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Dear Parents/Guardians:

So that we may best meet the needs of your children, it is important that the enclosed health forms
be completely filled out. Please sign, date and return the completed forms to the school nurse prior
to the start of the new school year.

Enclosed are the following:

e Health & Emergen'cy Card: Please fill out both cards on both sides. Sign and date them.

o Health History Form: Complete and sign.

e Physical Exam Form: Annual physicals are recommended. They are required by the State of NJ
if participating on a team or intramural sport. New students are required by the State of NJ to
provide a recent physical exam. The first two pages are to be completed by the
parent/guardian. The second two pages are to be completed by the physician.

e Authorization to Administer Prescription Medication: Please have your child’s physician
complete this form if daily medication is required during school hours. All medications must
be sent to school in the original pharmacy container which is labeled with the child’s name,
current date, medication and dosage. '

e Emerpency Medications: If your child has been diagnosed with a medical condition that
requires emergency medications, the physician must complete the enclosed emergency action
plans (Asthma, food allergy, seizure disorder). Please contact the nurse to discuss emergency
action plans.

e Authorization To Administer Non-Prescription Medication: This form is for all students. Please
circle the medications you are giving permission for the school nurse to administer to your
child if needed during school hours. If your child will need over the counter medication not
listed -on this form, a doctor’s order with signature & date is required. ‘

¢ Annual Health Screenings: This form allows for your consent or refusal to scoliosis screenihg of
your child.

tmmunization records for new students must be submitted prior to the first day of the new school
year. Your physician can fax this information to the school if you authorize them to do so. Please
direct all health information tc-the attention of the school nurse. Fax: 973-439-1396

Reminder: Piease call the school when your child will be absent.
We are a nut free school. Many of our student have allergies.

Please call us at 973-439-1919, ex.207 if you have any questions, or email us at
BESnurse@banvanschool.org.

Sincerely,

Diane T. Boysen, RN.

Lisa Sullivan, RN

Banyan Elementary School Nurses
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HEALTH HISTORY

{To be completed by Parent/Guardian)

Student Name - Date of Birth

Home Address - Sex- . M F
City/Siate/Zip Home Telephone #
Moth er’s/Guardian’s Name Work #

Occupation Cell #
Father’s/Guardian’s Name Work #

Occupation ___- Cell
Does your child iake any medication regularly? yes 1o

Ifyes, please list all of the medications your child is currently taking,

Has your child ever had, or presently bave any of the following?

1. Allergies or sensitivilies to any food or medication ) - yes no
2. Asthma, sgasonal allergies, wheezing . _ys Ro
3. Skdn rashes or Eczema yes no
4. Seizures (if'yes, please indicaie date of last seizure ) _yes - no
5. Heart Disease . ‘ o ___yes no
6. Diabetes __yes no
7. Cancer _yes no
8. Frequent colds, sore throats, ear infections _yes ho
9. Serlous injury (if yes, please indicate type and date of injury) _yes RO
10. Surgery (if yes, please indicate type and date of surgery) . yes o
11. Speech problems yes no
12. Congeniial Anomalies : _yes no
13. Deantal problems (date of last exam) . 2 _yes o

Explanation of above —

Is there anything else that you would like me to know about your child?



Has your child had: Measles Yes (date) No

Mumps Yes (date) No

Chicken Pox Yes (date) No
Has your child been vaccinated for COVID-19: #1 (date) #2 (date)
Has your child been COVID Boosted: #1 (date) #2 (date)
Parent/Guardian’s Signature (date)

Thank you!



ATTENTION PARENT/GUARDIAN: The preparticipation physical examination
the Student-Athlete Cardiac Assessment Professional Development Modul

® PREPARTICIPATION PHY AL EVALUAT
(Nate: This form is to be filled out by the patient and parent prior to seeing the physician. The Physician should keem copy of this form in the chart,)
Date of Exam

{page 3) must be completed by a health care provider who has completed

Name

Date of birth
Sex Age Grade School Sport(s)

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

Do you have any allergies? 0O Yes O No If yes, please identify specific allergy below.
[m]

Medicines O Pollens O Food O Stinging Insects
Explain “Yes" answers below. Circle questions you don't know the answers to.
[ GeneRaL quesTions Yes | No | | MEDICAL QUESTIONS Yes | Mo
1. Has a doctor ever denied or restricted your participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongaing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: 1 Asthrma [J Anemia [J Diabetes LI 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, a testicle
3. Have you ever spent the night in the hospital? (males), your spleen, or any other organ?
4. Have you ever had surgery? 30. Do you have grain pain or a painful bulge or hernia in the groin area?
HEART HEALTH QUESTIONS ABOUT YOU Yes No 31. Have you had infectious mononucleosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?

o

Have you ever had discomfort, pain, tightness, or pressure in your 34. Have you ever had a head injury or concussion?
chest during exercise? - .

35. Have you ever had a hit or blow to the head that caused confusion,
prolonged headache, or memory problems?

o

Does your heart ever race or skip beats (irreqular beats) during exercise?

8. E;:c?(iﬂcttr?;te::;ltﬁld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
O High blood pres.sure O Aheart murmur 37. Do you have headaches with exercise?
O High cholesterol O Aheart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: legs after being hit or falling?

9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardiogram) or falling?

10. Do you get lightheaded of feel more short of breath than expected 40. Have you ever become ill 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 or someane in your family have sickle cell trait or disease?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any prablems with your eyes or vision?
during exercise? —

44. Have you had any eye injuries?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes Bo 45, Do you wear glasses or contact lenses?

13. Has any family member or refative died of heart problems or had an . P
unexpected or unexplained sudden death before age 50 (including 46. Do you wear protective eyev.vear, such as goggles or a face shield’
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet o do you avoid certain types of foods?

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

50. Have you ever had an eating disorder?

implanted defibrillator? 51. Do you have any concerns that you would like to discuss with a doctor?
16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had a menstrual period?
BONE AND JOINT QUESTIONS Yes Ne 53. How old were you when you had your first menstrual period?
17. Have you ever had an injury to a bone, muscle, ligament, or tendon 54. How many periods 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 or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? (Down syndrome or dwarfism)

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

23. Do you have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?
25. Do you have any history of juvenile arthritis or connective tissue disease?

Explain “yes” answers here

»

w

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

Signature of athlete Signature of parent/guardian Date

@2010American Academy of Faml/y Ph ysiciané, Améﬁcan Academy of Fediz;}rics, Arnen‘ca'n' bu//ege of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
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THE ATHLETE WITH SPECIAL NEEDS.
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Sport(s)

. Type of disability

. Date of disability

. Classification (if available)

- Cause of disability (birth, disease, accident/trauma, other)

alslw =

. List the sports you are interested in playing

Yes No

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

6
7. Do you use any special brace or assistive device for sports?
8

. Do you have any rashes, pressure sores, or any other skin problems?

9. Do you have a hearing loss? Do you use a hearing aid?

10. Do you have a visual impairment?

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

12. Do you have burning or discomfort when urinating?

13. Have you had autonomic dysreflexia?

14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) illness?

15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled by medication?

Explain “yes” answers here

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

Yes No

Atlantoaxial instability

X-ray evaluation for atlantoaxial instability

Dislocated joints (more than ane)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia or osteoporasis

Difficulty controlling bowel

Difficulty contralling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Wealness in legs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain “yes" answers here

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

Signature of athlete Signature of parent/guardian Date

©20 10 American Acaﬁemy of Fémi/y Phys/ciahs, vAmeri'can Academy of"Pediatr)‘cs, American College of Spans"Med/’cine, American Meq}‘cal Saciety for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



NOTE: The preparticiaption physical examination must be conducied

4 by a health care provider who
nurse, or physician assistant; and 2) completed the Student-Athlete C:

ardiac Assessment Profession

1) is a licensed physician, advanced practice
al Development Module.

Date of birth

PHYSICAL EXAMINATION FORM
Name

° Do you feel stressed out or under a lot of pressure?
° Da you ever feel sad, hopeless, depressed, or anxious?
© Do you feel safe at your home or residence?
° Have you ever iried cigarettes, chewing tobacco, snuff, or dip?
° During the past 30 days, did Yyou use chewing tobacco, snuff, or dip?
° Do you drink alcohol or use any other drugs?
° Have you ever taken anabolic steroids or used any other performance supplement?
° Have you ever taken any supplements to help you gain or lose weight or improve your performance?
° Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questi on car ular

ymp (questions 5-14),

EXAMINATION

Height Weight 0O Male O Female

BP ) Pulse Vision R 20/ L 20/

Corrected O Y ON

MEDICAL NORMAL

ABNORMAL FINDINGS

Appearance
° Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/ears/nose/throat
° Pupils equal
° Hearing

Lymph nodes

Heart®
e Murmurs (auscultation standing, supine, +/- Valsalva)
 Location of point of maximal impulse (PMI)

Pulses
°_Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin
* HSV, lesions suggestive.of MRSA, tinea corporis

Neurologic ¢

MUSCULOSKELETAL

Neck

Back

Shoulder/arm

Elbow/forearm

Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional
° Duck-walk, single leg hop

*Consider ECG, echocardlogram, and referral to cardiology for abnormal cardiac history or exam.
*Consider GU exam if in private setting. Having third party present is recommended.

‘Consider cognitive evaluation or baseline neurapsychiatric testing if a history of significant concussion.
O Cleared for all sports without restriction

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

O Not cleared
O Pending further evaluation
O For any sports
O For certain sports

Reason

Recommendations

| have examined the above-named student and completed the prepartici
participate in the sport(s) as outlined above. A copy of the physical exam
arise after the athlete has been cleared for participation, a physician ma
lo the athlete (and parents/guardians).

pation physical evaluation. The athlete does not pre:
is on record in my office and can he made availahle

Name of physician, advanced practice nurse (APN), physician assistant (PA) (print/type)

sent apparent clinical contraindications to practice and
to the school at the request of the parents. If conditions
y rescind the clearance until the problem is resolved and the potential consequences are complelely explained

Date of exam

Address

Phone

Signature of physician, APN, PA

©20 1.0 Ameﬁcah Acédem y -bf Family Pﬁ ysibians, A'mejrlcanr Acédem y
Society for Sports Medicine, and American Osteopathic Academ y of
HEOS03
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of Pediam‘c;, American Cbllege éf Sports Medlcine; American Medical Society for Sports Medicine, American Orthopaedic
Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
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CLEARANCE FORM
Name Sex OM OF Age

—_ __ Dateofbirth
O Cleared for all sports without restriction

OO Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
O For any sports

O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION
Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
(Date)
Approved Not Approved
Signature:

I 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 sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. If conditions arise afier 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 athleie
(and parents/guardians).

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

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010American Academy of Family Ph ysiciahs, American Academy of Pediatrics, American Cu//éée df Spérrs Med/c'ine,'American Medical Society for Sports Medicine, American Orthapaed/cA
Sactety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71
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AUTHORIZATION FOR NON-PRES CRIPTION MEDICATI
School Year '

Permission is given for the School Nurse to give the following non-
prescription medications to my child during school hours. These
medications are in stock in the Nurse’s Office.

Please CIR CLE the medications and dosage amounts you are allowing
to be administered.

1. Acatammophen (Tylenol) — For headache , pain, or fever
Children’s Chewable
Children’s Liquid
Regular Strength Tablets
2. Ibuprofen (Motrin / Advil ) — For headache, pain, or fever
Regular Strength Tablets - 1 or 2 tablets
3. Tums = For upset stomach or diarrhea - 1 or 2 tablets
4. Benadryl Liquid or Tablet - For systemic allergic reaction
(Dosage or amount depend on child’s weight)

*#* Any medications, other than those listed above, will need
a physician’s order, and must be provided by you in an
original labeled container.

Student’s Name:

Parent/Guardian Signature:

Date:
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AUTHORIZATION TO ADMINISTER =
'PRESCRIPTION MEDICATION IN SCHOOL
School Year

Student’s Name

Address.

City/State/Zip Code

Telephone

Parent/Guaxrdian Name

‘Grade Date of Birth

Name of Medication:

Dosage:

Time Administered & Directions:

Purpose/Diagnosis:
Physician Signature Parent/Guardian Signature
Address ~ Date

gm0 S 2t B P B B Y s G Yt et St S Pt e

Telephone Number.
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Re: Annual Health Screenings
Dear Parents/Guardians:

Each year health screenings are conducted for our students. The health screenings include
height, weight and blood pressure measurements as well as basic hearing and vision checks.
A scoliosis screening is conducted biennially for students age 10 and older.

Scoliosis is an abnormal curvature of the spine that most commonly develops in the early
adolescent years. The purpose of the scoliosis screening is to detect signs of curvature at
its earliest stages.

The scoliosis screening takes approximately thirty seconds and is performed by viewing
the spine while the student stands, as well as bends over. The screening requires visual
inspection of the student’s bare back; therefore, all students are screened individually and
privacy is maintained.

Please note that school based health screenings do not replace the need for regular health
care check-ups.

Please sign, date and return this form on or before the first day of school. Should you have
any questions or concerns, please call and speak to the school nurse at (973) 439-1919

extension 207.

Sincerely,

Diane T. Boysen, RN
Lisa Sullivan, RN

Banyan School Nurse

Student’s Name:

Parents/Guardian Name (printed):

Parents/Guardian Signature:

Date:

No, I do not wish to have my child screened by the school nurse for scoliosis.

Yes, I would like to have my child screened by the school nurse for scoliosis.



Food Allergy Action Plan

. , Place
Name: ‘ poB.__ [ [ _ Student’s
Allergy to: Picture
C Here

Weight: —_____ibs. Asthma: [OYes (highe.r risk for a severe reacfion) 0 No

Extremely reactive to the following foods:
THEREFORE:

0 If checked, give epinephrine immediately for ANY symptoms if the allergen was Ilkely eaten.

03 If checked, give epinephrine immediately if the allergen was definitely eaten, even if no symploms are noted.

Any SEVERE SYMPTOMS aiter suspected or known 1. INJECT EPINEPHRINE
ingestion:* . IMMEDIATELY
' 2. Call 911 ‘

One or more of the following: 3. Begin monitoring (see box

LUNG: Short of breath, wheeze, repetitive cough below)

HEART:  Pale, blue, faint, weak pulse, dizzy, [: 4. Give additional medcations:*

: confused -Antihistamine

THROAT: Tight, hoarse, trouble breathing/swallowing -Inhaler (bronchodilator) if

MOUTH: Obstructive swelling (tongue and/or lips) asthma

SKIN: Many hives over body

*Antihistamines & inhalersbronchodilators

Or combination of symptoms from different body areas: ::',;‘:: :;’::,;g: ?::g:ﬁ;m)%téfla

SKIN: Hives, itchy rashes, swelling (e.g., eyes, lips) EPINEPHRINE. '

GUT: Vomiting, crampy pain
MILD SYMPTOMS ONL.Y: 1. GIVE ANTIHISTAMINE

“ 2. Stay with student; alert
‘"MOUTH: ltchy mouth E healthcare professionals and
SKIN: A few hives around mouth/face, mild itch parent
GUT: Mild hausea/discomfort 3. If symptoms progress (see
' above), USE EPINEPHRINE
4. Begin monitoring (see box
Medications/Doses below\ :

Epinephrine (brand and dose):
Anfihistamine (brand and dose):

Other (e.g., inhaler-bronchodilator if asthmatic):

Monitoring

Stay with student; alert healthcare professionals and.parent. Tell rescue squad epinephrinewas given;
request an ambulance with epinephrine. Note time when epinephrine was administered. A second dose of
epinephrine can be given 5 minutes or more after the first if symptoms persist or recur. For a severe reaction,
consider keeping student lying on back with legs raised. Treat student even if parents cannot be reached. See
backlattached for auto-injection technigue. :

Parent/Guardian Signature Date Physician/Healthcare Provider Signature Date

Form provided courtesy of FAAN {www.foodalleray.orq) 7/2010

L]
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Parental Request/Authorization for the Administration of Epinephrine
via Epi-Pen by the School Nurse or a Trained Delegate

As the parent/guardian of , a studernf of
Banyan School, I authorize the School Nurse or a Substitute School Nurse, to administer

Epinephrine via Epi-Pen to my child for the treatment of Anaphylactic Reaction.

I acknowledge that in the absence of the School Nurse, New Jersey State Law allows the
emergency administration of one dose of Epinephrine, via Epi-Pen, by another school
employee designated and trained by the School Nurse.

I acknowledge that Banyan School and its agents shall incur no liability as a result of any
injury arising from the administration of the Epi-Pen to my child. I further agree to hold
harmless Banyan School and its agents against any claims arising out of the
administration of the Epi-Pen to my child.

I acknowledge that I am responéible for providing all medications ordered for the
treatment of allergic reaction in my child to the School Nurse, in original labeled

containers.

School Year.

I acknowledge that this authorization is valid for the

Parent Signature Name of Parent (please print)

Date Parent Phone #
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.73 Asthma Treatment Plan — Student
Parent Instructions

The PACNJ Asthma Treatment Plan is designed to help-everyone understand the steps necessary for the
individual student to achieve the goal of controlled asthima. . s :

1. Parents/Guardians: Before faking this form to your Health Care va}'der, 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 Pravider will complete the following areas:
* The effective date of this plan
* The medicine information for the Healthy, Caution and Emergency sections
* Your Health Care Provider will check the box next to the medication and check how much and how often to fake ‘
» Your Health Care Provider may check “OTHER™ and:
< Wrile in asthma medicalions not listed on the form
< Write in additional medications that will control your asthma
+ Wrile in generic medications in place of the name brand on the form
* Together you anc{ 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 side of the form
» Child's asthma triggers on the right side of the form
- Permission to Seli-administer Medication section at the botiom of the form: Discuss your child’s ability to self-adniister the
inhaled medications, check the appropriate box, and then both you and your Health Care Provider must sign and it the form

4. Parents/Guardians: Afier completing the form with your Health Care Provider:
* Make copies of the Asthma Treatment Plan and give the signed ariginal to your child’s school nurse or child care poider
* Keep a copy easily available at home to help manage your child’s asthma :
* Give copies of the. Asthma Treaiment Plan lo 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 school as prescribed in the Asthma Treatment Plan. Medicationmust be provided
in its original prescription coritainer properly labeled by a pharmacist or physician. | also give permission for the releaseand exchange of
information between the schiool nurse and my child’s health care provider concerning my child's health and medicalis, In addition, |
undersiand 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 CHILDT)
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOGL YEAR ONLY AND MUST BE RENEWED ANNUALLY

(1 [ do request that my child be ALLOWED to carry the following medication for eli-administration
in school pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to seli-administer medication, as prescribed in thisksthma Treatment
Plan for the current school year as  consider him/her ta be responsible and capable of transporting, storing and self-adninistration of the
medication. Medication must be kept in its original prescription container. | understand that the schaal district, agenls ud its employees
shall incur no liability as a result of any condition or injury arising from the self-administration by the student of the mediation prescribed
on this form. lindemnify and hold harmless the School District, its agents and employees against any claims arising out of sif-administration
or fack of administration of this medication by the student.

{3 1 DO NOT request that my child self-administer hisfher asthma medication.

Parent/Guardian Signature Phone . Date
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Asthma Treatment Plan — Student

The Pediatric/Adult Spoazared by
Astivma Caalilion AMERICAN Iy Ji’HeaHh EREEN
(This aslfma action plan meels NJ Law N.J.SA, 18A:40-12.8) {Physician's Orders) of New lessey AssociaTion, er
ittasimmte | 5SS
{Please Print) winepacalarg
Name Date of Birlh Effeclive Date
Doctor Parent/Guardian (if applicable) Emergency Contacl
Phone Phone Phone

Take daily control medicine(s). Some inhalers may be
more eifective with a “spacer” - use if directed.

HEALTHY (Green Zone) (1118}

_Yg” have ii” °fd‘“ese= MEDICINE HOW MUCH to take and HOW OFTEN to take it
reathing fs goo 3 Advair® HFA (1 45, 0 115, (0 230 2 puffs twice a day
* No caugh or wheeze O Aerospan™ 11,32 pulfs twice a day

% - Sleep through [ Alvesco® (7180, (J 160 11, 012 puffs iwice a day

the night 8 Dulera® (] 100, O 200 2 pufis twice a day
-G k, exerci Flovent® (344,31 110, 0 220 2 pufis lwice a day
¢ s(r; ;::; exercise, O Quar® (1 40, C7 80 11,002 puffs twice a day

(J Symbicorl® (3 80, (3 160

11,032 pulls iwice a day
0 Advair Diskus® (3 100, (3 250, (] 500

— 1 inhalation twice a day
1 Asmanex® Twisthaler® (3 110, (3 220 n

Triggers
Checkall items
lhat trigger
patient’s asthma:

Q Colds/llu
O Exercise
Q Allergens
o Dust Miles,
dust, stuffed
animals, carpel

o Pallen - {rees,
grass, weeds

1,012 inhalations Conce or O tvice ady | & gyotd
] Flovent® Diskus® [J 50 (3 100 (J 250 1 inhalation twice a day © Pels - animal
O3 Pulmicort Flexhaler® (3 90, (] 180 4,02 inhalations (3 ence or 3 twice ady dander
3 Pulmicort Respules® (Budesonide) (3 0.25, 105,07 10__1 unit nebulized Clonce or (7 twice a day o Pesls - rodenls,
[ Singulait® (Moatelukast) £3 4, (3 5, 1 10 mg 1 tablet daily cacltroaches
O Other Q Odars (Irritants)
And/ar Peak ilow above {3 None o Cigaretle smoke
Remember to rinse your mouth after taking inhaled medicie, S‘ms:;::"d hand
Ii exercise triggers your asthma, take puii(s) minutes before exercise. o:‘{erluimes.
: eaning
CAUTION (Yellow Zone) “"@> Continue daily control medicine(s) and ADD quick-relief medicine(s), ';;‘;g‘,ﬁ}s'
€L You b ft : : roducts
A % ] goug,? N hase: (e HOW MUCH to take and HOW OFTEN to take it ten
» Mild wheeze O Albuterol MDI (Pro-air® ar Proventil® or Ventalin®) _2 putfs every 4 hours as needed %’Q"&'é’ﬂr'ﬁs"i .
@;& - Tight chest O Xopenex® 2 pu_h's every 4 hours as needed Q Weallies
= Coughing at night 3 Albuterol (71.25, (3 2.5 mg 1 unit nebulized every 4 hours as needed | Sudden
59) = Other: {1 Duaneb® : 1 unit nebulized every 4 hours as needu temperature
[ Xopenex® Levalbuterol) 3 0.31, (1 0.63, (1 1.25 mg _1 unit nebudized every 4 hours as needed og::::?:e —_—
If quick-relief medicine does not help within 3 Combivent Respimat® 1 inhalation 4 times a day -hot and cald
15-20 minutes or has been used more than [ Increase the dose of, or add: o Ozne alert days
2 times and symploms persist, call your [ Other . Q Foods:
dactar or go to the emergency raom. * 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
o
EMERGENGY (Red Zone] [IB- [Take these medicines NOW and GALL 911, |00
P Y:;irnasgmrl: ¢ , Asthina can be a life-threatening illness. Do not wait!  |°
orse s =
= Quickereliel mediche gig | MEDICIN HOW MUCH to take and HOW OFTEN to blel |
nat help wilhin 15-20 minutes | O3 Albuterol MDI (Pro-air® or Proventii® or Veatolin®) __ 4 pufis every 20 minutes
* Breathing Is hard or fast O Xopenex® 4 pufls every 20 minutes This aslhma reatment
* Nose opens wide - Ribs show |1 Atbuterol 3 1.25, 01 2.5 mg 1 unit nebulized every 20 minules | plan s meant lo assist,
- Trouble walking and talking |3 Duoneb® 1 unit nebulized every 20 minules | nat m_plam. the efnical
Andlor = Lips blue - Fingernails blue | {J Xopenex® (Levalbuterol) (3 0.31, (3 0.63, 3 1.25 mg ___1 unit nebulized every 20 minues | decisionmaling
Peak flow  ° Other: {J Combivent Respimal® 1 inhalation 4 times a day required lo meel
below 1 Other ) individual palient needs.
;A:-\l m;ﬂ"‘*"""
E’:‘ Permission lo Self-adminisler Medication: | PHYSICIAWAPN/PA SIGNATURE DATE
= i w25 | [ This student is capable and has been instructed Physician's Ocders
s Nt Gitanean in the proper methad of sell-administering of the
. v S non-nebulized inhaled medications named above | PARENT/GUARDIAN SIGNATURE
sy : - X in accordance vilh NJ Law. .
"m‘.-"h;.;'.‘:f;‘.{ . =t = ) This student is nat approved to sell-medicate. | PHYSICIAN STAMP
REVISER AUGUST 2014 ™. Make a conv for narent and for shvsician file. send orinivdl'to school nurse of child care provider.
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SEIZURE ACTION PLAN (SAP)
Name: | Birth Date:

Emergency Contact/Relationship:

Seizure Information

Seizure Type How Longilt Lasts How Often What Happens

How to respond to a seizure (check all that apply)

[] First aid - Stay. Safe. Side.
[[] Give rescue therapy according to SAP

L__] Notify emergency contact

First Aid for any seizure

O

O

O ooao o

STAY calm, keep calm, begin timing
seizure

Keep me SAFE - remove harmful objects,

don’t restrain, protect head

SIDE - turn on side if not awake, keep
airway clear, don’t put objects in mouth

STAY until recovered from seizure
Swipe magnet for VNS
Write down what happens

Other

[C] Notify emergency contact at

[] call 911 for transport to

DOher
|

When to call 911

O |Seizure with loss of consciousness longer than 5 min
not responding to rescue mec! if available

them, not responding to rescuie med if available
) !Dif'ficulty breathing after seizure
[0 |Serious injury occurs or suspected, seizure in water
When to call your provider first
O |Change in seizure type, number or pattern

long period)

O |First time seizure that stops on its’ own

utes,

0O Repeated seizures longer than 10 minutes, no recovery between

O |Person does not return to usual behavior (i.e., confused for a

O |Other medical problems or pregnancy need to be checked

When rescue therapy may be needed:
When and What to do

If seizure (cluster, # or length)

Name of Med/Rx

How to give

' How much to give (dose)

If seizure (cluster, # or length)

Name of Med/Rx

How to give

How much to give (dose)

If seizure (cluster, # or length)

Name of Med/Rx

How to give

How much :o give (dose)
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Seizure Action Plan continued

Care after seizure

What type of help is needed? (describe)

When is person able to resume usual activity?

Special instructions

First Responders:

Emergency Department:

Daily seizure medicine

Amaount

Other information
Triggers:

Important Medical History:

Allergies:

Epilepsy Surgery (type, date, side effects)

Device: | | VNS [ |RNS [ DBS Date Implanted

Diet Therapy: [JKetogenic [JLow Glycemic [JModified Atkins [JOther (describe)

Special Instructions:

Health care contacts

Epilepsy Provider:

o — e Phore:
Primary Care: - Phorne:
Preferred Hospital: Phone:
Pharmacy: Phone:
My signature: Date
Provider Signature: Date:
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