RED BANK CATHOLIC HIGH SCHOOL

From the Desk of the school nurse

JoAnn Winters, RN

Medication Policy

Medication, in general, should be given in the home, but in the event of specific problems, it
can be given in school.

According to New Jersey State Guidelines for the administration of medication in school, the
following requirements must be met:

1. A doctor's written prescription with:
a. The child’s name.
b. The dosage and frequency of administration, including the duration the medication
should be given, orif it is to be given as needed.
C. Reason for medication.
2. There are two forms for medication, self-medication or medication order. The form needs

to be signed by your child’s doctor. Self medication is only for inhalers, epi-pens and
diabetic supplies.

3. Medication must be in its original container. Over the counter medication must be a
new bottle with an unbroken seal.

4. Parent's note of permission.

It is the parent’s responsibility to provide the nurse with any needed medication. All
medication will be locked in the medication cabinet, and at the end of the school year,
arrangements will be made for all remaining medication to be picked up.

However, the school reserves the right to reject extraordinary and unusual requests for the
administration of medication.

112 BROAD STREET
RED BANK. NJ 07701

PHONE: (732) 747.1774
EAX: (732) 747.1936
WWW REDBANKCATHOLICORG



RED BANK CATHOLIC HIGH SCHOOL

Red Bank Catholic High School
Health Questionnaire and Emergency Form

Date:
Grade:

Dear Parent or Legal Guardian:

This form is sent to you for the purpose of obtaining updated information concerning the health history of your
child. The health of your child can change and I would like to know of any changes and medication they are

receiving so I can better address their needs. It is also frequently necessary to contact a parent during the school
day because of a sudden illness and injury.
PLEASE COMPLETE THE ENTIRE FORM AND RETURN TO THE SCHOOL NURSE
Student’s Legal Name Birthdate:
Address City State Zip

Student’s Physician Name Phone

Physician’s Address

List any illnesses, operations or injuries and explain:

List any medications that your child takes on a regular basis or as needed:

Mother’s name Father’s Name
Business phone Business Phone
Cell Phone Cell Phone
Home Phone Home Phone

Please list the names and phone number of two adults whom you authorize the nurse to call in case of
emergency. Your child will be released to one of the following if we are unable to reach you:

1. Name Phone Cell
2. Name Phone Cell
Parent/Guardian signature Date

Sincerely, ,
‘zu/m& [
JoAnn Winters, RN

112 BROAD STREET
RED BANK. NJ 07701

PHONE: (732) 747.1774
FAX: (732) 747.1936
WAWW.REDBANKCATHOLICORG



From the Desk of the School Nurse
JoOAnn Winters, RN
Dear Parents:

Please sign this form and return to your child_s present school nurse. This letter advises the
nurse that your child_s health records should be sent to us at the end of the school year.

/ give permission fo have the original health records of

student s name

released to Red Bank Catholic High School, Red Bank, NJ 07701.

signature of parent/guardian date

VERY IMPORTANT: Records should be received at Red Bank Catholic by June 30, 2016.

Yours truly,

~ Vi |
‘) LC///%/Za’/, Sl

¥ JoAnn Winters
School Nurse



| |

M PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAK REMINDERS

1. Conglder additional quoestions on mont sensitive issuse
© Do yau fieal siressed out or under 3 ka1 of preesure?
* Do you ever feal sad, hapeless, depressed, o anxious?
® Do you fesi safe at your home or residenoe?
* Have you ever tried cigareties, chewing lobacco, snuff, or dip?
® During the past 30 daye, did yau use chowing tobacco, snuft, oc dip?
® Do you drink aleoho! or use any other drugs?
© Have you ever taken anabokic sleroids or ussd any other performance suppisment?
© Have you ever taken any supplements to help you gain of lose weight or improve your performance?
* Do you wear a seat beit, use 3 heimet, and wse condoms?
2. Considar reviewing quastions on cardiovascular sympioms (questions 5-14).

Height Weight O Male Ll Female

Bp / { / ) Pulse Vision R 20/ L 20/ Comected OY O N
[ MEDIGAL “NORMAL ABNORMAL FINDINGS

Appearance
» Marfan stigmata (kyphascoliosis, high-arched palate, pectus exeavatum, arachnodactyty,
am span > height, hyperlaxity, myopia, MVP, aortic insufficiency)

Eyes/eara/noss/throat
« Pupils equal
* Hearing

Lymph nodes

Heart?
s Murmurs {auscultation standing, supine, +/- Valsalva)
* Location of point of maximal impulse PV

Pulses
* Simuitansous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)*

Skin

« HSY, lesions sugnestive of MRSA, linea corpotis
Newrologic:

Neck

Back

| Shoulder/arm

E_Ibhw_ﬁmeann
= -

Hip/thigh

Knee

Leg/ankle

==

Functional
* Dugk-walk, single leg hop

“Conslder ECG, echocardiogram, and referval o cardiokgy for abnormal eardiac history or exam.
"Consider GU exam If in private satting, Having third party presend is recommended.
“Consider cognitive ion or basehne psychiairic testing if a histary of slgnificant cancussion.

O Cleared for alf sports without restriction
OO Cleared for all sports without restriction with recammendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation

1 For any sports
1 For certain sports
Reason
Recommendations

| have examined the abave-named student aod completed the prapartizipstion physical evaluation. The athlele doee act prasent apparest clinical contraindiealions o praclice and
participale in the spori(s) as outlined above. A copy of the physical exam is on recard in my office and can be made avaflable to the schoal at the request of the parents. |l condiions
arise after the athlele has been cleared for participation, a physician may rescind the clearance unlil the problem is resafved and the polential consequences are completely explained
1o the athlete (and parents/guardians).

Name of physician, advanced prastice nurse (APN), physician assistant (PA) (printAype) Date of exam

Address Phone

Signature of physician, APN, PA

©2010 American Academy of Family Plysicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medizine, Amerisan Orihopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposss with acknowledgment.
HEDS0

9-2681/0410
New Jersey Department of Education 2014, Pursuant fo P.L.2013, ¢.71



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex M DOF Age Date of birth
O Cleared for all sports without restriction
[0 Cleared for all sports without restriction with recommendations far further evaluation or treatment for

O Not cleared
O Pending further evaluation

O Far any sports
O For certain sports
Reason
Recommendations

EMERGENCY INFORMATION

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

I have examined the ahove-named student and completed the preparticipation physical evaluation. The athiete doas not precent apparent
clinical contraindications to practice and participata in the sport(s) as outiined above, A copy of the physical exam is on record in my office
and can be made available to the schaol at the request of the parents. If conditions arise after the athlete has besn cleared for participation,
the physician may rescind the clearance until the problem is resolvad and the potential consequences are completaly explainad to the athlete

(and parents/guardians).

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

Signative of physician, APN, PA
Completed Cardiac Assessment Professional Devalopment Module
Date Signature

©2010 American Acadenty of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sparts Madicins, American Orthopaedic
Sociely for Sporis Medicing, and American Osteopathic Academy of Sports Medicing, Permission s granted to reprint for noncommercial, educational purposes with acknowlecdgment.
New Jersey Department of Education 2014, Pursuant to P.L.2013, .71



B PREPARTICIPATION PHYSICAL EVALUATION
HISTORY FORM

(Wote: This form is & be fillad ol by the patian! and parent prior s sasing the physician. The physician ehouid keags copy of this form in ihe chart)
Date of Exam
Nama Date of birth

Sex ______ Age Grade School Sport(s)

Medicines and'llaraies: Piease list all of the prescription and over-the-counter medicines and Sunpleménts {herbal and nLrtri_ﬁonal)' that'you are currently téking

Do you have any aliergies? 0 Yes D No H yes, please identify spacific allergy below,

O Medicines O Pallens 0O Food [ Stinging Insects
Explain “Yes” answars balow, Gircle questions you don’t know the answers ta.
_um Yos | No m-m Yos | Mo
1, Has a doctor ever denied arrmmmdmmmfu 26. Boyau cough, wheeze, or have difficulty breathing during or
any reason? after exercise?
2. Do you have any ongolng medical conditions? If so, please identify 27. Have yau ever used an inhaler or faken astima medicine?
batow: T Asthma O Anemia O Disbetes O ifections 28. [s there anyone in your family who has asthma?
Other: 28, Were you barn without er are you missing & kidney, an eve, a testicle
3. Have you ever spent the night in the hosgital? (mah_@ﬂourspleen, or any other organ?
30, Do yeu have groin pain or a painful bulge or henia in the groin area?
3 Yes | Mo | | 31. Have you had infectious mononucleosis (mona) within the last month?
5. Haveyoueverpamdmnorneanymedoummweu 32. Do you have any rashes, pressure sores, or other skin problems?
AT puorcles? 83. Have you had a herpes or MRSA skin infection?
8. mtm:\éﬂexmw pain, tightness, ar pressure in your 34, Have you ever had a head injury or concussion?
7. Does your heart ever race or Kl heats (vregular beats) during EXerise? a1 ULhea? i e corion
. mimi%?dwmwmwmm”m’ 36. Do you have a history of selzure disorder?
E) Highbloodpressre £ A heart murmur 37. Do you have headaches with gxercise?
] High cholestaral E1 A heart infection 38. Have you evér had numbness, tingling, or weakness in your arms or
[ Kawasald disease Other: legs after belng hit or falling?
9. Has a doctor ever ordered a test for your heart? For example, ECG/EKG, | | 89. Have you ever been unable to move your arms of legs after belng hit
echocardiogram) or falling?
10. Do you get lightheaded or feel more shart of breath than expectsd 40. Have you ever hacome il while exercising in the heat?
during exercise? 41, Do you get frequent muscle cramps when &xercising?
11. Have you ever had an unexplained selzure? 42. Do you or semeone in your family have sicide cell ralt or disease?
12. Do you get more tired or shart of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
- dmw — - - - M.Hawywhadweyem}uries?
ART HE i ] Y68 | M6 | 735 Do you wear glasses or contact lenses?
L m&mmwmw&m 46. Do you wear prolective eyewear, such as goggles of a face sield?
| drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you warry about your weight?
14. Does anyone in your famlly have hypartrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain of
syndrome, arrhythmogenic right ventricular cardiomyopathy, lang aT lose weight?
syndrome, short QT syndrome, Brugada syndrome, o catecholaminergic 49. Are you an a special diet or do you avoid certain types of foods?
polymorphic ventricular tachyeardia?
e e - - 50. Haveyweverhadaneaﬁngdisorder?
e A S e probi. PSR o . 51, mwnmwmmmmmmmmmsw
16. mmmmmwmmmw FEMALESOMY TG B G
: aneywmhadammmpeﬁod?
i e | [== How old were you when you had your first menstrual period?
17 mymmmmwmam mmde,lgamaa,oruﬂm 54, Mumanyneflodshaveyoumdlnmlaﬁ12manuns9
that caussed you 1o miss a practice or a game? Explain “yes® answors here

18, Have you ever had any broken or fractured bones er disiocated joints?

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

20, Have you ever had a stress fracture?

21.Haveywewheminldttntywhmormmhadmxmfaned(
instabiity or atiantnaxia) instabifty? (Down syndrome or dwarfism)

22. Do you regularly use a brace, orthatics, or olhier assistive device?

23, Do you have & hone, muscle, or jaint injury that bothers you?

24. Do any of your joints bocoms painful, Swelian, feel warm, or look red?

25, Do you have any history of juvenile arthritis or connective issue disease?

[ harelry stale that, to the best of my knowledge, my answers to the ahave questions are complete and comect.

Sig of athlste Signature af p Jgquards Date
©2010 American Academy of of Family Physicians, American Academy of Pediatrcs, American Callege of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedi
WWMWWMWMNMMMWBWMrMMWWWW with acknowiledgment

926810410
New Jersey Depariment of Equcation 2014; Pursuant to P.L.2013, ¢.71



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

Date of Exam

Name Date of blrth
Sex Age Grade Schoo! Spori(s)
1. Tvpe of disability

2, Dale of disaliy

| 3. Classification {f available)

. 4. Cause of disablity {virth, disease, accidentArauma, ather)
5, List the sporls you are Interested in playing

6. Do you regularly use a brace, assistive device, or prosthetic?
7. Doyou use any speclal brace or assistive device for sporis?
8. Dayou have any rashes, pressure sres, o any other skin problems?

9, Doyou fiave a hiearing loss? Do you use a hearing ald?

10, Pa you have a visual Impalrment?

11, Doyou use any special devices for howel or bladder function?

12. Bayou have burming or discamfort when urinating?

18, Have you had autonomic dysrefiexia?

.14, Have you ever been diagnosad with a lieat-refated {hyperthermia) or cold-refated d (hypothermia) llingss?
15, Do you have muscle spasticity?

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

Explain “yes” answers here

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

e =

s_',fr_amalﬂauun for allantoaxial Instability i

_!}I:s'!wa{cd Jolnis {more than ane)

[ Easy bigeding

| Entérged spléen

ligpatitis
penla or osteoporasis

| Difficuhty controlling Bowel

| Dificutty controlling bladdar

| Nombness or tingling in arms or hands

Nismbines or tingling in fegs or feet

| Wealdess inarms ot Fands _ i

Wealess in fogs orféat 1

Regent change In cogfiination I i

Explain “yes” answers here

1 herehy state that, tq the best of my knowledge, my answers ta the above questions are complete and corregt.

Signatwe of athlele Signakure of parent/guardian Date.
o1 of Family Phy A Academy of Pedizlrics, Americen Collags of Sports Medicins, Amarican Medical Tor Spoits Meizine, Amarican Orthiopasdic
%ﬁgmm &N fmymﬁm% afy Sfmpﬁ , Permission Jge gmnfsfgga repinl for noncommercial, e%purpm with acimummmr.

New Jersey Departmant of Education 2014; Pursuent to P.L.2013, .71



RED BANK CATHOLIC HIGH SCHOOL
112 Broad Street
Red Bank, NJ 07701
(732) 7471774 Fax; (732) 747-1936

Medication Order

B is being treated for

(name of student) (diagnosis)

and is permitted to take the following medication at school;
L}

Name of medication:

h
i
Frequency: Time: O Daily or q O prn or other:

Dosage: —____tablet(s)/capsule(s) - or puffs of inhaler or

Other:

Duration of order:  School year or short term

Any adverse reaction to be expected: _

(signature of physician) (date)

(physician’s stamp and telephone number)

Authorization for the school nurse to administer the above medication is hereby given.

(signature of parent/quardian) - (date)




(732) 747-1774  Fax: (732) 747-1936

Self-Medication Order

The administration of medication to a student during school hours will be permitted only when the student’s physician certifies
in writing that the administration of medication during school hours is essential to the health of the student. The parent/guardian
must provide a written request for the administration of the prescribed medication at school.

Part I - to be completed in full by the student’s physician

I certify that it is essential to the health of that the following medication
be administered during school hours as directed.

Diagnosis:

Name of Medication:

Dosage/Mode/Frequency:

{

Side Effects, if any '\iili

Student may carry medication: O Yes O No

Permission granted for Self Medication. Studént has been trained and is proficient in self-administration of prescribed
medication,

Length of time the order is valid (may not exceed the school year):

Signature of Physician e Date

Telephone Number

Part II - to be completed by the student’s parent/guardian

I hereby request self-mediation privileges for my child
He/she will demonstrate proper knowledge in the use of the prescribed medicine to the school nurse. My child and I are also
aware that self management privileges are lost if the student does not use the medication properly. The student will report to the
school nurse after the use of medication during the school day. I also understand that Red Bank Catholic and its employees or
agents shall incur no liability as a result of injury arising from the self-administration of medication by the student.

Signature of parent/guardian | Date

ﬁephone Number

*Only inhalers and epipens may be carried/self-administered.
All other medications must be stored and dispensed through the nurse’s office.



Allergy & Anaphylaxis Action Plan

Student's Name: D.0.B. Grade: Place child’s
School: o2 . Teacher: photo here
'ALLERGY_TO: ' .
History:
Asthma: * []YES (Higher risk for severe reaction) CINO

0 STEP

R

1: TREATM

Rl by

ENT

T T

| GIVECHECKED Y
>Suspected ingestion or sting, but no
MILD SYMPTOMS: Itchy mouth, few hives, mild itch, mild nausea/discomfort [ JAntihistamine
! MOUTH - Itching, tingling, or mild swelling of lips, tongue, mouth [:]Epinephrine DAntihistamine
SKIN: Flushing, hives, itchy rash [_lEpinephrine []Antihistamine
STOMACH Nausea, abdominal pain or crarmping, vomiting, diarrhea DEpinephring []Antihistamine
Ml + THROAT Tightening of throat, hoarseness, hacking cough DEpinephrine DAntihistamine
‘: t LUNG Shortness of breath, repetitive coughing, wheezing D Inhaler DEpinephrine DAntihistamine
! + HEART Weak or thready pulse, dizziness, fainting, pale, or blue hue to skin DEpinephrine [Jantihistamine -
| >If reaction is progressing (several of the above areas affected), give : |_|epinephrine [_lantihistamine
4“1 Potentially life threatening: give epinephrine first, then can give antihistamine!

Remember - severity of symptoms can quickly change!
DOSAGI: . .
Epinephrine: inject intramuscularly using autoinjector (check one): [ ] 0.3 mg [ ] 0.15 mg
i ] Administer 2™ doseif symptoms do not improve in 15 — 20 minutes

symptoms

Antihistamine: give

{medicatlon/dose/route) _

: "Asthma Rescue (if asthmatic): give

) (medication/dose/route) _
Student has been instructed and is capable of self administering own medication. D.Yes CINo

| Provider (print) Phone Number:

Provider’s Signature: . _ Date:

_ O STEP 2: EMERGENCY CALLS ¢
1. If epinephrine given, call 911. State that an allergic reaction has been treated and additional
epinephrine, oxygen, or other medications may be needed.

2. Parenf: ___ Phone Number:
3. Emergency contacts: Name/Relationship Phone Number(s)
a. 1) 2)
*. b, N 2)

EVEN [F l;ARENT/GUAR[)lAN CANNOT BE REACHED; DO NOT HESITATE TO ADMINISTER EMERGENCY MEDICATIONS

I give permission for school personrel to share this information, follow this plan, administer medication and care for my child and, if necessary, contact

our health care provider. | assume full responsibility for providing the school with prescribed medication and deli itori i
) . . elivery /monitoring devices. | appr
this Severe Allergy Care Plan for my child. % ’ ! Prrove

Parent/Guardian's Signcfure: Date:

School Nurse: - i Date:




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 asthma.

1. Parents/Guardians: Before taking this form to your Health Care Provider, complete the top left section with:
e 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 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 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 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 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 Health 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 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 coples 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 school 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 child’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.

(11 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. | give permission 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. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no liability as a result of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form. | indemnify and hold harmless the Schoo 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
H C Disclaimars: Th ste olits WebsisPACHS Axiera Beatwst Py o0d &5 contenl b 3l yom o isk. The “zis” basis. The Amesicon Lung Assocision of the Mid- Ainitic {ALAM-A), the Peda|c/fdul
The Pediatric/Adult  §arlCi uhie soney and st st daciim s vmweds. ooses b, ey ot G, PEing bt o o b AT o o Sponsored by
Asthma Coalition lanass L 3 parl ALAN-A mukes wratiantied sl m:mee{.rcmulk‘mukmm. cumny, oo limehszsy o b coetied ALAM-A makes o waiasty, egeesentlion o Guesanly B the e
zmmommlumue;gahsvg&;ﬂuiﬁmmm hn:mg.m! &L;H;!_ Ihableﬂl:wm:#s[«him ':EW|I;W'W;“ e dameges, peesonal injmyhvsghil AMERICAN
, ksl polis, o1 damages sesaliog Nom deta of botiness inlen I on e s o ieabifiy |o use fhe conbend ¢ i Asthaa biealmenl Plan whether oammaly. contiadt, 100 o sy ofhes legal Becey, 2
of New Jersey whte o sl ALALE 536300 ety ef s R i s, Sty Y 48 o s o P ot e i LUNG
“Youpr \? Slm""ay to Asthma C;O”"O’" The PediatiicfAdult Asthma Coalition ol New Jersey, sponsoied by the American Lung Assocfalion in New Jersey, This pubicalion was suppoited by gianl Iom Ihe New Jisey Depalmenl of Heallh and Senior Seivices, vith funds ASSOCIATION.
fCianprosed P’;’" "‘f”"” 8l piovided by Ihe LS. Centers for Disease Control and Prevenlion under Cooperalive Agieement SUSSEHDO0431-5, s conten! ate solely the ilily of Ine aulhiors and o Iy vegresest e olliciat views ol the New N NEW JERSLY
www.pachy.org Jersey Department ol Heallh and Seake Sewvioes of the U.S. Cenlers lor Disez2e Conlrol and Prevenlion Aivough this documeni has been funded wholly & in patl by the Uniled Stales Ewinonmentad Pretection Agency under Agreement
XAG529660H-2 1o the Amesican Lung Associzlion in New Jersey, il has nol Ihrough he A £ ievr process and hereloe, may ol ngqasalily mllec_l lhe ﬁgws ol the Agency and no oliicial endorsemenl should

be infetsed. infoimalion in this publicalion is nol inended lo diagnose heallh prablems of 1ake ihe: place of medical advice. For asihme of any medicat ek Irom your child’s o your heallh

q



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 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

. Your Health Care Provider will complete the following areas:
» The effective date of this plan
» The medicine information for the Healthy, Caution and Emergency sections
« Your Health Gare 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 listed on the form
< Write in additional medications that will control your asthma
< Write in generic 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

. 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 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 Health Care Provider must sign and date the form

. 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 example: babysitters,
hefore/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. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. 1 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 school staff an 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 QNLY AND MUST BE RENEWED ANNUALLY

0 I 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. | give permission 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. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no liability as a result of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form. 1 indemnify and hold harmiess the School District, its agents and employees against any claims arising out of seff-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
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Name of School

Dtate of Nefo Jersey

DEPARTMENT OF EDUCATION

HEALTH HISTORY UPDATE QUESTIONNAIRE

physical examination was completed more than 90 days prior to the first day of official praét’ice shall provide a

'I'r}kparticipate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose

health history update questionnaire completed and signed by the student’s parent or guardian,

Stllldent Age_ | Grade __ _
Date of Last Physical Examination Sport |
Si:?cc the last pre-participation physical examination, has your son/daughter: ,
J. Been medically advised not to participate in a sport? Yes___, No____
If yes, describe in detail
|
l
2. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yes | No
If yes, explain in delail
| |
1?. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes | No
If yes, describe in detail I
1
[ -
4. Fainted or “blacked out?” Yes ' No
If yes, was this during or immediately after exercise? |
|
|
5. Experienced chest pains, shortness of breath or “racing heart?” Yes . No
If yes, explain
i
6. Has there been a recent history of fatigue and unusual tiredness? Yes | No
‘). Been hospitalized or had to go to the emergency room? Yes {No

Date:

If yes, explain in detail

Since the last physical examination, has there been a sudden death in the family or has any member of the family
under age 50 had a heart attack or “heart trouble?” Yes No

Started or stopped taking any over-the-counter or prescribed medications? Yes 'No

If yes, name of medication(s)

Signature of parent/guardian

PLEASE RETURN COMPLETED FORM TO THE SCHOOL NURSE’S OF%FICE
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