. The Pediatric/Adult Sponsored by \Y/
- Asthma Treatment Plan Qmm memean (N2,
(This astiima action plan meets MJ Law NJ.SA. 18A:40-12.8) (Physician's Orders) of New Jersey ASSOCIATION. L )
o Pyt g Cortor e e
{Please Print) [ e
Name Date of Birth Effective Date
. | Doctor Parent/Guardian (if applicabig) Emergency Gontact
Phone Phone Phone

HEALTHY Il 2

Take daily medicine{s). Some metered dose inhalers may

be more effective with a “spacer” - use if directed

"g:‘e;‘;:e iﬂ g;;hese: MEDIGINE HOW MUCH o take and HOW OFTEN to take it ;l}"i'l?"g-ters
- Nocough or wheezs | ) Advair® 1100, L1250, 01 500 1 inhalation fwice a day that vigger
&ep troug [J Alvesco® ] 80, [T 160 11,132 pufts MD! twice a day
thepight (J Asmariex® Twisthaler® (1 110, (3 220 {11, [ 2inhalations (] ancs or [ twice a day | 2 Chak dust
= Gan work, exercise, 01 Flovent® [J 44, 0] 110, [3 220 2 puffs MD} twice a day Q Cigarstte Smoke
and play {3 Flovent® Diskus® (] 50 100 (1 2501 inhalation twice a day & second hand
(T Pulrnicort Flexhaler® [0 80, [ 180 11, (12 inhalations {1 once or {7 twice a day &1 Coldgl
3 Pulmicort Respules® (3 0.25, {7 0.5, (3 1.0 __1 unit nebufized [ once or [ twice a day DE'[ iy
&3 Quar® [ 40, 07 80 [, 012 puffs MDI twice a day e
(1 Singulair [3 4, (15,110 mg 1 tablet daily animals, carpet
LT Symbicort® (7 80, [ 160 [11,2]2 puifs MDI twice a day Q Exercise
: [1 Other
0 Mold
Andfor Peak flow above O None 2 Ozone alett daye
Remember to rinse your mouth after taking inhaled medicine. Pests - rodents &
If exercise triggers your asthima, take this medicine, minutes before exercige,  tockroaches
. - 0 Pets - animal
- - - dander
CAUTION lfll* Continue daily medicine(s) and add fast-acting medicine{s}. \u s, s
. ut :
“’E’; have any :\::?:;gi} MEDICINE HOW MUCH to take and HOW OFTEN totake it | o guone sy
- Cough [J Accuneb® [ 0.63, (3 1.25 mg 1 unit nebulized every 4 hours as needed perfumes, clea-
- il dg heeze (1 Albutersl [31.25, 11 2.5 mg 1 unit nebulized every 4 hours as needed L’Lﬂﬂgt;"d““fctfdu e
i wie 01 Albwterol [ Pro-Air [ Proventil® 2 pufis MDI every 4 hours as needed 2 Sudden t[;m ora
= Tight qhest ) 1 Ventolin® [ Maxair [J Xopenex® 2 puffe MDI every 4 hours as neaded are changep
* Coughing at night [ Xopenex® [10.31, [ 0.63, {7 1.25 mg __1 unit nebulized every 4 hours as needed Y Wood Smoke
« Other; [ Increase the dose of, or add: Q Foods:
{1 Other )
B9 if fast-acting medicine is needed more than 2 fimes a wesak,
Andfor Peak flow from to except before exercise, then call your doctor,
2 Other:
EMERG EYNCX I [Take these medicines NOW and call 911.
our astnma is - - - -
getting worse fast: Asthma can be a life-threatening illness. Do not wait!
» Fast-acting medicine did not | 3 Accuneb® 3 0.63, (3 1.75 mg 1 unit nebutized every 20 minutes — e
- - - T ———
help within 15-20 minutes | 5 pphuterot (71,26, 0 2.5 mg 1 unit nebulized every 20 minutes This asthma
i greathmg 15 ha{f andfast | Albutercl [ Pro-Air (3 Proventil® 2 puffs MDI every 20 minutes treatment plan s
’ R?biesﬁfwns wids O Ventolin® 7] Maxair 3 Xopenex® 2 puffs MO every 20 minutes mg{am tln assihst,
* X ® : : : nat replage, the
« Trouble walking and tatking [ Xopenex® [10.31, [ 0.83, 3 1.25 mg __1 unit nebulized svery 20 minutes cﬁnica[l] decision-
» Lips blue « Fingemails biue |1 Other making requied
to meet individual
And/or Peak flow balow patient naeds,
IR AR nTRE | FOR MINORS ONLY:
g”ﬁ“:ﬁ?ﬁiiﬁ%: (] This student is capable and has beer instructed in the PHYSICIAN/APN/PA SIGNATURE DATE
ﬁéﬁbmwﬁqa o i b proper method of seff-administering of the on-nebulizes PARENT/GLARDIAN SIGNATURE
{5l S, it P A i Ao inhaled medications named above in accordance with
b3 o ey NJ Law. PHYSICIAN STAMP
REVISED MAY 2008 [ This student is not anproved to seli-medicate.
Parristion to repeodice blank form
PR AT O

Make a copy for patient and for physician file. For children under 18, send original to school nurse or child care provider.
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oo -7 'ST. THOMAS AQUINAS HIGH SCHOOL,
" ONE TINGLEY LANE . EDISON, NJ 08820

e~y

Office of the Principal Sr. Donna Marie Trukowski, C.S.S.F.

PARENTAL CONSENT FORM f

I hereby acknowledge my understanding that if procedures specified in the “Emergency Plan for
Allergic Reactions” for the administration of Epinephrine by a delegate trained by the nurss are
followed, St. Thomas Aquinas High School shall have no liability as a result of any injury arising from
the administration of a pre-filled, single dose auto injector mechanism containing epinephrine fo the
pupil and that the parents or guardians shall indemnify and hold harmless St. Thomas Aquinas High
School and its employees or agents against any claims arising out of the administration of a pre-filléd,
single dose auto-irijector mechanism containing epinephrine to a pupil.

I also understand that this “Emergency Plan for Allergic Reactions From” is good for this school year
only. A new form isrequired each year,

Patent/Guardian Signature - : Date

A FULLY ACCREDITED COLLEGE PREPARATORY SCHOOL OF THE ROMAN CATHOLIC DIOCESE OF METUCHEN FOUNDED IN 1969.
Tel: 732-549-1108 - FAX: 732-494-2229 www.stahs.net



~ St. Thomas Aquinas High School

ONE TINGLEY LANE . EDISON, NJ 08820

’

Nurse’s Office
Dear Parent/ Guardian:

The State of New Jersey passed legislation allowing students to carry medication for
asthma or other. potentially life-threatening illnesses: i.e. an inhaler or an ANA kit
provided that: ;
1. The parents or guardlans of the student prov1de the school with written
" authorization for self-administration of the medication.
2. The school receives written certification from the physician of the student
§ that the student has asthma or other life-threatening illnesses.
'+ 3. The physician certifies that the student is capable of, and has been
instructed in, the proper method of self-administration.
4.  The parents or guardians of the student sign a statement acknowledging that
+ the school shall incur no liability as a result of any injury. arising from self-
administration of the medication by the pupil and that the parents or
guardians shall indemnify and hold harmless the school and its employees
or agents against any claims arising out of the self-administration of the
medication by the pup11 as in the past.

The school.and its employees or agents shall incur no liability as a result of any injury
arising from self-administration of medication by the student.

The permission is effective for one school year and must be renewed annually.

4
-~

This provision is for students with inhalers for asthma and medication for life-
threatening illnesses only. All other medications will be kept in the Nurses Office and
dispensed with a written order and parental permission as in the past.

Sincerely,

School Nurse

A FULLY ACCREDITED COLLEGE PREPARATORY' SCHOOL OF THE ROMAN CATHQLIC DIOCESB OF METUCHEN FOUNDED IN 1969.
Tel: 732-549- 1108 : FAX 732-494-2229 WWW.stahs.net



St. Thomas Aquinas High School
. ONE TINGLEY LANE - EpIsoN, NJ 08820

Nurse’s Ofﬁce

PHYSICIAN REQUEST FOR STUDENT WITH LIFE THI{EATENING CONDITION
TO SELF ADMINISTER MEDICATION

STUDENT MUST CARRY MEDICATION AT ALL TBVIES

NAME OF STUDENT: . |  GRAPE: _____ DH,
DIAGNOSIS / ILLNESS: |
MEDICATION #1; . DOSAGE.
FREQUENCY: B | _ METHOD OF ADMIN:.
SIDE EFFECTS: |
MEDICATION#2: - . . DOSAGE:
| FREQUENCY: ______ ; _ METHOD OF ADMIN:
SIDE EFFECTS:

I certify that I have mstructed this child in the proper method of administration and cerhfy that the child
is-capable of self- ‘administration and has demonstrated this to my satisfackion. I assume responslbﬂlty
for the child’s safety in self- adrmmstzaﬁon

Physician Signature ' ' Phone # : Date-
(Counier starops are not accepted) S . .

* /We authorize the Pnn01pa1 School Nurse and the school’s eniployees to permlt the student to self-
administer the above medication/s as indicated. I/We understand and agree that the Principal, School
Nurse, and the school’s personnel shall not be liable for any injury to the Student resulting from the

self~- admmzstx:a.ign of the medication/s as anthorized by the signature below. © '

- * I assume full responsibility for prowdmg the above named medication in a clearly labeled, ori gmal

container,
* T aclnowledge that I may j be: 11ab1e if any other child is injured by the madvertent use of this

medication.
STUDDNT MUST CARRY MEDICATION AT ALL TIMES
I certify that the information provided herein is accurate to the best of my knowledge as of the date of my sigunature and) may
be shared with school persomxel if necessary to assure the health of the student

' Signature of Student Signature of Parent /Guardian

Date , ‘ ’ Date -

A FULLY ACCREDITED COLLEGE PREPARATORY SCHOOL OF THE ROMAN CATHOLIC DIOCRSE OF METUCHEN FOUNDED IN 1969,
Tel: 732-549-1108 - FAX: 732-494-2229 ; www stahs net



EMERGENCY HEALTH PLAN

Name ID# Date
Diagnosis Allergy
Physician’s Naine Phone:

Student -Specific Emergencies

If You See This Do This

Ifan emergency occurs at a time or place other than normal school hours:

1. Call 911 Immnediately if life threatening
2. Stay with student or designate another adult to do so.
. 3. Give preseribed medication if available.

DO NOT HESITATE TO ADMINISTER MEDICATION OR CALL 911

Medication: : Dosage Method of Admin:
Medication: Dosage " Method of Admin:
Instructions:

1 certify that the information proviricd herein is accurate to the best of my knowledge as of the date of my signatire
and may be shared with school personnel if necessary to assure the health of the student.

Parent Signature Date - Phiysician Signature Dite

Emergency Contacts (please print)

1. Name: Relationship:
Phone#l1: ' Phone #2

2. Name: Relaﬁonsﬁip:
Phone#l: - Phone #2

-3 Name: | Relationship:
Phone#1: : Plione #2

12/05



