Parent #2 Work Phone:

Parent #1 Cell Phone: Parent #2 Cell Phone:

Centact Person if parents unavailable: Relationship to student:
Contact Person Address: Cell Phone #

Doctor's Name: Phone #: |

Hosgital Affiliation: Address;

List any and alf prescription medications you give to your child including dosages & times:

Allergies:

Other relevant emergency medical information (e.g. past medical history).

Date of last physical exam:

Does this child have any health insurance including NJ Family Care/Medicare, Medicare, private or other?

If YES, name of insurance company:

If NO, NJ FamilyCare provides free or low-cost health insurance for uninsured children and certain low-income
parents. For more information call 1-800-701-0710 or visit www.nifamilycare.org to apply online. Craig School
may release my name and address to the NJ FamilyCare Program to contact me about health insurance:

Signature; Printed Name: Date:
Written Consent required pursuant to 20 U.S.C. 1232g (b)(1) and 34 C.F.R. 89.30 (b

**If any information changes during the school year or summer program, please email the office or send a
note.

In case of medical emergency, | will be called. In the event a parent or guardian cannot be reached, |
agree that The Craig School staff will make any medical decision deemed necessary. | agree to
assume the financial responsibility for such emergency treatment,

Signature of Parent or Guardian Printed Name Date

NOTE: THIS FORM MUST BE COMPLETED FOR ALL STUDENTS AND RETURNED
PRIOR TO THE START OF SCHOOL




ATTENTION PARENT/GUARDIAN: The prepariicipation physical examination {page 3} must be completed by a health care provider who has completed
the Studeni-Athlete Cardiac Assessment Professional Development Module.

PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Nate: This form is io be filled out fry the patient and parent prior to seelng the physician, The physician should keepa copy of this form In the chart)
Date of Exam

Mame Date of birth
Sex Age Grade School Sportis)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and stpplements (herbal and nutritional) that you are currently taking

Do you have any allergies? 0O Yes [ No  [fyes, please identify specific aliergy below.

1 Medicines O Pollens O Food [ Stinging Msects
Explain “Yes" answers below. Circle questions you don’t know the answers io,
GENERAL QUESTIONS Yas No MEDICAL QUESTIONS Yes Ne
1. Hzs a docter ever denied or resiricted your participation in sperts for 26. Do you cough, wheeze, or have difficulty breathing during or
&ny reason? after exercise?
2. Do you have any ongoing medical sonditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
palow: 11 Asthma [J Anemia O Diabetes O infections 28, Is there anyone in your family who has asthma?
Other: 29, Were you born without or are you missing a kidney, an eye, & testicle
3, Have you ever spant the night in the hospial? {males), your spleen, or any other organ?
4, Have you ever had surgary? 30, Do you have groin pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS AROUT YOU Yes | Mo 31. Have you had infectious monanuclecsis (meno) within the Jast month?
5. Kave you ever passed out of nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exefcise? 33. Have you had a herpas or MBSA skin infection?
6, Have yaulever had discomfort, pain, tighiness, or pressura in your 34, Have you ever had a head injury or coneussion?
chest during exercise? -
- " - — 35, Have you ever had a hit or blow 3o the head that caused confusion,
7. Does your heart ever race or skip beats (irregular heats) during exercise? profonged headache, of memory proplems?
8. Has a docior ever told you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?

check all that apply:

3 High blood pressure [ A heart murmur 37. Do you have headaches with exercise?

L1 High cholesterol [1 A heart infection 38, Have you ever had aumbness, tingling, or weakness in your arms or
I Kawasaki disease Cther: iegs after being hit o faling?

9. Has a doctor ever crderst a test for your heart? {For example, ECG/EKEG, 39, Have you ever been unable to move your arms or legs after being hit
echocardiogram} of faliing?

10. Do you get lightheaded or feal more short of breath than expected 40. Have you ever hecome i) while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?

11. Have you ever had an unexplained seizure? 42, Do you of someone in your family have slekle cell trait or disease?

12, Do you get more tired or short of breath more guickly than your friends 43, Have you had any problems with your eyes cr vision?
during exercise? 44, Have you had any aye injurtes?

HEART KEALTH (UESTIONS ABOUT YOUR FAMILY - Yes Ko 45, Do you woar glasses o contact lenses?

13. Has any family member or relativa died of heart probiems or had an - "
unexpected or unexplained sidden death before age 50 (including 46. Do you wear protective eyew.fear, such as gogges of a faca shield?
drowning, unexplained car accident, or sudden infant death syndromej? 47. Do you worry about your weight?

14, Does anyene In your family have hyperirophic cardiomyopathy, Marfan 48. Are you trying 1o or fias anyons recommanded that you gain or
syndrome, arthythmogenlc right veniricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49, Ara you on a spacial diet or do you avold certaln types of foods?

polymorphic ventricular tachycardia?
15. Does anyong in your Tamily have a heart problem, pacemaker, or

50. Have you ever had an eating disorder?

implanted debriliator? 51. Do you have any cencemns that you would I fo discuss with a doctor?
18. Has anyons in your family had usexplained fainting, unexplained FEMALES ONLY

seizurgs, or near drowning? 82, Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yes | No 53. How old were you when you had your first menstrual peried?
17. Have you aver nad an injury 1o a bone, muscle, ligament, or tenden 54, How many pariods have you had in the last 12 months?

that caused you to miss a practice or a game?
18. Have you ever had any broken of fractured bones or dislocated joints?

19. Have you ever had an injusy that required x-rays, MR, GT scan,
injections, therapy, a bracs, a cast, or crulches?

20, Have you ever had a stress fracture?

21, Have you ever baen told that you have or have yeu had an x-ray for neck
instability or atiantoaxial instability? (Down syndrome or dwarfism)

22, Do you regularly use a brace, orthotics, or other assistive device?

23, Do you have a bone, muscls, or joint Injury that bethers you?

24. Do any of your jeints become painful, swollen, feel warm, or iook red?
25, Do you have any history of juvenile arthritis or connective lissue discase?

Eaptain "yes” answers here

{ hereby state that, to the best of my knowtedge, my answers to the above guestions are complete and correct.

Sigaature of athlete- Sig of parent/guardian Date

©2010 American Academy of Family Fhysicians, American Academy of Pedialrics, American Collage of Sporis Medicine, American Medical Soclety for Sports Medicing, American Grthopaedic
Sociely for Sports Medicine, and American Dsteopaihic Academy of Sports Medicine. Permission is granted fo reprinf for noncemmercial, educational purposes with acknowledgment.

HEDSG3 9-2681/0410
New Jarsey Departrnent of Education 2014; Pursuant to P.L.2013, ¢.71



B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Spori(s}

, Type of disability

. Date of disability

. Classification (if available}

. Causa of disability (birth, disease, accident/trauma, other)

|| ealre |

. List the sports you are interested in playing

Yes Ho

. Do you regularly use a brace, assistive device, or prosthetic?

f
7. Do you use any special brace or assistive device for sporis?
8. Do you have any rashes, pressure sores, or any ofhet skin preblems?

9, Do you have a hearing loss? Do you use & hearing aid?

10. Bo you have & Visual impalrment?

11. Do you use any special devices for bowel or bladder function?

12, Do you have burnirg or discemfort when urinating?

13. Have you had autonomic dysrefiexia?

14, Have you aver been diagnosed with a heat-related (hyperthermia) or cold-refated thypothermia) iiness?

15. Do you have muscle spasticity?

16, Do yous have frequent seizures that cannet be controlied by madication?

Explain "yes” answers here

Please indicate if you have ever had any of the following.

Yes No

Afiantoaxial instability

X-ray evaluation for attantoaxial instablilty

Dislocated joints (more than ons)

Easy bleeding

Enfarged spleen

Hepatitis

Osisopenia or ostecporosis

Difficuity controfling bowel

Difficulty contreliing hladder

Mumbrass or tingling In arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness In legs or feet

Recent changs in coordination

Recent change In ability to walk

Spina bifica

Latex aliergy

Explain “yes™ answors here

| hereby state that, to the best of my knowledge, my answers lo the above guestiens are complete and correct,

Signature of athlste Signature of parentiguardian Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Coftege of Sparts Medltine, American Medical Seclely for Sporls Medicing, American Orthopaedic
Sociely for Sports Medicine, and Amerlcan Osteopathic Academy of Sports iedicine. Permission Is granted io reprint for noncommercial, educational purposes with acknowledgment.

New Jersey Department of Education 2014; Pursuant fo P.L2013, ¢.71



NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1} is a licensed physician, advanced practice
nurse, or physician assistant; and 2} completed the Student-Athlete Cardiac Assessment Professional Development Module,

PREPARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM

ame

Date of birth

PHYSICIAN REMINDERS

1. Constier additional guestions on more sensitive issues
* Do you feel stressed out or under a fot of pressure?
* Do you over feel sad, hopeless, depressed, or anxious?
* Do you feel safe at your home ot residence?
* Have you ever tried cigareties, chewing tobacooe, snuff, or dip?
* During the past 30 days, did you use chewing tohacco, snuff, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabelic stereids er used any other perforntance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat helf, use a helmet, and use condems?
2, Consider reviewing questions on cardiovascalar symptoms (questions 5-14},

v

ZMUST INCLUDE COPY OF
IMMUNIZATION RECORD,,

EXAMINATION

Height Weight O Male O3 Female

BP ! { ! } Pulse Vision R 20/

Lae/ Comected O Y N

MEDIGAL NORMAL

ABNORMAL FINDINGS

Appearance
» Marfan stigmala (kyphoscoliosis, high-arched palats, pectus excavatum, arachnodactyly,
arm span > height, hyperlaity, myopia, MVP, aortic insufficiancy)

Eyesfears/nose/throat
s Pupils equal
* Hearing

Lymph nodes

Heart?
* Murmurs {auscultation standing, supine, +/- Valsalva)
» Lecation of point of maximal impulse (PMI)

Pulses
« Simultareous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only}®

Skin
» HSV, Jesions suggestive of MRSA, tinea corporis

Neurologic®

MUSGULOSKELETAL

Neck

Back

Shouider/arm

Elbow/forearm

Wristhandfingars

Hipithigh

Knee

egfankle

Fool/toes

Functional
« Duck-walk, single leg hep

Gansider ECG, echocardiogram, and refesral to cardiviogy for abnormal cardiac history or exam,
vCanstder GU exam If In private sefting, Having third parly present is resommended.

*Conslder cognitive evaluation or baseline neurcpsychiatric testing if a history of significant concussicn.
3 Cleared for all sports withoul restriction

I Clearad for all sports withoul restriction with recommendations for further evaluation or treatment for

O Mot sleared
1 Pending further evaluation
G For any sporis
[ For cerlain sports

Reasen

Recommendations

I have examined the above-named student and completed the preparticipation physical svaluation. The atkleta does not present apparent clinical conlralndications fo prastice and
participate in the spori(s) as outlinad ahove. A copy of the physical exam is on record in my office and can be made avaitabie to the schoof at the request of the parents. |f conditions
arise after ihe athlete has been cleared for participatlon, a physician may Tescind the clearance untl the problem is resolved and the potential consequences are completely explained

10 the athlete {and parents/guardians).
Name of physician, advanced practice nurse {APN), physiclan assistant (PA) {print/lype)

Data of exam

Address

Phane

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Colfege of Sperts Medicine, American Medical Soclely for Sports Medicing, American Orifiopaedic
Sacisty for Sports Medicine, and American Osteopathic Academy of Sports Medicine, Permission is granted fo reprint for noncommerclal, educa tional purposas with acknowledgment,

HEDS03
New Jersey Dapartment of Education 2014; Pursuant to P.L.2013, &.71

9-26B1/041¢



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM [JF Age Date of birth

O Cleared for all sports without restriction

O Cleared for all sports without restriction with recommandations for further evaluation or treatment for

O Kot cleared
O Pending further evaluatien
O For any sports

O For certain sports

Reasgn

Recommendations

EMERGENCY INFORMATICN

Allergies

Other information

HGP OFFICE STAMP SCROOL PHYSIGIAN:
Reviewed on
(Date)
Approved Not Approved

Signature:

| have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to practice and participate in the sparl(s) as outlined above. A copy of the physical exam is on record in my office
and can be made availabla to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
(and parents/guardians).

Name of physician, advanced practice rurse {APN), physician assistant (PA) Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
Sosfety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission Is grarted to reprint for noncommerclal, sducational purposes with acknowledgment,
New Jarsey Department of Education 2014; Pursuant fo P.L.2013, ¢.71



State-of Hotr Porsey

TUPARIMANTE OF BRUCATION

HEALTH HISTORY UPDATE QUESTIONNAIRE

MNutno of Sehool

To partclpate on s school-gponsoved Interscholastic o intramucal athlathe tepn o sgund, each student whose
pliystenl exaxaination wos emaplotad.nons thart 90 days priov to tho fivat day of oflelnl practles shall pravide »
health history wpdate questionnaive completed and signed by e student’s paront o guaedian,

Student ) _Ags. . Gyada
Date off Last Pliysteal Exanduntion, - Sponk, -
Sincs the Inst pro-pavticipation physieal examination, hins yow son/danghiers

1, Boon moedionlty stvised not to participate In & spot? Yos___ No___

¥ yos, dogoribo In detail

2. Suatalited o conshdsion, boan uneonsctous ox lost meinoty from o blow to the hewd? Yes No__..,
1f yes, expluin In dotall

1, Broken a bons or spralited/sininod/Hslovated any rivsdle or Jolnis? i Yos.. .. No__..
1§ yes, desotlbs In dotalt
4, Talnted or “biasked out?” ' Yoy, . iNo_,_w

1€ yen, was fhis dudng or Immediately alter exeiolso?

5, Bxperionced chost palng, shoithess of breath o facng Rewt?” Yes . No.___

T yos, explala
6. Flas thots heot 4 Yecont Ilstory of fatlpue sod wugual thodnesa? Yes .. No..n
4, Been hospitatbzod or had to go to Hhoe smerjetcy toom? Yes.... No,., .

1¢ yes, axplain I detell

3, Sinc the last phyatoal escarminntlon, has there been a sudden death e the fuarly or hins dny member of the family
wnder ago 50 had o heart atinok or “Deuet touble? Yoo . Mo .

9, Statled or stopped tking any ovesthe-oonater of prosoribed medfontions? Yoy .. Mo
It yes, nawmo of medloation(s)

Dafos Signatove of proont/gwardlon
PLEASE RETURN COMPLELED FORM L0 THE SCHOOL NURSES OXRICE Eik004




2020-2021
VIEDICATI

ALL MEDICATION (prescription and OTC, including Tylenol and Advil) must be
accompanied by written permission from BOTH the PARENT and PHYSICIAN.

» Prescription medication must be delivered to the nurse by the parent in the original container,
labeled with the student’s name, medication, dosage and physician’s name,

» OTC medication must be delivered to school by the parent in the original sealed container and
labeled with the student’s name,

« Written permission of the student’s physician and parent/guardian are required, including the
student’s name, purpose of the medication, the time (or circumstance} at which the
medication should be administered, and the length of time for which the medication is
prescribed.

Only those medications which are medically necessary during school hours for a student’s
weltbeing should be sent to school.

NOTE: THE FIRST DOSE OF ANY MEDICATION MAY NOT BE GIVEN AT
SCHOOL.

NAME OF STUDENT DOB

NAME OF MEDICATION

DOSAGE

TIME TO BE GIVEN

REASON FOR MEDICATION

MEDICATION TO BE GIVEN FROM TO
DATE DATE

HOW IT IS TAKEN

EXAMPLE: BY MOUTH, INHALER, WITH FOOD, CRUSHED, ETC.

ADDITIONAL COMMENTS

- *

PARENT SIGNATURE/DATE PHYSICIAN SIGNATURE/DATE

TELEPHONE NUMBER TELEPHONE NUMBER



ADDITIONAL MEDICATIONS

NAME OF STUDENT DOB

NAME OF MEDICATION

DOSAGE

TIME TO BE GIVEN

REASON FOR MEDICATION

MEDICATION TO BE GIVEN FROM TO
DATE DATE

HOW IT IS TAKEN

EXAMPLE: BY MOUTH, INHALER, WITH FOOD, CRUSHED, ETC.

ADDITIONAL COMMENTS

NAME OF STUDENT DORB

NAME OF MEDICATION

DOSAGE

TIME TO BE GIVEN

REASON FOR MEDICATION

MEDICATION TO BE GIVEN FROM TO
DATE DATE

HOW IT IS TAKEN

EXAMPLE: BY MOUTH, INHALER, WITH FOOD, CRUSHED, ETC.

ADDITIONAL COMMENTS

ke g e e e R S AR R S A AR R R R R AR R R R R R R R R ke
PARENT SIGNATURE/DATE PHYSICIAN SIGNATURE/DATE
TELEPHONE NUMBER TELEPHONE NUMBER

11/4/2016 ESC of Morris County



(3]

PERMISSION TO SHARE MEDICAL INTORMATION

Everyday each student is in contact with a variety of teachers and other staff members. In order
{o be sure that your child’s needs are being met it is sometimes important to share medical
information about him or her with these staff members. This sharing also helps us to collaborate
effectively with the health care professionals who are working with your child. The kinds of
information shared may include: known allergies, special diet or food restrictions, a history of
seizures, and medications that are taken routinely. It is especially impottant that faculty
members are aware when there has been a change in medication so that they can share with you
and your child’s physician any observed changes in behavior.

We are asking your permission to share these kinds of information as we deem necessary.

Information may be shared either otally or in writing with those who will be working with your
child. Any information that you do not wish to be shared will, of course, be kept confidential.

Child’s Name

I give permission for medical information about my child to be shared with appropriate
staff members with the exceptions listed below:

1 ask that no medical information about my child be shared with staff members.

Parent/Guardian Signature Date




FOOD ALLERGY & ANAPHYLAXIS FORM

Date: Gephenbe 2020
To: Parents/Guardians:
Re: 2020-2021Food Allergy & Anaphylaxis Emergency Care Plan

Pleasc download, review, and sign the FARE (Food Allergy & Anaphylaxis Emergency Care
Plan) form athttp.//www.foodallergy.org/file/emergency-care-plan.pdf.Please complete the entire
form, obtain required signatures, and return to your child’s school.

The FARE form addresses:

* Severe Symptoms

» Mild Symptoms

e Medication/Doses

¢ Directions — Epipen Auto Injector
s Directions — Adrenaclick

e Directions - AUVI-Q

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

As per parent/guardian of the student listed below, I understand that if the procedures as specified in N.J.S.A. 18A:40-12.6
are followed, the district or non public school shall have no liability as a result of any injury arising from the administration
of the epinephrine via a pre-filled auto-injector mechanism to the pupil and that the parents or guardians shall indemnify
and hold harmiless the district, non public school, and its employees or agents against any claims arising out of the
administration of the epinephrine via a pre-filled auto-injector mechanism to the pupil.

Student’s Name: School:

Physician Signature: Phone:
Date

Parent/Guardian Signature: Phone:
Date

Thank you

Rev: 9722116



Narme: D.0.B.1 PLACE

PICTURE
Alleray tor . HERE
Welght: fhs, Asthma L___I Yes (higher risk for a severe reaction) D No

NOTE: Do not depend on antihistamines or inhaters {bronchodilatars) to treat & severe raaction, USE EPINEPHRINE,

Extremely reactive to the following allergens:

THEREFORE;

I checked, give epinephrine immadiately if the allergen was LIKELY eaten, for ANY symptoms.
If checked, give epinephrine immediately if the aflergen was DEFINITELY eaten, even if no symptoms are apparent,

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

LUNG HEART THROAT MOUTH
Shoriness of Pale or bluish  Tight or hoarse Significant
broath, wheezing, skin, falntness,  throat, trouble  swelling of the
repetitive cough ~ waak pulse, breathing or fongue of llps

dizzIness swallowing
COMBINATION
SKIN GUT OTHER of symptoms
Many hives over  Repetitive Feeling from dlfferant
body, widespread vomiting, severe  something bad is  Pedy areas.
radness diarrhea about to happen,
anxlety, confuslon
L1 L L3

1. INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911. Tell emergency dispatcher the person js having
anaphylaxis and may need epinephtine when emergency
responders arrlve,

» Consider giving additional medlcatlons following epinephrine:

»  Antihistamtine
»  iphaler (branchodilator) if wheezing

«  Lay the petson flat, ralse legs and keep warm. If breathing s
difficult or they are vorniting, let them sit up or Jie on thelr side,

» if symptoms do not improve, or symptoms return, more doses of
eplnephtine can be given about 5 minutes or more after the last dase.

s Alart emergency contacts,

» Transport patient to ER, even if symptoms resolve. Patlent should
remalt: In ER for at least 4 hours because symptoms may return,

MILD SYMPTOMS

@ © ®

NOSE  MOUTH SKIN GUT

Hehy or ttchy mouth A faw hives, Mild
runny nose, g ftch naused of

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 glven, If ordered by @
healthcare provider,
2, Stay with the person; alert emergency contacts.

3, Watch closely for changes. |f symptoms warsen,
glve eplnephrine.

MEDICATIONS/DOSES

£pinaphrine Brand or Generle:

Eplnephzine Dose DOJG mg IM DO.S mg M

Antlhistamine Brand or Generie:

Antiitlstamine Dose:

Other {e.g., Inhaler-bronchaditetor If wheozingh:

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

PHYSICIAMHCP AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOCDALLERGY.DRG} 4/2017




HOW TO USE AUVI-G® (EPINEPHRINE INJECTION, USP), KALEQ
Remove Auvi-R from the outsr case,

Pull off red safety guard,

Place black end of Auvi-Q against the middle of the outer thigh.
Press fitmly, and hold in place for 6 seconds,

Calt 911 and get amergency medical help right away,

oes L

HOW TO USFE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR, MYLAN
Remove the EpiPen® or EpiPen Jr® Auto-|njector from the clear carrler tube. 9
Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward,

With your other hand, remove the blue safely release by pulling stralght up.

Swing and push the aute-Injector firmly into the middie of the outer thigh until it ‘clicks’,

Hold firmly In place for 3 saconds (count slowly 1, 2, 3.

Remove and massage the injection area for 10 seconds,

Call 911 and got emergency medical help right away.

Noaempe

HOW TO USE EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO:INJECTOR, MYLAN
1, Remove the epinephrine auto-Injector from the clear carrier tube, 9 b

2. Grasp the auto-injector In your fist with the orange tip {needle end) pointing downward. L3,
3. With your other hand, remove the biue safety release by puliing stralght up. -
4. Swing and push the auto-injector firmiy Into the middle of the outer thigh until it ‘elicks’,

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

6. Remave and massage the injection area for 10 seconds. l
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

Remove eplnephrine auto-injector from Its protective carrying case.

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

Grasp the auto-injector in your fist with the red tip pointing dowaward,

PUt the red tip against the middle of the outer thigh &t a 90-degree angle, nerpendicular to the thigh.
Prass dowh hard and hold firmly against the thigh for approximately 10 seconds.

., Remove and massage the area for 10 seconds.

. Call 911 and get emergency medical help right away.

B ol o e

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTQ-INJECTORS;

1. Do not put your thumb, fin%ers of hand over the tip of the auto-Injector o inject into any body part other than mid-olter
{high. In case of accidental Injection, go immediately to the nearest emergency room.

2. W adminlstering to a young child, hold thelr leg firmly In place before and during injection to prevent injuries,
3. Epinephrine ¢an be Injected through clothing if needed.
4, Call 911 immediately after injection,

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer eplnephtine, ete.):

Treat the person before calllng emergency contacts, The first slens of a reaction can be mild, but symptoms can worsen quickly,

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS
RESCUE SQUAD; NANERELATIONSHIP:

DOCTOR: PHONE: . PHONE:

PARENT/GUARDIAN: PHONE; NAME/RELATIONSHEP:

PHONE:

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARGH & EDUCATION (FARE} (FOODALLERGY.ORG) 472017



Asthma Treatment Plan — Student |

(This asthma action plan meets NJ Law ¥.).5.A. 18A:40-12 8} {Plysician's Orders)

iPMlease Print}

FAG

Pedu\iuc/Adn]t Astluna Coalition

Sponsared by
=%» AMERICAN

E“ UNG
ASSOCIATION:

H HEW JERSEY

Rt

Heudth ( :

Hewt Jeerdy frrpnstamal ot Haal

Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Pheone Phone Phone

HEALTHY (Green Zoune)

v be

Triggers

= Check all items

You have all of these:

MEDICINE

HOW MUCH to take and HOW OFTEN to take it

= Breathing is good
« No cough or whesze
2 « Sleep through
the night
« GCan work, exercise,
and play

Andfor Peak fiow above

] Aerospan™
£ Alvesco® 1 80, [ 160
[J Dulera® ] 100, ] 200
1 Floveni® (1 44, 21 110,00 220
{7 Quvar®{]40,{73 80
{71 Symhicori® 3 80, [3 160
(77 Advair Diskus® [1 100, [ 250, (1500
[ Asmanex® Twisthater® {1 110, [ 220 1,7 2 inhalations {_] once or (] twice a day
[ Flavent® Diskus® ] 561100 {1 250
[ Pulmicort Flexhaler® [ 90, [J 180

] Pulmicost Respules® {Budesomde) 7 0.25, 1 0.5, (31.0__
{1 Singulair® {Montelukasts T34, {75,110 mg 1 tablet daily
{7 Other
1 None

[ Advair® HFA 145, [ 115,11 230

2 puffs iwice a day

[11, (7 2 puffs twice a day
[11, 32 puffs twice a day

2 puffs twice a day

2 puffs twice a day
711, 212 puffs twice a day

11,12 puffs twice a day
1 iphalation twice a day

1 inhalation twice day
11,072 inhatations {1 once or [ twice a day
1 unit nebufized {3 ance or [ twice a day

that trigger
patient's asthma:

3 Colds/flu
0 Exercise
O Allergens
o Dust Mites,
dust, stuffed
animals, carpet

o Poilen - trees,
grass, weeds

o Mold

o Pets - animal
dander

o Pests - rodents,
cockroaches

4 Odors {irritants)
o Cigarette smoke

Remember to rinse your mouth after taking inhaled medicine.

& second hand

smoke
if exercise triggers your asthma, take puff(s) minutes before exercise. perfumes,
et cleaning
@Mﬂﬁﬂ@m (Vellow Zone) I ﬂ» Continue dally control medlcme(s) and ADD qu:ck-rellef medicme(s)__ o Drodvets,
You h ft products
) g;'ug:"e any ot these: [y EDICINE HOW MUCH to take and HOW OFTEN to take it o Smoke from
- : : burni d,
« Mild wheeze {1 Albuterel MD1 (Pro-air® or Proventil® or Ventolin®) _2 putfs every 4 hours as needed stk Baa i
* Tight chest 7] Xopenex® 2 puffs every 4 hours as needed 0 Weather
+ Coughing at night L] Albuterot [11.25, 1025 mg 1 unit nebulized every 4 howrs as needed | 5 sudden
« Other [ Duoneb® 1 unit nebulized every 4 hours as needed tempeature
[ Xopenex® (Levaibuterol) ] 0.31, 10,63, [ 1.25 mg _1 unit nebuiized every 4 hours as needed change
. . . . . < Extreme weather
It quick-relief medicine does not help within [J Combiveni Respimat® 1 inhalation 4 times a day < hot and sold
15-20 mirutes or has been used more than (3 Increase the dose of, or add: o Ozone alert days
2 times and symptoms persist, call your L Other i L . < Foods:
dactor or go ta the emergency roam, « If quick-relief medicine is needed more than 2 times a o
And/or Peak flow from to week, except before exercise, then call your doctor. o
e}
EMERGENCY (Red Zone) |1} Take these medicines NOW and CALL 944, |90
e, Your asthma isf Asthma can be a life-threatening iliness. Do not wait! N
getling warse fastiq | MEDICINE HOW MUCH to take and HOW OFTEN to take it | o
not help within 15-20 minutes | L Albuterol MD! (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes Rz
» Breathing is hard or fast [] Xopenex® 4 puffs every 20 minuies This asthrma treatment
* Nose opens wide » Ribs show | [ Albuterof [31.25, [3 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
« Trouble walking and tatking | [} Duoneb® 1 unit nebulized every 20 minutes | not replace, the clinical

[ Xopanex® (tevaibuterol) (5 0.31, 1 0.63, (3 1.26 mg ___1 unit nebulfized every 20 minutes

1 inhalation 4 times a day

And/or « Lips blue * Fingernails blue
Peak flow  ® Other. (] Gombivent Respimat®
below ] Gther

decision-making
required to meet
individual patient needs.
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Permssion (o reproducs blank form « wevpacni.org

Permission to Self-administer Medication:

[ This student is capatle and has been instructed
in the proper method of self-administesing of the
non-nebulized inhaled medications named above
in accordance with NJ Law,

(1 This stugent is not approved to seli-medicate.

PHYSICIAN/APN/PA SIGRATURE DATE

Physician's Ordars
PARENT/GUARDIAN SIGNATURE

PHYSIGIAN STAMP

Make 2 copy for pavsad and for shysician file, send original ta schuol nurse or child cave provider.



Asthma Treatment Plan — Student
Parent Instructions

The PACNJ Asthma Treaiment Plan is designed to help everyone understand the steps necessary for the
individuat student to achieve the goal of contralled asthma.

1, Parents/Guardians: Before taking this form fo your Health Care Provider, complete the top left section with:
« Child's name « Child’s doctor's name & phone number « Parent/Guardian’s name
= Child's date of birth + An Emergency Contact person’s name & phone number & phene number

2. Your Health Gare Provider will complete the following areas:
» The effective date of this plan
« The medicine information for the Healthy, Caution and Emargency sections
« Your Health Care Provider will check the box next to the medication and check how much and how ofien to take it
» Your Health Care Provider may check “OTHER” and:
< Write in asthma medications not listed on the form
< Write in additional medications that will control your asthma
« Write in generic medications in piace of the name brand on the form
« Together you and your Health Care Provider will decicde what asthma treatment is best for your child to follow

3. Parents/Guardians & Healih Care Providers together will discuss and then compiete the following areas:
» Child's peak flow range in the Heaithy, Gaution and Emergency sections on the left side of the form
* Child's asthma triggers on the right side of the form
* Permission to Self-administer Medication section at the bottom of the form: Discuss your child’s ability to self-administer the
inhaled medications, check the appropriate box, and then both you and your Heaith Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
« Make copies of the Asthma Treatment Plan and give the signed originai to your child’s school nurse or child care provider
= Keep a copy easily available at home to help manage your child’s asthma
» Give copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| hereby give permission for my child to receive medication at schoof as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. [ also give permission for the release and exchange of
information between the school nurse and my chiid’s health care provider concerning my child's health and medications. in addition, |
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Signature Phone Date

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

(11 do request that my child be ALLOWED to carry the following medication for setf-administration
i school pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to self-administer medication, as preseribed in this Asthma Treatment
Pian for the current school year as | consider him/her to be responsibie and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no fiability as a result of any condition or injury arising from the seff-administration by the student of the medication prescribed
on this form. | indemnify and hold harmless the School District, its agents and employees against any claims arising out of self-administration
or lack of administration of this medication by the student.

11 DO NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature Phone Date

Disclaimers: The use of this Website/PACA Asthma Teeatment Pian and s corlent s a1 yaur oem cisk. Theconfent i proviced on an "as 18" basis, The Amesitan bung Assacialion of the-Aid-Atlastis (ALAM-AL the PedistriciAdul Spon sored by
‘helhma Coabition of Nasw Jersey and il alillates dischaim aff waranties, express or implied, stalutoey of oifierwise, inchadig bul not Bried 4o the Impiied wanaaties or merchantabilily. nan-nteingement of jhird parties' righls, and
{itaess for a particular porpse. ALANE-A makes na represevialions of wirranlies aboed the atcuracy, tefabiily, complelemness, curténcy, or Fmelingss of Ihe cantent, ALAM-A makes no wattanly, feptesentation ot guaréaty thal iha -
ol b e e s o 1l el an 2 ok, 1 g e s LA A Bl o ay Gamages(ncudng il o, el an damages. persom ioh AMERICAN
death, Jast profils. o damages resulling from data or basiness interraplion) resuffing iom the use or Inatility Yo use (e conlen! of ris Asthma Treatment Plaa whether based an warraly, conleacl, tork o7 any alhet lepal fiveoey, and
whéther 0 03 ALBA-A i agised of 12 possibiily of such damages. ALAR-A and fls afiliates are not isble lor any ol whatsoguer, caysed by your use or risuse o the Asihma Treaiment Plan, ror of this vobsil. LUNG
; The PediatrcyAdsll Asthma Goaiition of New Jarsey, sponsused by Yie American Lung Assoclation in New fersey. Tas publicaion was supported by a grant rom the Meaw Jatsey Depariment of Heallh and Senfer Services, wifh linds L ASSOCIATION.
provided by the LLS, Cenlers lor Dissase Conirod and Prevantion uader Caopetalive Anteement SUSSEHCO0431-5. ts content are soiely the responsiblity of ibe aulhots and do ot necessuily represend the efiial views of he Hew IN NEW JERSEY
Pediatric/Adult Asthma Coalition Jersey Degrtmentof Healh and Senfor Services o e LS. Conters fo Disease Gontiol and Peeverlinn. Allhouh s doclmend Fas been funded wholly of In part by fae Uniteg: States Emironmental Protection Apsrcy uoder Agrement
XA9G296501-2 4o the Amarican Lung Associakion in Hew Jersey, it has not g ions 1evEw proces fore, may o necessatily seffect i vigws of I Agency and no officiat eadorsement should

i the Agency's ew g
e inferved. Informalian Inthis publication s not intendei 1o diagnose healih problems or ke e place of medical advice. Foe astma of any medicat cordition, suek medical advice Ytorm your childs or your heallh



1161 Route 130, P.O.Box 487, Robbinsville, NJ 08691  609-259-2776 609-259-3047-Fax

NJSIAA PARENT/GUARDIAN
CONCUSSION POLICY ACKNOWLEDGMENT FORM

In order to help protect the student athletes of New Jersey, the NJSIAA has mandated that all
athletes, parents/guardians and coaches follow the NJSIAA Conoussion Policy.

A concussion is a brain injury and all brain injuries are serious. They may be caused by a bump, blow,
or jolt to the head, or by a blow to another part of the body with the force transmitted to the head.
They can range from mild to severe and can disrupt the way the brain normally works. Even though
most concussions are mild, all_concussions are potentially serious and may result in
complications Including prolonged brain_damage and death if not recognized and_managed
properly. In other words, even a “ding” or a bump on the head can be serious. You can't see a
concussion and most sports concusslons occur without loss of consciousness. Signs and symptoms
of concussion may show up right after the injury or can take hours or days fo fully appear. If your
child/player reports any symptoms of concussion, of if you notice the symptoms or signs of
concussion yourself, seek medical attention right away.

Symptoms may include one or more of the foilowing:
1. Headache,

2.  Nausea/vomiting.

3. Balance problems or dizziness.

4, Double vision or changes In vision.

5, Sensitivity fo light or sound/noise.

8. Feeling of sluggishness or fogginess.
7

8

9

1

Difficulty with congentration, short-ferm memory, and/or confusion.
Irritability or agitation. ‘

. Depression or anxiety.

0. Sleep disturbance,

Signs observed by teammates, parents and coaches include:

1.  Appears dazed, stunned, or disorlented.

2. Forgets plays or demonstrates short-term memory difficulties (e.g. is unsure of the
game, score, or opponent) ,

Exhibits difficulties with balance or coordination.

Answers questions slowly or inaccurately,

Loses consciousness.

Demonstrates behavior or personality changes,

Is unable to recall events prior to or after the hit.

NG s




What can happen if my child/player keeps on playing with a concussion or returns too soon?

Athletes with the signs and symptoms of concussion should be removed from play immediately.
Continuing to play with the signs and symptoms of a concussion leaves the young athlete especially
vulnerable fo greater injury. There is an increased risk of significant damage from a concussion for a
period of time after that concussion occurs, patticularly if the athlete suffers another concussion
before completely recovering from the first one. This can lead to prolonged recaovery, or even to
severe brain swelling (second impact syndrome) with devastating and even fatal consequences, It is
well known that adolescent or teenage athletes wili often under report symptoms of injuries. And
concusslons are no different. As a result, education of administrators, coaches, parents and students
is the key for student-athlete's safety. :

If vou think vour child/player has suffered a concussion

Any athlete even suspected of suffering a concussion should be removed from the game or practice
immediately. No athlete may return to activity after an apparent head injury or concussion, regardless
of how mild it seems or how quickly symptoms clear. Close observation of the athlete should continue
for several houtrs,

An athlete who is suspected of sustaining a concussion or head injury in a practice or game shall be
removed from competition at that time and may not return to play until the athlete is evaluated by a
medical doctor or doctor of Osteopathy, trained in the evaluation and management of concussion and
received written clearance to retumn to play from that health care provider.

You should also inform you child's Coach, Athlstic Trainer (ATC), and/or Athletic Director, if you think
that your child/player may have a concussion. And when it doubt, the athlete sits out.

For current and up-to-date information on concussions you can go to:

hitp:/iwww cde.goviCancussioninYouthSports/

www.nfhslearn.com

Signature of Student-Athlete Print Student-Athlete's Name Date

Signature of Parent/Guardian Print Parent/Guardian's Name Date

Please keep this form on flle at the school. Do not return to the NJSIAA. Thank you,
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State of New Jersey
DEPARTMENT OF EDUCATION

Sudden Cardiac Death Pamphlet
Sign-Off Sheet

Name of School District:

Name of Local School:

I/'We acknowledge that we received and reviewed the Sudden Cardiac Death in Yourg Athletes pamphlet,

Student Signature:

Parent or Guardian
Signature:

Date:

New Jersey Department of Education 2014; pursuant to the Scholastic Student-Athlete Safety Act, P.1. 2013, ¢.71

E14-00395




