Asthma Treatment Plan — Student

(This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) {Physiclan's Orders)
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Doctor Parent/Guardian (if applicable) Emergency Contact
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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

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
4 Write in generic medications in place of the name brand on the form
* Together you and your Heaith 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
= Parmission to Self-administer Medication section at the bettom of the form: Discuss vour 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 copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| hereby give permission for my child to receive medication at 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.
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

| do request that my child be ALLOWED to carry the following medication for seli-administration
in school pursuant to N.J.A.G:.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 School District, its agents and employees against any claims arising out of seli-administration
or lack of administration of this medication by the student.

[J1 DO NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature Phone Date
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PATERSON PUBLIC SCHOOL
ACTIVITY LIMITATION FORM

PSi: (973)321- DATE GIVEN: DATE RETURNED:

STUDENT: DOB: GRADE/HR:
Dear Doctor:

Our records indicate that the above-named student requires an individual activity plan. Please provide a diagnosis and what accommodations, if
any, are needed. Will you kindly check below the activities that the student may participate in

PROGRAM OF FULL PARTICIPATION: Yes No
Relating to DIAGNOSIS:

Student MAY PARTICIPATE FULLY in the school program WITHOUT RESTRICTIONS.
PHYSICIAN PRINT/STAMP: PHONE:
PHYSICIAN SIGNATURE:

OR
PROGRAM OF RESTRICTED ACTIVITY: START DATE: END DATE:
Relating to DIAGNOSIS: , the following plan is indicated.
Student MAY PARTICIPATE in the following activities: YES | NO

WARM-UP EXERCISES: stretching, walking

LOW IMPACT AEROBICS: jumping, hopping, jogging, dance, Zumba

SWIMMING:

STUNTS: tumbling, rolling, balance, strength

PHYSICAL FITNESS TESTING: running, sit-ups, push-ups, pull-ups

NON-CONTACT GAMES: paddle ball, jump rope, badminton, tennis, bowling, other racket sports
WEIGHT TRAINING PROGRAM: free weights, treadmill

TRACK AND FIELD: springs, intermediate & distance running, long jump, high jump, shot-put

APPARATUS: climbing, vaulting, support, suspension

COMPETITIVE GAMES: soccer, hockey, basketball, baseball, softball, volleyball, speedball, touch
football
RECESS PLAY:

STAIR CLIMBING (Circle): YES NO *Number of flights of stairs allowed per day

USE OF HELMET in gym: YES NO in recess: YES NO inclass: YES NO
OTHER PROTECTIVE and/or ASSISTIVE DEVICES (please specify):

OTHER RESTRICTIONS:
PHYSICIAN PRINT/STAMP PHONE:
PHYSICIAN SIGNATURE DATE:

INITIAL EXAM ANNUAL FOLLOW-UP

Approved by School Physician: Date:




Grade

Student Name:

Paterson Public Schools
New Roberto Clemente/N ewcomers @ NRC
482-506 Maiket Street, Paterson, NJ 07501
School Health Office
Telephone: 973-321-0249
Fax: 973-321-0247

Homeroom #

Mother’s Name:

Father’s Name:

Address;

City:

Home Phone #:

Mother Cell #

Father Cell #:

Parent Signature:

Emergency contact numbers to follow:

1. Name;

Relation:

Emergency #:

2. Name:

Relation;

Emergency #:

3. Name;

Relation;

Emergency #:




A JPATERSON PusLIC GCHOOLS

Department of Nursing Services
90 Delaware Avenue, Paterson NJ 07503
Office: (973) 321-0722 Fax: (973) 321-0485

Date:

Name and Address of Hospital or Health Care Provider:

To Whom It May Concern:
This is to certify that I, , the
parent/legal guardian of Grade ,do

hereby give my written consent for you to release or obtain any medical records that you might

have in your possession concerning DOB

Please send records to the attention of the School Nurse at:

School Name and Address

Signature of Parent or Guardian:

Signature of School Nurse: Telephone: 973-321-

Paterson — A Promising Tomorrow
Together We Can



‘ PATERSON PUBLIC SCHOOLS

Department of Nursing Services
90 Delaware Avenue, Paterson NJ 07503
Office: (973) 321-0722 Fax: (973) 321-0485

Date:

Name and Address of School Nurse and Public School:

To Whom It May Concern:
This is to certify that I, , the
parent/legal guardian of Grade ,do

hereby give my written consent for you to release or obtain any medical records that you might

have in your possession concerning DOB

Please send records to the attention of the Hospital or Health Care Provider at:

Health Care Provider Address

Signature of Parent or Guardian:
Signature of Healthcare Provider: Telephone:
Signature of School Nurse: Telephone: 973-321-

Paterson — A Promising Tomorrow
Together We Can
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Asthma Emergency Plan

Name: DOB: School Year:
Student ID: Teacher/Grade: Date:
Parent: Phone: Nurse:
Alternate Parent: Phone:

Doctor: Phone:

If this student complains of asthma symptoms: shortness of breath, wheezing, chest tightness, coughing,
“can’t get air”, etc. the student will let you know.

The Doctor and parent has allowed this student to self-medicate for asthma symptoms in school and on
field trips. Please keep this information in your sub folder as well as your emergency book.

The student will take the following medication:

Albuterol (Ventolin, Pro-Air, Proventil) pump is taken 2 puffs by mouth every 4 hours as needed
OR other medication

The student will follow this procedure: (a spacer may be attached to the pump)

“Shake it, shake it, but don’t break it!”

Take a deep breath and let it out.

Place the pump in mouth with lips closed around pump.

Press the pump firmly while inhaling the medicine; hold breath for 10 seconds.

Take the pump out of mouth; count 60 seconds and repeat the procedure.

The medicine takes about 15 minutes to work, if symptoms get worse or student does not feel better,
child can take medicine every 20 minutes. Call 9-1-1 if symptoms do not improve after the second set of

medication.

If there is an evacuation, student will evacuate with the teacher to the new location.




