Fagd Allergy Reseatch & Education

Name: B.0.B.:
Allergy to:
Weight: Ibs. Asthma: [J Yes (higher risk for a severe reaction) [i No

FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens:
THEREFORE:

T If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
O If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent,

1

2.

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ® ®

LUNG HEART THROAT MOUTH
Shortness of Pale or bluish Tight or hoarse Significant
breath, wheezing, skin, faininess, throat, trouble  swelfing of the
repetitive cough weak puise, breathing or tongue or lips

dizziness swallowing
GOMBINATION
SKIN GUT OTHER of symptoms
Many hives over Repetitive Feeling from different
body, widespread vomiting, severe  something bad is body areas.
redness diarrhea about to happen,
anxiety, confusion
<1 L1 41

. INJECT EPINEPHRINE IMMEDIATELY.

Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency
responders arrive,

Consider giving additional medications following epinephrine:

»  Antihistamine

» Inhaler {bronchodilator) if wheezing

Lay the person flat, raise legs and keep warm. If breathing is
difficult or they are vomiting, let them sit up or lie on their side.

If symptoms do not improve, or symptoms return, more doses of

epinephrine can be given aboui & minutes or more after the last dose.

Alert emergency contacts.

Transport patient to ER, even if symptoms resclve. Paiient should
temain in ER for at least 4 hours because symptoms may return.

MILD SYMPTOMS

® © ®

NOSE MOUTH SKIN GUT
ltchy or ltchy mouth A few hives, Mild
runny nose, mild itch nausea or

sheezing discomfort

FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
AREA, FOLLOW THE DIRECTIONS BELOW:
1. Antihistamines may be given, if ordered by a
healthcare provider.
2. Stay with the person; alert emergency contacts.

3. Waich closely for changes. If symptoms worsen,
give epinephrine.

MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: (1 0.1 mg M [J 0.15mg i [J 0.3 mg 1M

Antihistamine Brand or Generic:

Antihistamine Dose:

Other {e.g., inhaler-bronchedilator if wheezing):

PAT|

IENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE




Asthma Action Plan
Name Date of Birth Grade/Teacher

Health Care Provider Heaith Care Provider's Office Phone Medical Record Number
Parent/Guardian - Phone Alternate Phone
Parent/Guazdian/Alternate Emergency Gontact Phone Alteznate Phone
DIAGNOSIS OF ASTHMA SEVERITY ASTHMA TREGGERS (Things That Make Asthma Worse)

[ intermittent (] Persistent [OMild OModerate (OSevere]  [J Smoke [ Colds [ Exercise {7 Animats [ Dust [] Food
] Weather [ Odors ] Pollen {1 Other

(1 Mo daily controller medicines required
[ Daily controller medicine(s}:

have ALL of these:

O
Take puif(s) or tahlet{s) daily.
[ For asthma with exercise, ADD:
puifs with spacer minutes before exercise
AL ALWAYS RINSE YOUR MOUTH AFTER USING YOUR DAILY INHALED MEDIGINE.
" YELLOW ZONE: GAUTION! - Continue DAILY CONTROLLER MEDICINES and ADD QUICK-RELIEF Medicines .~~~
You have ANY of these: Take daily controlier medicine if ordered and add this quick-relief medicing when you have breathmg prohlems
» Cough or mild wheeze e O inhaler meg
+ Tight chest Take pufts every hours, if needed. Rlways use 4 spacer, some chikdren may need a mask.
« Shoriness of breath buli / i
 Problems sleeping, working, O i nebulizer mg/__m
or playing Take a nebulizer reatment every hours, it needed,
[1 Other

If quick-refief medicine does not HELP within minues, take it again and CALL your Health Care Provider
If using quick-relief medicine more than times in hours, CALL your Heaith Czre Provider

IF IN THE YELLOW ZOME MORE THAN 24 HOURS, CALL HEALTH CARE PROVIDER.

“You have ANY of these: O inhater meg
. \h:;teréf shart of btrﬁa}h J Take puffs every hours, if peeded. Always use a spacer, some childven may need a mask.
+ Medicing Is not helping | nebulizer mg / ml
> ﬁ;esaetmgelz;ﬁ[ ??bdsg?srgwmg,' Take a nebulizer treatment every hours, if needed.

can't talk well (] Other
. i.!ps or f[”gemﬂlls are Qfey CALL HEALTH CARE PROVIDER AGAIN WHILE GIVING QUICK-RELIEF MEDICINE. K health care provider eannot
-or bll“Sh he contacted, CALL 911 FOR AN AMBULANCE 0OR GO DIRECTLY TQ THE EMERGENCY DEPARTMENT!

REQUIRER PERMISSIONS FOR ALL MEDICATION USE AT SCHOOL
Health Care Provider Permission: | request this plan to be followed as written. This plan is valid for the school year -
Signatura Date

Parent/Guardian Permission: | give consent for the schaol nurse 1o give the medications listed on this plan or for trained school staff to assist my child to take them
after review by the school nurse. This plan will be shared with schoo! staff who care for my child.

Signature Date

SPTICHAL PERMISSIONS FOR INDEPENDENT MEDIGATION GARRY AND USE AT SCHOOL

Health Care Provider Independent Carry and Use Permission: | attest that this student has demonstrated to me that they can self-administer this rescue medication
effectively and may carry and use this medication independently at school with no supervision by school personnel,

Signature Date

Parent/Guardian Independent Garry and Yse Permission (If Ordered hy Provider Above): | agree my child can self-administer this rascue medication effectively and
may carry and use this medication independently at school with o supervision by schoal persennel,

Signature Date

4850 New York State Depariment of Health 5117
COPY FOR PATIENT



THE PUBLIC SCHOOLS OF THE TARRYTOWNS
DEPARTMENT OF PUPIL PERSONNEL SERVICES

HEALTH SERVICES

Dear Parent or Guardian:

As outlined in the Nurse Practice Act and provisions of the State Education Law, school nurses,
principals, and other school personnel cannot dispense internal medications, such as aspirin tablets, to

school children and to school personnel,

Under certain unusual circumstances, when it is necessary for the child to take internal medication during
school hours, the nurse may cooperate with the family physician and parents.

In order to comply with the above regulations, please have the attached form completed and returned to
the School Nurse if medication in school is necessary.

THE PUBLIC SCHOOLS OF THE TARRYTOWNS
DEPARTMENT OF PUPIL PERSONNEL SERVICES
HEALTH SERVICES

To be completed by the Parent:

I hereby give permission for the school nurse to administer medication as directed by my child’s
- physician.

Child’s Name Grade School

Parent’s Phone Number Parent’s Signature Date

To be Completed by the Physician:

is to receive

Child’s Name - Name of Medication
for
Dosage, Freguency ' Diagnosis and Duration
Possible Side Effects Signature of Physician ;
Date

.- IMPORTANT Medication to be given must be in 2 PRESCRIPTION BOTTLE with the child’s name; -
name of medication, and name of doctor on druggist’s label attached.

FORM: AUTH. MED-3



