@ FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allery Research & Education SOUTH SAN FRANCISCO UNIFIED SCHOOL DISTRICT
Name: D.0.B.: PLACE
School: PICTURE
Allergic to:
ergle fo Grade: School Year: HERE
Weight: Ibs. Asthma: [J Yes (higher risk for a severe reaction) [1 No

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

Extremely reactive to the following allergens:
THEREFORE:

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

FOR ANY OF THE FOLLOWING:
SEVERE SYMPTOMS MILD SYMPTOMS

CNORORCHICESACR®)

LUNG HEART THROAT MOUTH ltchy or  Itchy mouth A few hives, Mild
Shortness of Pale or bluish Tight or hoarse Significant runny nose, mild itch nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
@ @ @ SYSTEM AREA, GIVE EPINEPHRINE.
ORA
COMBINATION || FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe something bad is body areas. '

healthcare provider.

redness diarrhea about to happen, )
anxiety, confusion 2. Stay with the person; alert emergency contacts.
Nyl Nyl Nyl 3. Watch closely for changes. If symptoms worsen,
give epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency responders MEDICATIONS/DOSES
arrive.

Epinephrine Brand or Generic:

e Consider giving additional medications following epinephrine:

»  Antihistamine Epinephrine Dose: [1 0.1 mgIM [J0.15mg M [J 0.3 mg M
» Inhaler (bronchodilator) if wheezing

e | ay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:
difficult or they are vomiting, let them sit up or lie on their side.

Antihistamine Dose:

e |f symptoms do not improve, or symptoms return, more doses of

epinephrine can be given about 5 minutes or more after the last dose. . . . ,
Other (e.g., inhaler-bronchodilator if wheezing):

e Alert emergency contacts.

e Transport patient to ER, even if symptoms resolve. Patient should
remain in ER for at least 4 hours because symptoms may return.

Healthcare Provider— | am a duly licensed Physician / Nurse Practitioner / Physician’s Assistant in the state of California.
Name Date Phone( ) Signature
Is the student able to self-carry the above medications? Yes_  No__

Is the student able to self-administer the above medications? Yes___ No



Kai Angelot

Kai Angelot
Healthcare Provider— I am a duly licensed Physician / Nurse Practitioner / Physician’s Assistant in the state of California. 
Name__________________________________ Date__________ Phone(____)___________ Signature____________________________
Is the student able to self-carry the above medications? Yes____No____
Is the student able to self-administer the above medications?  Yes____ No_____

Kai Angelot

Kai Angelot
School:_______________________

Grade:________ School Year:______

Kai Angelot
SOUTH SAN FRANCISCO UNIFIED SCHOOL DISTRICT


FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allergy Research & Education

HOW TO USE AUVI-Q® (EPINEPHRINE INJECTION, USP), KALEO

1. Remove Auvi-Q from the outer case. Pull off red safety guard.

2. Place black end of Auvi-Q against the middle of the outer thigh.

3. Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds.
4. Call 911 and get emergency medical help right away.

HOW TO USE EPIPEN®, EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN
1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube.

2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand,
remove the blue safety release by pulling straight up. 0
g B

3. Swing and push the auto—in'&ector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for
3 seconds {c):ount slowly 1, 2, 3).

4. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), Push
USP AUTO-INJECTOR, AMNEAL PHARMACEUTICALS 6 :»)
1. Remove epinephrine auto-injector from its protective carrying case.

2. Pull off both blue end caps: you will now see a red tip. Grasp the auto-injector in your fist with the red tip pointing downward.

3. Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh. Press down hard and
hold firmly against the thigh for approximately 10 seconds.

4. Remove and massage the area for 10 seconds. Call 911 and get emergency medical help right away. |

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR,
TEVA PHARMACEUTICAL INDUSTRIES
1. Quickly twist the yellow or green cap off of the auto-injector in the direction of the “twist arrow” to remove it.

2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand, pull off the
blue safety release.

Place the orange tip against the middle of the outer thigh at a right angle to the thigh.

3.
4. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 3
seconds (count slowly 1, 2, 3).

5. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.

HOW TO USE SYMJEPI™ (EPINEPHRINE INJECTION, USP)
1. When ready to inject, pull off cap to expose needle. Do not put finger on top of the device.

2. Hold SYMJEPI by finger grips only and slowly insert the needle into the thigh. SYMJEPI can be injected through
clothing if necessary.

3. After needle is in thigh, push the plunger all the way down until it clicks and hold for 2 seconds.
4. Remove the syringe and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.
5. Once the injection has been administered, using one hand with fingers behind the needle slide safety guard over needle.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. Do not put your thumb, fingers or hand over the tip of the auto-injector or inject into any body part other than mid-outer thigh. In case of
accidental injection, go immediately to the nearest emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if needed.
4. Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATIONSHIP: PHONE:
DOCTOR: PHONE: NAME/RELATIONSHIP: PHONE:
PARENT/GUARDIAN: PHONE: NAME/RELATIONSHIP: PHONE:

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 5/2020



ﬁrj?gican My Asthma Action Plan

Association. For Home and School

Name: DOB: / /
Severity Classification: [ ] Intermittent [ ] Mild Persistent [ ] Moderate Persistent [ | Severe Persistent

Asthma Triggers (list):
Peak Flow Meter Personal Best:

Green Zone: Doing Well

Symptoms: Breathing is good — No cough or wheeze — Can work and play — Sleeps well at night
Peak FlowMeter _ (more than 80% of personal best)

Flu Vaccine—Date received: Next flu vaccine due: COVID19 vaccine—Date received:

Control Medicine(s) Medicine How much to take When and how often to take it Take at

[ JHome [ ]school
[ JHome []school
puffs, 15 minutes before activity [ Jwith all activity [ | when you feel you need it

Physical Activity [ JUse Albuterol/Levalbuterol

Symptoms: Some problems breathing — Cough, wheeze, or tight chest — Problems working or playing — Wake at night
Peak Flow Meter to (between 50% and 79% of personal best)

Quick-relief Medicine(s) [ ] Albuterol/Levalbuterol puffs, every 20 minutes for up to 4 hours as needed
Control Medicine(s) [] Continue Green Zone medicines
[ ]Add [_]Change to

You should feel better within 20-60 minutes of the quick-relief treatment. If you are getting worse or are in the Yellow Zone for more
than 24 hours, THEN follow the instructions in the RED ZONE and call the doctor right away!

Red Zone: Get Help Now!

Symptoms: Lots of problems breathing — Cannot work or play — Getting worse instead of better — Medicine is not helping
Peak Flow Meter (less than 50% of personal best)

Take Quick-relief Medicine NOW! [ | Albuterol/Levalbuterol puffs, (how frequently)

Call 911 immediately if the following danger signs are present: * Trouble walking/talking due to shortness of breath
* Lips or fingernails are blue
« Still in the red zone after 15 minutes

School Staff: Follow the Yellow and Red Zone instructions for the quick-relief medicines according to asthma symptoms.
The only control medicines to be administered in the school are those listed in the Green Zone with a check mark next to “Take at School”.

[] Both the Healthcare Provider and the Parent/Guardian feel that the child has demonstrated the skills to carry and self-administer their
quick-relief inhaler, including when to tell an adult if symptoms do not improve after taking the medicine.

Healthcare Provider
Name Date Phone ( ) - Signature

Parent/Guardian

[ ] give permission for the medicines listed in the action plan to be administered in school by the nurse or other school staff as appropriate.

[ ]1consent to communication between the prescribing health care provider or clinic, the school nurse, the school medical advisor and school-based health
clinic providers necessary for asthma management and administration of this medicine.

Name Date Phone ( ) - Signature

School Nurse
[ ] The student has demonstrated the skills to carry and self-administer their quick-relief inhaler, including when to tell an adult if symptoms do not improve
after taking the medicine.

Name Date Phone ( ) - Signature

Please send a signed copy back to the provider listed above. 1-800-LUNGUSA | Lung.org

ALA Asthma AP Home_School V2 6 15 2022
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Parent Consent and Physician Authorization
For Management of Diabetes at School Sponsored Events
Individualized School Healthcare Plan (ISHP) and Standard Procedures will provide details for Implementation

| Pupil: DOB: Grade: School:
Physician’s written authorizations: Please initial and check all boxes that apply:
Blood Glucose Testing: If Insulin At School: Brand Name and Type:
~ Asneeded  Before meals
By pupil _Needs assistance
Routine Care of Hyopglycemia When Below 70: Dose Preparation By:
_ Self treatment of mild lows ~ Assistance for all _ Pupil _ Syringe and vial
Notify lows physician when: _ Parent _ Insulin pen
_ Parent designee _ Insulin Pump
Emergency Care of Severe Hypoglycermia: ___Licensed nurse ____Inhaler
___Glucose gel: ___Conscious ___ Unconscious
_ Glucose injection: ~ 0.5mgm _ Imgm # of SQ Insulin Units Determined By:
Notify physician when: _ Pupil _ Licensed Nurse
Care of Hyperglycemia: Written sliding scale as follows:
240 or above 300 or above __ Other Blood Glucose from to = Units
_ Check ketones if 300 or above as follows: Blood Glucose from to = Units
__ By pupil independently _ Needs assistance Blood Glucose from to = Units
Blood Glucose from to = Units
Insulin at School:
___Not at this time SQ Insulin Administered By:
_ Lunchtime dose: use sliding scale _ Pupil _ Parent
_ Correction Lunchtime dose: using sliding scale _ Parent designee _ Licensed Nurse
_ CarbCounting:  #unitper  gms Carbohydrate _ Pupil with staff verification of Insulin Pen #.
_ Breakfast =~ AMsnack = TLunch  PM snack (All parent designees are trained by the parent and are not
employees of the school or district)

Other Needs: ( Specify):

Parent Consent for Management of Diabetes at School

I/We the undersigned, the parent/guardian of the above named pupil request that the following specialized physical health care service
for Management of Diabetes in school be administered to our (my) child in accordance with Education Code Section 49423.5 .
I will:

1. Provide the necessary supplies and equipment

2. Notify the school nurse if there is a change in pupil health status or attending physician

3. Notify the school nurse immediately and provide new consent for any changes in doctor’s orders
I authorize the school nurse to communicate with the physician when necessary.
I understand that I will be provided a copy of my child’s completed Individual School Healthcare Plan (ISHP)

I/We the undersigned, the parent/guardian of the above named pupil hereby indemnify and hold harmless from any demands, claims,
actions, suits, or any liability of any nature or kind, any all personnel, employees and agents of said district who may act pursuant to
the above instructions or pursuant to the instructions of the child’s physician.

Parent/Guardian Signature Date:

Physician Authorization for Management of Diabetes at School
My signature below provides authorization for the above written orders. I understand that all procedures will be implemented in accordance with
education Code Section 49423.5. I understand that specialized physical health care services may be performed by unlicensed designated school
personnel under the training and supervision provided by the school nurse. This authorization is for a maximum of one year. If changes are indicated,
I will provide new written authorization (may be faxed).
_Irequest that the School Nurse provide me with a copy of the completed Individualized School Healthcare Plan (ISHP)

Physician Signature: , Date:
Address: City Zip
Received by School Nurse (signature) , Date:
Received by Principal (signature): , Date:

HS 501 A —rev 2/09



EPILEPSY
FOUNDATION"

Not another moment lost to selzures

Seizure Action Plan

Effective Date

This student is being treated for a seizure disorder. The information below should assist you if a seizure occurs during

school hours.

Student's Name Date of Birth

Parent/Guardian S T Phone ) Cell I
Other Emergency Contact i Phone - Cell ' ' -
:I;féaifhg Physician i ~ Phone ] - =

Significant Medical History

Seizure Information

-
1]
=
w
=1
| =
—

Sejzure Type i
—

|

[

Seizure triggers or warning signs:

Frequencv {

Descrtptlon _

~ Student's response after a seizure:

Basic First Aid: Care & Comfort

Basic Seizure  First Aid

Please describe basic first aid procedures:

Stay calm &'irack time
Keep child safe

Does student need to leave the classroom after a seizure?
If YES, describe process for returning student to classroom:

Emergency Response

A “seizure emergency” for
this student is defined as:

Seizure Emergency Protocol
(Check all that apply and clarify below)

[0 Contact school nurse at

Do not put anything in mouth
Stay with child until fully conscious

.
-
* Do not restrain
-
-
L 2

Record seizure in log

For tonic-clonic seizure:

Protect head
Keep airway open/watch breathing
Turn child on side

(J cCall 911 for transport to

J Notify parent or emergency contact

O Administer emergency medications as indicated helow
(0 Notify doctor

(J Other

A seizure is generally

considered an emergency when:

Convulsive (tonic-clonic) seizure lasts
longer than 5 minutes

Student has repeated seizures without |
regaining consciousness

Student is injured or has diabetes
Student has a first-time seizure
Student has breathing ditficulties
Student has a seizure in water

Tnjgaimeni Protocol During School Hours (include daily and emergency medications)

En'rxergr !
Med. v | Medication

,,,J(,,A,, B et - SN

Dosage &
. Time of Day leen e

Does student have a Vagus Nerve Stimulator? (J Yes (J No

Common Sifle__E_ffects & Spet_:[g! l‘_"s,tf':'pt,i,ons

If YES, describe magnet use:

‘Special Cons:deratlons and Precautlons (regardmg school activities, sports, trips, etc.)

Describe any specral considerations or precautions:

Physician Signature

Date

Parent/Guardian Signature

Date

DPC772
Copyright 2008 Epilepsy Foundation of America, Inc.
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