Pope John XXIII High School
Department of Health - Physical Policy
QUICK FACTS

Every Student...Every Year!

o All physicals must be completed over the summer

o Physicals must be completed on Pope John's forms, no
exceptions! Please include your student’s list of childhood
immunizations from your doctor’s office.

o All students must complete all the forms, not just athletes

o ONLY hand in physical packets into the MAIN OFFICE or
Nurse's office.

o Make copies of all forms to keep at home.

o No student will be allowed to attend school or athletics without a
valid physical (less than 1 year old)

o Over The Counter form is part of the physical & signed by the
doctor.

o Physicals are NOT accepted from Minute Clinics.

o Any questions call the school nurse at 973-729-6125 ext. 309S.



Pope John XXIII High School
Department of Health

Dear Parent/ Guardian,

In order for your Student to receive any type of medication at Pope John XXIII there

must be a signed written order from vour physician and parents.

Behind this letter is a form for the medication we now have in stock that the school
nurse can dispense to your student if needed. If you would like your student to receive
any of these medications at school, please have your physician fill out the over the

counter medication form at the time of your student’s physical.

If your student has asthma or any allergies requiring an EpiPen or inhaler, you must

review and sign the asthma action plan, allergy action plan, and delegate order forms.
These forms must be given to your physician at the time of your student’'s physical for

review and signature.

If your student requires any other types of medication ~the _school nurses must have

written orders from vour physician, which must include the name of the medication,

dosage, and directions for administration. The physician must sign the orders. The
parent/guardian should attach writien consent for that medication to be administered as

well. The medication must be provided to the school in the original container.

Thank You,
Pope John XXIII Nurses



Physical Checklist

Every Student...Every Year!
1) Physical Part A - Medical history

2) Physical Part B - Filled out by physician

3) Over The Counter Medications

4) Emergency Information Card

5) Allergy Action Plan/Delegate orders (if applicable)
6) List and dates of Immunizations

7) Asthma Treatment Plan(if applicable)



Pope John XXlII High School
Nurse’s Office
Emergency Information

Student’s Name:

LAST FIRST MIDDLE
Address;
Phone Number: Email:
Date of Birth: Age: Sexi___ Grade:

Parent/Guardian Information:

Name: Name:
Employer: Employer:
Workit: Worki#:
Cellit: Cell#:
Email: Email:

Additional Emergency Contact Information:(In case of emergency, if the abave numbers cannot be reached, please calf)

Name: Name:
Address: Address:
Phonett: Phone#:
Additional#: Additional#:

Medical Information:

Physician/Medical Provider:

Phone# Hospital Preference:
Allergies: Reactions:

EpiPen in Nurse Office Y N EpiPen on Student Y N
Inhaler in Nurse Office Y N Inhaler on Student Y N

Known conditions which may cause an emergency:

Please list ALL medications your child takes at home and in school:

For the safety of my child, | give permission to share the above information with faculty at Pope John
High School.

Date: Parent/Guardian Signature;

Emergency Treatment Permission: In the event of an emergency, it is required for us to have your consent for
your child to receive any medical treatment, Your signature below indicates that you have given us permission to
have your child treated if we are unable to contact you.

Date: Parent/Guardian Signature:




Consent to Treat

I (Print Parent/Guardian Name) consent to
the provision of medical care and treatment for my son/daughter
(Print Student Name). I understand that Pope John
XXIII Regional High School employs health care providers, such as nurses, athletic
trainers, and team physicians who are qualified to evaluate, treat, and rehabilitate
my child’s illnesses and injuries. I acknowledge that no guarantees have been given
to me as to the outcome of any examination or treatment and all results of
any examination and/or treatment are kept confidential. I understand and
agree that others may assist or participate in providing care. This may
include, but is not limited to, the Pope John Team Physician, athletic trainer, and/or
school nurse.

I understand Pope John serves as a host to interns from colleges and
universities and an intern may help treat my child, under the direction of a certified
athletic trainer or nurse. [ further understand that Atlantic Health System
host's sports medicine fellowships and a sports medicine fellow may assist in
treating my son/daughter, under the supervision of a licensed physician.

Print Student’s Name

Student Signature Date

Parent/Guardian Signature Date

(Parent has read and understands Consent to Treat Policy)



PHYSICIAN'S OVER-THE-COUNTER MEDICATION ORDER

(student’s name) may receive the following
medications indicated by a check mark during school hours in the health office.

( )} Acetaminophen 325 mg tablets. May take 1-2 tablets as indicated on
the label, as needed for minor aches, pain, headaches or a fever > 100.3

( ) Ibuprofen 200mg tablets. May take 1-2 tablets as indicated on the
label, as needed for minor aches, pain, headaches or a fever > 100.3

( ) Antacid 750mg chewable tablets. May take 2-4 chewables as indicated on the label,
as needed for acid indigestion or heartburn.

{ ) Diphenhydramine 25 mg tablet. May take %, or 1, or 2 tablets every 4 hours as
indicated on the label, as needed for allergic reaction.

( ) Cough drops. One lozenge every 2 hours as needed for cough or sore throat.

Physician’s Signature:

Date: Address Stamp:

I, (parent’s signature) hereby give my permission for the
nurse to dispense the medication indicated for my child when necessary. My child has no
allergies to these medications.

Date:




ATTENTION PARENT/GUARDIAN: The preparticipation physical examination {page 3) must be completed by a keaith care provider who has completed
the Student-Athlele Cardiac Assessmeni Professional Development Module.

HISTORY FORM

PREPARTICIPATION PHYSICAL EVALUATION

{Note: This form Is to be filled out by the patient and parent prior to seeing the physician. The plysician should kee copy of this form in the chart)

Date of Exam
Name Date of birth
Sex Age Grade Schoal Sport(s)

Medicines and Alfergies: Please list all of the prescription and ever-the-counter medicines and supplements (harbal and nutritional) that you are currently tzking

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

Signature of athlele ___ o

Signature of parent/guardian

Date

Do you have any allergies? O Yes 0O Mo If yes, please identify specific allergy below.
O Medicines O Pollens 0J Food O Stinging Insects
Explain “Yes" answers below. Circle questions you don’t know the answers to,
GENERAL QUESTIONS Yes | Mo MEDICAL QUESTIONS Yes | HNo
1. Has a doctor aver denfed or restricted your parlicipation in sporis for 26. Do you cough, wheeze, or have dilficully breathing during or
any reason? afler exercise?
2. Do you have any angoing medicat conditions? If s, please identify 27, Have you ever usgd an inhaler o taken asihma medicing?
velow: O Asthmz O Anemia [ Diabetes [0 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 lesticle
3. Have you ever spent the night in the hospital? {males), your spleen, or any other argan?
4, Have you ever had surgery? 30. Do you have groin paln or a painful bulge or hernia in the groin area?
HEARYT HEALTH QUESTIONS ABOUT YOU Yes Ho 31. Have you had infectious mononucfeosis {mong) withia the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, prassura sores, or other skin problems?
AFTER exercise? : 33, Have you had a herges or MRSA skin infection?
6. Have you ever had_mscumfun, pain, tightness, or pressure in your 34. Have you ever had @ head injury or concussion?
Ghest during extreisa? 35 H hat a bit or blows to the head that d conf
- - - " . Have you ever had a hit or blow to the head thal caused confusion,
7. Does your hearl ever race or skip beats (irregular beats) during exercise? pralonged headache, or memory probianis?
8. ?::C?{ (::IIEC:IS;!E;;;I?M you that you have any heart problems? if so, 26, Do you have 2 hislery of seizure disorder?
O High bload pressure 1 Ahearl murmar 37. Do you have headaches with exercise?
0 High chotestero O Ansgart infection 38. Have you ever had numhness, lingHng, of waaknass in your anms or
[ Kawasaki disease Other: legs after being hit or falling?
9. Has a doclor ever ordered 2 test for your heart? {For example, ECG/EKG, 39, Have you ever been unabla to mave your ams or legs afier being hit
gchocardiogiam) or falling?

10, Do you get ightheaded or feel more short of breath than expected 40. Have you ever hacome ill while gxercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?

1. Have you ever had an unaxplained seizure? 42, Do you or someone in your family have sickle cell trait or disease?

12. Do you get mare tired or shorl of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?

) qa?
during exercise? 44. Have you had any eye injuries?

HEART HEM’.TH ?UESTI:NS ABOUT ‘:ﬂlidﬁ :im? . — Yes | Ho . 45. Do you wear iasses o contact ienses?

13, Has any family member or relative died of heart problems or had an —”—
unexpected or unexplained sudden death before age 50 (including 46. Da you wear profective eyewear, such as goggles or a face shielg?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you Worry about your weight?

14. Does anyane in your famify have hypertrophic cardiomyopalhy, Marfan 48. Are you trying to or has anyene recommended that you gain or
syndrome, arthylhmaganic right ventricular cardiomyepathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are you an a special diet or do you aveid certain types of foods?
polymorphic veniricular tachycardia? —

Do - P PO p——— ” 50. Have you ever had an eating disorder?

. Does anyone in your family have a hea , pacemaker, or - " -
implanlel::l defEhr!;iIamr? v p p §1. Do you have any concerns that you would like to discuss with a doctor?

16. Has anyone in your famiy had unexplained faintiag, unexplained FEMALES ONLY
seizures, or near drowning? 52. Have you ever had a menstrual periog?

BONE AND JOINT GUESTIONS Yes No 53. How old were you when you had your first menstrual period?

17. Have you ever had an injury to a bong, muscle, ligament, or tendon &4, How many periods have you had irr the last 12 monihs?

: : o
that caused you o miss a practice or a garne Explain “yes” answers here

18. Have you ever had any biroken or {ractured bones or dislocated joints?

19. Have you aver iad an injury that required x-rays, MRL, CT scan,
injections, therapy, 2 brace, a cast, or ¢rufches?

20. Have you ever had a stress fracture?

2%, Have you ever been told that you have or have you had an x-ray for nsck
instability or allantoaxia! instability? (Down syndrome or dwartism)

22, Do you requiarly use a brace, orthotics, or cther assistive device?

23. Do you have a bone, muscle, o7 joint injury that bothers you?

24, Do any of your joints bacome painful, swollen, feel warm, of look red?

25. Do you have any history of juvenile arthrifis or connective tissue dissase?

©2010 Au;vérgén A.cét.ier;r y of vFén;.f,'j.f»Pfr ysicians, American Academy of Pedfa{r;'b\;: mﬁmen‘san College of Sporr;n{;!;&;'c';ne. Amegrican ﬂ@dﬁ&é.'@d&é}y for ébaﬂ; .I'redfcme htnencan Ofﬂwlopaegfé o
Sociely for Sports Madicing, and American Osleopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes witl acknowlsdgiment.
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Name

Sex

FREPARTICIPATION PHYSICAL EVALUATION

THE ATHLETE WITH SPECIAL NEEDS:

SUPPLEMENTAL HISTORY FORM

Date of £xam

Date of birth

Age Grade School

Sport(s)

. Type of disability

Date of disability

. Classification iif available)

. Cause of disability (birth, disease, accidenttrauma, other)

o | 0| po|

. List the sports you are interested in playing

Yes

No

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

Do you use any special hrace or assistive device for spors?

6
7.
8

. D you have any rashes, pressure sores, or any other skin preblems?

9.

0o you have a hearing loss? Do you use a hearing aid?

10.

Do you have a visual impairm:ent?

11.

Do you use any special davices for Dowel or tladder funclion?

12,

Do you have burning or discomfort whan urinating?

13.

Have you had aulonomic dysreflexia?

14,

Have you ever been diagnosed with a heal-related (hyperthernvia) or cold-related {hypolhermia) iliness?

15.

0o you have muscle spasticity?

18,

Do yau have frequent seizures thal cannot be controfied by medication?

Exniain “yes" answers hiere

Please Indscate if you have ever had any of 1he following.

Yes

Na

Atlantoaxial inslabilily

X-ray evalugtion for atfanloaxial instability

Dislocated joints (mare than ong)

Easy bleading

Erdarged spliean

Hepatitis

Osteepenia or ostecporasis

Difficulty controlling bowel

Difficully contrefling Sladder

Mumbness or tingfing in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in abifity to walk

Spina bilida

Latex allergy

Explain "yes" answers here

I hereby stale that, to the best of my knowledge, my answers to the above questions are complele and correct.

Sgnature of athlete Signatuse of parenti

@2(5 10 American Academy of Famiy Ph ysr‘c:i;ns, American Academy of Padiatrics, American Coliege of Sports Medicine, .:lmem:an Medical Sociely !.or. .‘S}Jorr; aé&ici;ie;‘.‘{n}é}ic;‘;imonﬁd;réedic
Sociely for Sports Medicing, and Amarican Osteapattic Academy of Sports Medicing. Permission is granfed fo reprint for noncommercial, educational purposes with ackno wigdgment,
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NOTE: The preparticiaption physical examination must be conducted by a heafth care provider whe 1) is a licensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athiete Cardiac Assessmert Professional Development Medule.

PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAR REMINBERS
1. Conslder addIttonal questlons an mere sensitive issues
* Do you {eel siressed out ar under a lat of pressure?
* De you ever Ieel sad, hopeless, depressed, or anxlous?
* Do you feel safe at your hame or resldence?
* Have you ever tried clgarettes, chewing tobacco, snuff, or dip?
* Duting the past 30 days, did you use chewlng tabacco, snuti, or dip?
* Do you drink alcohol or use any other drugs?
* Have you ever taken anabolic sterolds or used any olher performance supplement?
* Have you ever taken any supplements to help you galn or lose welght or Improve your perfarmance?
* Do you wear a 5eal bell, use 2 helmet, and use condoms?
2. Censider revlewing quesilans an cardlovascular symptorns {queslions 5-14).

EXAMINATION
Height Weight 00 Male [T Female

BF ! ( ! 1 Pulse Vision R 20/ L2 Corected OY OMN
MEDICAL NORMAL ABNORMAL FINDINGS
Appearance

* Marfan stigmata (kyphascoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxily, myopia, MVP, acriic insufficiency)

Eyesfears/nose/throat

+ Pupils equal

* Hearing

Lymph nodes

Heart*
« Murmurs (auscultafion standing, supine, +/- Valsalva)
» tacation of point of maximal imptise {PMI}

Fulses
» Simultaneous femoral and ragial pulses

Lungs
Abdomen

Senilourinary (males oniy)
Skin

+ HSV, lesions suggestive of MRSA, tinea corporis
Neurglagic®
MUSCULOSKELETAL
Neck

Back

Shouiderfarm
Elbowrarearm
Wrist/hand/fingers
Hip/thigh

Knee

Leg/ankie

Fool/toes

Functional
o Duck-walk, single leg hop

“Consitier ECB, echocardiogram, and referral to cardlology for abnormal cardiac histary or exam
*Cansider GU exam if in private setting Having thirg party present is iecommendad.
“Consider cognilive evaluation ar baseling neuropsychiatrc festing if a history of significant concussien

3 Cleared far all sports without restriction
3 Dleared for alt sports without restriction: with recommendations for further evatuation or treatment fer

0O Mot cleared
O Pending further evaluation
L1 Forany sports
£1 For certain sports
Reason

Recommendations

| have examined the above-named studeat and compleled the preparticipation glysical evaiuation. The athlete does nol present apparent clinical condraindizations to praclice and
participate in the spori(s} as guliined abgve. A copy of the physical exam is on record in my office and can be made availakle to the school at fie reguest of the parents. If condiliens
arise alter he athlete has been cleared for parlicigalien, a physician may rescind the clearance unfil the prablem is resolvet and the potential consequences are completely explained
to the athlele {ant parenis/guardians).

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

Address Phone _
Signalure of physician, AFN, PA

merican Academy of Famdy Pl ys:crané. American Academy of Fediatrics, American College of Sports Madicine. American Medicai Saciety for Sporfsﬁedicine, Amer?cé;z Udha,(;;e-r;fcw .
Soctety for Sports Medicine, and American Osfeopathic Acadery of Sports Medicing. Permission /s granted 1o reprint for noncommercial, educatianal purposes with ackno whedgment,

HE503 GBI
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name SexOM DOF Age - _ Dateoibith o
8 Cigared for al sports without restriction
O Cleared for all sperts without restriction with recommendations for further evaluation or treatment for
O Not cleared
O Pending further evaluation
O For any sports
8 For certain sports
Reason
Recommendations
EMERGENCY INFORMATION
Allergies
Other information
HCP OFFICE STAMP SCHODL PHYSICIAN:
Reviewed on
(Date)
Approved Not Approved
Signature:

| have examined the ahove-named student and completed the preparticipation physical evafuation. 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 after the athlete has been cleared for participation,
the physician may rescind the clearance until the problem is reselved and the potential consequences are completely explained to the athlete
{and parents/guardians).

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

Address Fhong

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signature

©2010 American Academy of Famity Physicians, Amerigan Academy of Pediatrics, American Collage of Speris Medicine, American Medical Seciety for Sports Medicine, American Orthopaedic
Society for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission is granted t reprint for noncommereial, educational puraoses with acknowledgment,
Mew Jersey Department of Education 2014, Pursuant fo L2613, ¢.71



Allergy and Anaphylaxis Emergency Plan

American Academy of Pediatrics

DEDICATED TO THE HEALTEH OF ALL CHELPDREN® : SEEStad)

Child’s name: Date of plan:

Date of birth: ___/ | Age Weight: kg Attach
child’s

Child has allergy to photo

Child has asthma. O Yes O No {If yes, higher chance severe reaction)

Child has had anaphylaxis, O Yes O No

Child may carry medicine. 0 Yes [ No

Child may give him/herself medicine. 01 Yes [d No (If child refuses/is unable to self-treat, an adult must give medicine)

IMPORTANT REMINDER

Anaphylaxis is a potentially life-threating, severe allergic reaction. If in doubt, give epinephrine.

For Severe Allergy and Anaphylaxis
What to ook for

=

If child has ANY of these severe symptoms after eating the
food or having & sting, give epinephrine.
» Shortness of breath, wheezing, or coughing
» Skin color is pale or has a bluish color
= Weak pulse
» Fainting or dizziness
« Tight or hoarse throat
« Trouble breathing or swallowing
 Swelling of lips or tongue that bother breathing
« Vomiting or diarrhea (if severe or combined with other
symptoms)
» Many hives or redness aver body
= Feeling of "doem,” confusion, altered consciousness, or
agitation

O SPECIAL SITUATION: If this box is checked, child has
an extremely severe allergy to an insect sting or the
following food(s): . Even if child
has MILD symptoms after a sting or eating these foods,
give epinephrine.

Give epinephrine!
What to do

1. Inject epinephrine right away! Note time when
epinephrine was given.
2. Callg11.
» Ask for ambulance with epinephrine.
= Tell rescue squad when epinephrine was given.
3. Stay with child and:

« Call parents and child’s doctor.

* Give a second dose of epinephrine, if symptoms
get worse, continue, or do not get better in 5
minutes.

» Keep child lying on back. If the child vomits or has
trouble breathing, keep child lying on his or her
side.

4. Give other medicine, if prascribed. Do not use other
medicine in place of epinephrine.

+ Antihistamine
« Inhaler/bronchodilator

For Mild Allergic Reaction
What to look for
If child has had any mild symptoms, monitor child.
Symptoms may include:
= [tchy nose, sneezing, itchy mouth
» A few hives
= Mild stomach nausea or discomfort

Monitor child

What to do
Stay with child and:
» Watch child closely.
» Give antihistamine (if prescribed).
« Call parents and child's doctor.
» If more than 1 symptom or symptoms of severe
allergy/anaphylaxis develop, use epinephrine. (See
‘For Severe Allergy and Anaphylaxis."y

Medicines/Doses ‘
Epinephrine, intramuscular (list type):

Dose:[10.10 mg (7.5 kg to less than13 kg)*

Antihistamine, by mouth (type and dose):

[10.15 mg (13 kg to less than 25 kg)
0 0.30 mg (25 kg or more)
(*Use 0.15 mg, if 0.10 mg is not available)

Other (for example, inhaler/bronchodilator if child has asthma):

Parent/Guardian Authorization Signature Date

PhysicianfHCP Authorization Signature

Date

© 2017 American Academy of Pediatrics, Updated 03/20189. All rights reserved. Your child's dector will tell you to do what's best for your child.
This informatien should not take the place of tatking with your child's doctor. Page § of 2.



Allergy and Anaphylaxis Emergency Plan American Academy of Pediatrics § <

BEDICATED TO THE HEAUUH OF ALL CHILDREN" pe

Child’s name: Date of plan:

Additional Instructions:

Contacts

Call 911 / Rescue sguad;

Doctor: Phone;
Parent/Guardian: Phone:
Parent/Guardian: Phone:

Other Emergency Contacts

Name/Relationship: Phone:

Name/Relationship: Phone:

© 2017 American Academy of Pedialrics, Updated 03/2018. Ali rights reserved. Your child's doctor will tefl you to do what's best for your child.
This information should not take the place of talking with your child's doctor. Page 2 of 2,




Asthma Treatment Plan — Student

(This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) (Physician’'s Orders)

{(Please Print)

Sponsored by
AMERICAN

LUNG
ASSOCIATION.

AENJ +

Pedintric Adult Asthmn Cos

N Health

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

HEALTHY (Green Zone) FHI»

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

You have all of these:
= Breathing is good
- No cough or wheeze
< » Sleep through
the night
* Can work, exercise,
and play

And/or Peak flow above

MEDICINE HOW MUCH to take and HOW OFTEN to take it

(] Advair® HFA [] 45, [] 115, [] 230 2 puffs twice a day

[C] Aerospan™ [J1, [ 2 puffs twice a day

[] Alvesco®[] 80, (] 160 [711, [ 2 puffs twice a day

[7J Dulera® 71100, [J 200 2 puffs twice a day

[ Flovent®[] 44,1110, []220 2 puffs twice a day

(J Qvar®[] 40,1 80 11,0 2 puffs twice a day

[] Symbicort® [ 80, [] 160 [11,[J 2 puffs twice a day

[.) Advair Diskus® [] 100, [J 250, (] 500 1 inhalation twice a day

[J Asmanex® Twisthaler® [] 110, [ 220 [711,J 2 inhalations [] once or (] twice a day
(] Flovent® Diskus® [] 50 [J 100 [[] 250 1 inhalation twice a day

(] Pulmicort Flexhaler® (] 90, [ 180 711, 2 inhalations ["] once or [_] twice a day
(1 Pulmicort Respules® (Budesonide) [J 0.25, (] 0.5, 1.0___1 unit nebulized (7 once or (] twice a day

[7] Singulair® (Montelukast) (] 4, 15, (] 10 mg 1 tablet daily

[7] Other

] None

If exercise triggers your asthma, take

Remember to rinse your mouth after taking inhaled medicine.
puff(s) minutes before exercise.

CAUTION (Yellow Zone) [11IL)>

Continue daily control medicine(s) and ADD quick-relief medicine(s).

You have any of these:
= Cough

* Mild wheeze

= Tight chest

= Coughing at night

« Other:

If quick-relief medicine does not help within
15-20 minutes or has been used more than
2 times and symptoms persist, call your
doctor or go to the emergency room.

And/or Peak flow from to

MEDICINE HOW MUCH to take and HOW OFTEN to take it

[] Xopenex®
[J Albuterol [] 1.25, (1 2.5 mg

(] Albuterol MDI (Pro-air® or Praventil® or Ventolin®) _2 puffs every 4 hours as needed

2 puffs every 4 hours as needed

1 unit nebulized every 4 hours as needed
[J Duoneb® 1 unit nebulized every 4 hours as needed
[] Xopenex® (Levalbuterol) [J 0.31, [T 0.63, [J 1.25 mg _1 unit nebulized every 4 hours as needed
(] Combivent Respimat® 1 inhalation 4 times a day

[ Increase the dose of, or add:
[ Other

« If quick-relief medicine is needed more than 2 times a
week, except before exercise, then call your doctor.

Triggers
Check all items
that trigger
patient’s asthma:

- Colds/flu
J Exercise
JAllergens
> Dust Mites,
dust, stuffed
animals, carpet
2 Pollen - trees,
grass, weeds
> Maold
2 Pets - animal
dander
» Pests - rodents,
cockroaches
- Odors (Irritants)
> Cigarette smoke
& second hand
smoke
» Perfumes,
cleaning
products,
scented
products
> Smoke from
burning wood,
inside or outside
- Weather
> Sudden
temperature
change
» Extreme weather
- hot and cold
> Ozone alert days

- Foods:

EMERGENCY (Red Zone) |/1Ilp>

Your asthma is
getting worse fast:
« Quick-relief medicine did

= Breathing is hard or fast

= Trouble walking and talking

And/or = Lips blue = Fingernails blue
Peak flow  *Other:
below

not help within 15-20 minutes

» Nose opens wide = Ribs show

Take these medicines NOW and CALL 911.
Asthma can be a life-threatening illness. Do not wait!

MEDICINE

HOW MUCH to take and HOW OFTEN to take it |

["] Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes

[J Xopenex® 4 puffs every 20 minutes
(] Albuterol []1.25, 1 2.5 mg 1 unit nebulized every 20 minutes
[C] Duoneb® 1 unit nebulized every 20 minutes

[[J Xopenex® (Levalbuterol} (] 0.31, ] 0.63, (11 1.25 mg ___1 unit nebulized every 20 minutes
[] Combivent Respimat® 1 inhalation 4 times a day
(] Other

This asthma treatment
plan is meant to assist,
not replace, the clinical
decision-making
required to meet
individual patient needs.

REVISED MAY 2017

Permission 1o reproduce blank farm « www.pacrf.org

Permission to Self-administer Medication:

[_] This student is capable and has been instructed
in the proper method of self-administering of the
non-nebulized inhaled medications named above
in accordance with NJ Law.

[J This student is not approved to self-medicate.

PHYSICIAN/APN/PA SIGNATURE

DATE

Physician’s Orders

PARENT/GUARDIAN SIGNATURE

PHYSICIAN STAMP




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 s Child’s doctor’s name & phone number « Parent/Guardian's name
» Child's date of birth » An Emergency Gontact 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, Gaution 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 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 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.

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 School District, its agents and employees against any claims arising out of self-administration
or lack of administration of this medication by the student.

11 D0 NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature Phone Date
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