& Gﬁﬁ& 429 Joyce Kilmer Ave, New Brunswick, NJ 08901
Crocter drunavick T: 732.448.1052 F: 732.448.1055

REQUEST FOR HEALTH RECORDS

Student Name: DOB:

New Jersey State Law (N.J.A.C. 8:57-4) requires that the following health records be prowded to
the school;

Physical examination results: for entry into the New Jersey school system.
Immunizations: :
DTaP: 4 (four) doses with one dose after the 4" birthday, or any 5 (five) doses.
IPV {Polio): 3 (three) doses with one dose after the 4" birthday, or any 4 (four) doses.
MMR (Measles, mumps, rubella): 2 (two) doses.
Varicella: 1 {one) dose.
Hepatitis B: 3 (three) doses.

After review of your child’s health records, we request that you provide the following
documentation as soon as possible:

Physical examfnation results performed within the past year.
DTaP immunizations:

IPV iImmunizations:

MMR immunizations:

Varicella immunizations:

HHH

Hepatitis B immunizations:

A blank copy of the physical examination form may be downloaded from:

https://www state.nj.us/health/forms/restore032216/ch-14.pdf
If your child has not received these immunizations, please obtain them as soon as possible, and
send a copy of the immunization report from the physician to the school. If your child has

received these immunizations, please send a copy of the immunization report from the
physician to the school.

We appreciate your cooperation.

School Nurse

GBCS - HEALTH OFFICE request for heaith info eng Rev.: 10/30/2018




G BCS 429 Joyce Kilmer Ave, New Brunswick, NJ 08901

Srecler drunswick T: 732.448.1052 F: 732.448.1055

10/25/2018

SOLICITUD DE DOCUMENTACION DE SALUD

Nombre: DOB:

New Jersey State Law (N.J.A.C. 8:57-4} requiere que se proporcionen los siguientes registros de
salud a la escuela:

Resultados del examen fisico: para ingresar al sistema escolar de Nueva Jersey.

Vacunas:
DTaP: 4 (cuatro) dosis con una dosis después del 4to cumpleafios, o cualquier 5
_ {cinco) dosis, '

IPV {Polio): 3 (tres) dosis con una dosis después del 4to cumpleafios, or any 4 (cuatro)
dosis.

MMR (Measles, mumps, rubelia): 2 (dos) dosis.

Varicella: 1 (uno) dosis.

Hepatitis B: 3 (tres) dosis.

Después de revisar los registros de salud de su hijo{a}, le solicitamos que proporcione la
siguiente documentacion lo antes posible:

Resultados del examen fisico realizado en el ditimo afio.
DTaP vacunas:
IPV vacunas:
MMR vacunas:
Varicella vacunas:
Hepatitis B vacunas:

[T

Se puede obtener una copia en blanco del formulario de examen fisico de:
https://www.state.nj.us/health/forms/restore032216/ch-14.pdf

Si su hijo{a) no ha recibido estas vacunas, por favor consigalo lo antes posible y envie una copia
del informe de vacunas del médico a la escuela. Si su hijo{a) ha recibido estas vacunas, envie una

copia del informe de vacunas del médico a la escuela.

Apreciamos tu cooperacién.

Nancy Bergen, CSN  Enfermera de Ia escuela

GBCS - HEALTH OFFICE request for health info spa Rev.: 10/30/2018



APPENDIX H

Endorsed by:  American Academy of Pediatrics, New Jersey Chapter
U N IVE RSAL New Jersey Acaderny of Family Physicians

"CHILD HEALTH RECORD ' New Jersey Deparfment of Health

Child's Name {Last)

Gender Date of Birth

. ) Cl male - ] Female' / !
Does Child Have Health Insurance? If Yes, Name of Child's Health Insurance Carrier )
{yes CINe . ' -
Parent/Guardian Name : Home Telephone Number =~ - ' . Work Felephone/Cell Phone Number
( ) - . ( ) -
Parent/Guardian Name : Home Telephone Number Wark Telephone/Cell Phone Number
S I (-

i give my consent for my child’s Heaith Care Providerand Ghild Care Provider/School Nurse fo discuss the information on this form.
Signature/Date : o ‘ | This form may be released to WIC.

Llves  [dNe

Date of Physical Examination: Results of physical examination normat? [ves INo

Abnormalities Noted: - . - : Weight {must be faken
within 30 days for WIC}

Height (must be faken

within 30 days for WIC}

Head Circumference

(if <2 Years})

Blood Pressure

(if =3 Years}

| - [0 immunization Record Altached
IMMUNI
ZATIONS [ Date Next Immunization Due:

MEDICAL CONDITIONS

)| Chranic Medical Cenditions/Related Surgeries ] None Comments
+ List medical conditions/cngoing surgical [ special Care Plan o
concems.; - Attached ]
Medications/Traatments ' E glong | Care P Comments
« List medications/ireaiments: - Af;i':e g are an.
Limitations to Physical Activity : : E gune' | Caro P Comments
« List limitations/special considerations: e '
Speciél Equipmeni Needs - % gogt?ia! Care PI C?mments
» List items necessary for daily activities - A?tache d an )
| Allergies/Sensitivities ; ' Egone. | Gare I Comments ' o
o List allergies: A%Z‘g: o are Flan )
Special Diet/Vitamin & Mineral Supplements H gonel | Care Pl Comments
« List dietary specifications: 1= A?tzc::ll?e d‘are an
Behavioral lssues/Mental Health Diagnosis ) E gone.a] Care Pi Comments
+ List behavioral/mental health issues/concerns: A?tz(c::]he " are Flan _
Emergency Plans E] Mone Camments EEs
« List emergency plan that might be needad and | ['] Special Care Plan
the sign/symptoms to watch for: Attached
PREVENTIVE HEALTH SCREENINGS ; . :
Type Screening ) Date Performed Record Value Type Screening Date Performed Note i Abnormal
Hgb/Het -~ : Hearing i ’
Lead: [ Capillary [] Venous ’ Viéion
TB {mm of induration) - : : Dentat
Other: ’ Developmental
Cther: Scolicsis

i l:l { have examined the above student and reviewed hisfher health history. "It is my opinion that hefshe is medically cleared to
participate fully in all child care/school activities, including physical education and compefitive contact sports, unfess noted above.
Name of Health Care Provider (Print) Haalth Cars Providar Stamp:

| Signature/Date

CH-14 OCT 17 Distribution: Originai-Child Care Provider  Copy-Parent/Guardlan  Gopy-Health Care Provider



Instructions for Completing the Universal Child Health Record (CH-14)
Section 1 - Parent

Please have the parent/guardian complete the top section and
sign the consent for the child care provider/school nurse to
discuss any information on this form with the health care
provider.

The WIC box needs to be checked only if this form is being
sent to the WIC office. WIC is a supplemental nufrition

program for Women, Infants and Children that provides

nutritious foods, nutrition counseling, health care referrals and
breast feeding support fo income eligible families. For more
information about WIC in your area call 1-800-328-3838.

Section 2 - Health Care Provider

1.

"Please enter the date of the physical exam that is being

used to complate the form. Nate significant abnormalities

especially if the child needs treatment for that abnormality

(e.g. creams for eczema, asthma medications - for

wheezing eic.)

«  Weight - Please note pounds vs. kilograms. K the
form Is being used for WIC, the weight must have
been taken within the last 30 days.

. Height - Please note inches vs. centimeters. If the
form is being used for WIC, the height must have
been taken within the last 30 days."

. Head Circumference - Only enter if the child is less
than 2 years.

+  Blood Pressure - Only enter if the child is 3 years
or older. .

Immunization - A copy of an immunization record may
be copied and attached. KW you need a blank fortm on
which to enter the immunization dates, you can request a
supply of Personal Immunization Record (IMM-9) cards
from the New Jersey Deparfmeni of Health, Vaccine
Preventable Diseases Program at 609-826-4860. The
Immunization record must be attached for the form to be
valid.

v e “Date next Immunization is due” is optionél but helps

child care providers to assure that children in their
care are up-to-date with immunizations.

Medical Condltlgns - Please list any ongoing mrédical
conditions that might Impact the child's health and we[l
being in the child care or school setting.

a. Note any significant medical conditions or maJor
surgical history. If the child has a complex
medical condition, a special care plan should be
completed and attached for any of the medical
issue blocks that follow. ~A generic care plan
(CH-15) can be downloaded - at

www.nj.qovihealthffiorms/ch-15.dot or pdf.. Hard -

copies of the CH-15 can be requested from the
Division of Family Health Services at 609-292-5666.

b. Medications - List any ongoing medications.
Include any medications given at heme if they might
Impact the child's health while in child care (seizure,
cardiac or asthma medications, etc.). Short-term
medications such as -antibiotics do not need to be
listed on this form. Long-term antibiotics such as
antibiotics for urinary tract infections or sickle cell
prophylaxis should be included.

PRN Medications ‘are medications given on!y as
needed and should have guidelines as to specific
factors that should trigger medication administration.

CH-14 {Instructions})
QT 17

Please be specific about what over-the-counter
(OTC) medications you recommend, and include
information for the parent and child care provider as
to dosage, route, frequency, and possible side
effects. Many chifd care providers may require
separate permissions shps for prescrrpt.'on and OTC
medications.

¢. Limitations to physical activity - _Please be as
specific as possible and include dates of limitation
as appropriate. Any limitation to field tfjps should be .
noted. Note any special considerations such as’
avoiding sun exposure or exposure to allergens.
Potential severe reaction to insect stings should be
noted. Special considerations such.as back-only
sleeping for infants should be noted.

d. Special Equlpment — Enter if the child wears
glasses, orthodontic 'devices, orthotics, or other
special equipment. Children with complex
equtpment needs should have a care p[an :

e. AIIerg:es!Sensntlwtles - Chlldren with  life-

: threatening allergies should . have a. special care
plan. Severe allergic reactions to animals or foods
{wheezing etc.) should be noted. Pediatric asthma
action plans can be obtained from The Pediatric
Asthma Coalition of New Jersey at www.pacnj.org
or by phone at 908-687-9340,

f.  Speclal Diets - Any special diet and/or supplements
- that are medically indicated ‘should be included.
Exclusive breastfeeding should be noted.

9. Behavioralil'\nenta[' Health issues — Please note

any significant behavioral problems or mental health
diagnoses such as autism, breath holding, or
ADHD.

h. -Emergency Plans - May reqguire a special care plan

if interventions ‘are complex. Be specific about
signs and symptoms to watch for. Use simple
language and avoid the use of complex medical
terms.

Screening - This section is required for school, WIC,

Head Start, child care ssttings, and some other

programs. This section can provide valuable data for

public heath personnel to track children's health. Please
enter the date that the test was performed. Note if the
test was abnormal or place an "N" if it was normal. -

. Far lead screening state if the blood sample was
capillary or venous: and the value of the tést
performied.

* For PPD enter ml!ilmeters of induration, and the
date listed should be the date read. If a chest x-ray
was done, record results.

«  Scoliosis screenings are done biennially in the
public schaols beginning at age 10.

This form may be used for clearance for sports or
physlcal education. As such, please check the box above
the signature line and make any appropriate notations in
the Limitation to Physical Activities block.

Please sign and date the form with the date the form was

completed (note the date of the exam, if different}

. Print the healih care provider's name.

. Stamp with health care site's name, address and
phone number.
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L %3 2L 429 loyce Kilmer Ave, New Brunswick, NJ 08901

| Chtor Srunawlak T: 732.448.1052 F: 732.448.1055

Medication Administration in School Permission Form
FID ToBe Co’mipleted By The Parent f Guardian 1171

Student Name: _ a _ : ' DOB:

In response to.the request that your Chl]d recéive medication durmg school hours, this form must be
completed and returned to the Health Office. It gives permission for the school nurse to administer
the medication accordmg to written instructions from the PHP (Primary Healthcare Provider).

I req uest that my child, be administered

" medication as prescribed by the PHP

[ agree that this lnformatlon may be shared with GBCS School staff as appropriate. i relieve Greater
Brunswick Charter Schoals and its emp!oyees from liability for admmlstra’cton of med:catlon

Date:

Print Name of Parent / Guardian

Signature of Parent / Guardian

L e e R R R R R Lk L E T ¥ AU AR I S AT Y

TTT Yo Be Completed By The PHP (Primary Healthcare Provider) 177
[ request that the above named student be administered the following medication:

Diagnosis:

Medicaﬁon:

Purpose of Medication:

Dosage: Route:

Time / Frequency:

Start Date: ' End Date:
Potential Side Effects:

Address, Phone # or Office Stamp:
PHP Name (Print)

PHP Name (Signature)
Date:

GBCS - HEALTH OFFICE MED ADMIN IN SCHOOL parmission form Page1of1l Rev: 06/2020






Fooul Al\ergy Research & Education

FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE |

Name: DO PLACE

PICTURE
Allergic to: HERE
Weight: lbs. Asthma: [ Yes (h‘igher risk for a severe reaction) - (1 No

NOTE: Do not depend on antlhlstammes or inhalers (bronchodllators) to treat a severe reaction. USE EPINEPHRINE.

Extremely raactwe to the followmg allergens
THEREFORE: '

O chec_ked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.

3 If checked, give epinephrir!e immediately if the allefggn was DEFINITELY eaten, even if ne symptoms are apparent_.

FOR ANY OF THE FOLLOWING:

- SEVERE SYMPTOMS

LU NG HEART
Shortness of Pale or bluish
breath, wheezing, skin, faintness,
" repetitive cough weak pulse,
: - dizziness

TH ROAT

Tight or hoarse
throat, trouble
breathing or
swallowing

MOUTH

S]gnlflcant
swelling of the
tongue or lips

ORA
COMBINATION

SKIN GUT OTH ER of symptoms
Many hives over Repetitive Feeling from different
body, widespread  vomiting, severe  something bad is body areas.

redness diarrhea . about to happen,

anxiety, confusion
4L 4L JL

. INJECT EPINEPHRINE IMMEDIATELY,

2. Call 911. Tell emergency dispatcher the person is having

anaphylaxis and may need epinephrine when emergency responders
arrive.

¢ Consider giving additional medications following epinephrine:
»  Antihistamine
»  Inhaler (bronchodilator) if wheezing
® Lay the person flat, raise legs and keep warm. If breathing‘is :
difficult or they are vomiting, let them sit up or lie on their side.
e |f.symptoms do not improve, or symptoms refurn, more doses of
epinephrine can be given about 5 minutes or more after the last dose.
e Alert emergehcy contacts,

e Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

MILD SYMPTOMS

V@ e ® O

NOSE MOUTH SKIN GUT
ltchy or  ltchy 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, lf ordered by a
healthcare provider.

2. Stay with the person; alert emergency contacts.

3. Watch closely for changes. If symptoms worsen,
_ give epinephrine.

MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: L1 0.1 mgIM [J0.15 mg M [0 0.3 mg 1M

Antihistamine Brand or Generic:

Antihistamine Dose:

QOther (e.g., inhaler-bronchadilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

PHYSICIAN/HCP AUTHORIZATION $IGNATURE

DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FCODALLERGY, ORG) 5/2020




FARE  FO0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Fond Alleray Research & Educatien

HOW TO USE AUVI-G® (EPINEPHRINE INJECTION, USP), KALEO

1. -Remove Auvi-Q from the outer case. Pull off red safety guard.

2. Place black end of Auvi-Q against the middle of the outer thigh'

3. Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds
4. Call 911 and gat emergency medical help right away.

HOW..]'O USE EPIPEN®, EPIPEN JR® (EPINEPHRINE) AUTO-{NJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN -
1. Remove the EpiPen® or EpiPen Jr@® Auto-Injecior from the clear carrier tube.

2. Grasp the auto-injector in your fist with the oran%e tip (needle end) pointing downward. With your cther hand,
remave the blue safely reléase by pulling straigh

3. Swing and push the auto- |nEactor firmly |nto the middle of the outer thigh until it ‘clicks’. Hold firmly in place for
3 seconds (count slowly 1

4. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®),

USP AUTO-INJECTOR, AMNEAL PHARMACEUTICALS e e

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

2.
3. Putthe red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh. Press down hard and
- hold firmly against the thigh for approximately 10 seconds.

4

Remove and massage the area for 10 seconds. Call 911 and get emergency medical help right away.

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION USP) AUTO- INJECTOR
TEVA PHARMACEUTICAL INDUSTRIES ‘
1. Quickly twist the yellow or green cap off of the auto-injector in the direction of the "twist arrow” to remove it. e

Grasp the aute-injector-in your fist with the orange tip (needle end) pointing downward. With your other hand, pull off the
biue safety refease. B

2
3. Place the orange tip against the middle of the outer thigh at a right angle to the thigh.
4

Swing and push the auto-injector firmiy into the m|ddle of the outer th|gh until it ‘clicks'. Hold firmly in place for 3
seconds (count slowly 1, 2, 3).

5. Remove and massage the injection area for 10 seconds, CaH 511 and get emergency medical help right away

HOW TO USE SYMJEPI“—“ (EPINEPHRINE INJECTION, UsP)
1. When keady to inject, pull off cap io expose needie. Do not put finger on top of the device. 9

2. Hold SYMJEPI by finger grips only and slowly insert the needle into the thigh. SYMJEPL can be |n1ected through
clothing if necessary.

3. After needie is in thigh, push the plunger all the way down until it clicks and heold for 2 seconds.
4. Remove the syringe and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.
5. Once the injection has been administered, using one hand with fingers behind the needle slide safety guard over needle.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do not put your thumb, fingers or hand over the tip of the auto-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 admmlstermg to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Eplnephrme can be injected through clothing if needed.
4. Gall 811 immediately after injection.

OTHER DIRECTIONSIINFORMATION {may self-carry epinephrine, may self-administer epinephrine, efc.):

Treat the person before calling emergency con’tacts; The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATICNSHIP; AHONE:
DOCTOR: : PHONE: NAME/RELATIONSHIP. PHONE:
PARENTIGUARDIAN: PHONE: NAME/RELATIONSH:P; PHONE:

FORM PROVIDED COURTESY OF FOQD ALLERGY RESEARCH & EDUCATION (FARE) (FOODAI.LERGY.ORG) 5/2020



Asthma Treatment Plan — Student

(This asthma action plan mests MJ Law }.J.5.8. 18A:40-12.8) {Physician’s Deders

g’ﬂ Tamse Print)

Petiatric/Aduit Astlima Cuaiitivn W NEY pased

# : by
1 AMERICAN i
o e TP it el
ASSOCIATION: :

i me Date of Birth Effective Date
Doctor Parent/Guardian {if applicable) Emergency Contact
Phone Phone Phone

HEALTHY (Breen Zone) |11IE

You have aff of these:
« Breathing is good
= No cough or wheszs
» Sleep through
the night
« Gan work, exercise,
and play

And/or Peak flow above

MEDIGINE HOW MUCH to take and HOW to take it

O Advair® HFA 345, 0115, 0230 2 puffs twice & day

{21 Aerospan™ ' 11, £32 puffs twiee a day

[ Alvesco® 1 80, 0 180 71, £12 puifs twics a day

[ Dulera® [ 100, O 200 - 2 puffs twice a day

{1 Flovent® ] 44, (7 110,220 - ~2 pufis twice a day

(1 Quar® {740,180 _ : 711, 0 2 puffs twice a day

] Symbicori® 180, 71 160 . : 31,02 puits twice a day

L] Advair Diskus® (1100, (1250, (1500 1 inhalation twice a day

U Asmanex® Twisthdler® O 110, 0 220_ __ 31,002 inhalations CJ once or T twize a day
O] Flovent® Diskus® 50 01001250 1 inhalation twice a day

O Puimicort Flexhaler® [3 80, [J 180 11,32 inhalations T once or (] twice a day
[T Pulmicort Respules® (Budesanide) (1 6.25, (1 05,C11.0__1 unit nebulized [ once or [T twice a day
I Singulair® (Monteiukasty (1 4, I'5, 7110 mg 1 tablet daily '

03 Other : ‘

[ Mone

If exercise trigg_ers yo{n" asthma, take

Remember to rinse your mouth after taking i_hhaled' me&icine;
: puti(s) minutes before exercise.

)

D (rellow Zema) I
You have anv of these:
» Cough
= [Mifd wheszs

- = Tight chest _
» Coughing at night
s Other;

If quick-relief medicine does not help within
15-20 minufes or has bean used maore than
2 times and symptams persist, call your
doctor or go to the emergency room.

| 1 Xopenexe__ _
-| 21 Albuterol [7 1.25, C1 2.5 mg

MEDICINE

{1 Albuterol MD! {Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as neaded

: = 2 putfs every 4 hours as needed
1 unit nebulized every 4 hours as needed
1 Duoneb® : __1 unit nebulized every 4 hours as neaded
{1 Xopenex® {Levalbuterol) 1 0.31, £30.63, £1 1.25 my _1 unit nabulized every 4 hours as needed
{1 Combivent Respimat® 1 inhalation 4 times & day
{] increase the dose of, or add:
{1 Other o

= Bf quié;k-_re;lief medicine is needed more than 2 times a

_HOW MUCH 10 take and HOW QFTEN to take it

Triggers
Gheck'all items
that trigger
patlent's asthma:
Q Coldsilu

3 Exercize

| @ Allergens

"o Dust Mitas,
dust, stuffed
animals, carpat

O Pollen - trees,
grass, weeds
o Mold
3 Pets - animal
dander
o Pests - rodents,
cockroaches
Q Cdors {Irritants)
o Cigarette smoka
& second hand
smeike
oParfumes,
cleaning
producis,
scented
producis
o Smoke from
buraing woad,
inside or outside
£ Weather
< Sudden
temgaraiure
- ¢hangs
o Extreme weather
- hot and ceid
0 Ozone alerf days
3 Foods:

fo
And/or Peak fiow from to week, except before exercise, then call your doctor. >
— : : : ‘ : 5
EMERGERLY (Red Zove) D |Take these medicines NOW and GALL 914, |20t
ous{@ Your asthma is Astima can be a lfe-threatening liness. Do not walii g
g Jemag warse fast: | WEDIGINE HOW MUCH 1o take and HOW OFTEN to take 1t | o
.+ B0t help within 15-20 minutes | 1 Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puifs every 20 minutes |
= Breathing is hard or fast [ Xopenex® ; 4 puffs every 20 minutes This asthma freatment
= Nose opens wide = Ritis show | L] Albuterol 3125, 225 mg 1 unit nebulized every 20 misutes - | plan Is meant fo assist,
£ » Trouble walking and taiking | Duoneb® 1 unit nebufized every 20 minutes | not replace, the olinical
And/or * Lips blue « Fingernails biue | (] Xopanex® (Levalbuterct) (1 0.31, 3 0.63, 1 1.25 mg ___1 unit nebulized every 20 minutes | decision-naking
Peak flow = Other; O Combivent Respimat® 1 inhafation 4 times a day reqized to mest
below O Other individual patlant naeds.

A DB G,
sy SRS

,. 3 ot
W 3 T w;}%ﬁ- ey ,‘ ;i::
REVISED WMAY 2017
P to fprodles Biank form « wiewgasaj.ony

Permission io Seif-administer Medication:

L] This student is capable and has been instructed
ir: the proper methed of self-administaring of the
nan-nebutized inhaled medications named abiove
in accordance with NJ Law,

[_] This student is not approvad to self-medicats.

PHYSICIANAPN/PA SIGNATURE

DATE

‘ Physician's Ordsrs
PAREHT/GUARDIAN SIGNATURE

PHYSICIAN STANP

Hoke 2 popy for pareet aad (or physiolen e, sond orinlnnd 4o sehos! nse oy ohil oosp nrgyider.




Asthma Treatment Plan — Student
Parent instructions

The PACNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for the
individua) student to achieve the goal of controlled asthma.

1. Parents/Guardians: Before taking this form to 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 - & phone number

2. Your Health Care Provider will compieta the foliowing areas:
» The effective date of this plan - : _
« The medicine information for the Healthy, Gaufion and Emergency sections -
« Your Health Care Provider will check the box next to the medication and check how much and how often to take it
» Your Health Care Provider may check “OTHER” and:
< Write in asthma medications not listéd on the form
< Write in additional medications that will contro! your asthma
% Write in péneric medications in place of the name brand on the form
» Together you and your Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
» Child's peak flow range in the Healthy, Caution and Emergency sections on the left sids 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-biox, and then beth you and your Health Care Provider must sign and daie 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 original 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 exampl: babysitters,
hefore/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| heraby give permission for my child to receive medication at school as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription cantainer properly fabeled by a pharmacist or physician. | also give permission for the release and exchange of
information between the school nurse and my child’s health care provider concerning my child’s health and medications. In addition, |
understand that this information will be shared with scheol staff on a need fo 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.
RECOMBENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOUL YEAR ONLY AND MUST BE RENEWED ANNUALLY

[ 1 do request that my child be ALLOWED to carry the following medication for self-administration
in school pursuant to N.J.A.C:.6A:16-2.3. 1 give parmission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as | consider him/her to be responsible and capable of transporting, storing and self-administration of the
medication. Madication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no lability as a result of any cendition or injury arising from the self-administration by the student of the medication prescribed
on this form. 1 indemify and hold harmless the School District, its agents and employees against any claims arising out of self-administration
ar lack of administration of this medication by the student. ' :

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

Pareni/Guardian Signature Phons Date
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SEIZURE ACTION PLAN (SAP)

i

SHDEPILEPSY
Name: Birth Date:
Acldress: Phone:
Parent/Guardlian: Phone:
Emergency Contact/Relationship Phone:

Seizure information

Pmtomi for seizure durmg sch@@l {check all that a;m;:;ly}

[ Ferst a:d Stay Safet S:de.

D Give rescue _th_ergpy aecpr(;imgtd-SA_P '

0 Notify parent/emergericy contact

don'i restrain, protect head

3

don’t put objects in mouth

Swipe magnet for VNS

Write down what happens

rirst aid for any seizure
1 STAY calm, keep caim, begin iming seizure a
Ll Keep me SAFE — remove harmfui ohjects,

ETAY until recovered from seizure

0 Contact schoo! nurse at

EI Call 91;1-rfortr_ansportt0 .

|

SIDE — turn on side if not awake, keep airway clear, |

0

I
-
0

Other

WHEN AND WHAT TO DO
if selzure (cluster, # or length)

When to ¢call 911

Seizure with loss of conscicusness longer than 5 minutes,

not responding to rescue medl if avallable

Repeated seizures longer than 10 minutes, no recovery between
them, not responding to rescue med if available

Difficuity breathing after seizure

Serious injury occurs or suspected, seizure in water

When to call vour provider first

[0 Change in seizure type, number or pattern
{1 Person does not return to usual behavior e, confused for a

long period)

£1 First time selzure that stops on its” own
[1 Cther medical problems or pregnancy need to be checked

When rescue therapy may be needed:

Name of Med/Rx

Howv 1o give

How much to give [dose)

if seizure {cluster, # or iength)

Name of Med/Rx

How fo give

How much to give (dose)

if seizure (cluster, # or length)

Name of Med/Rx

How to give

How much to give {dose) .







