'/Asthma Treatment Plan — Student

(This asthma action plan maets NJ Law ILJ.S.A 1BAM0-128) ;Phy sie an'e Os Jers)

(Please Print)
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HEALTHY (Green Zone) |11IEp> mere offective with a “spacer” - use If directed, mhu
GG Youhaveallot these: [uEpciNg HOW MUGH o take and HOW OFTEN totake t | patiants ssthma:
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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 achleve the goal of controlled asthma.

ith
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 na

* 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 chack "OTHER" and:

< Write In asthma medications not listed on the form
< Write In additional medications that will control your asthma
< Write In generic medicallons 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 Praviders 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
‘ i 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. PmntslGuard‘lans: 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 avallable 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

e e e e e e : = S— -1

PARENT AUTHORIZATION

I hereby give permission for my child to receive medication at school as prescribed in the Asthma Treatment Plan. Medication must be provided

~ inits 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 T0
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMMNENDATIONS ARE EFFECTIVE FOR GNE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

011 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. 1 give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
I 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 conditlon 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.

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

o
Parent/Guardian Signature Phone Date
i b e X o, Sponsored by
g,
AMERICAN

G
ASSOCIATION.
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Our records indicate (hay the
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accommodations, f e above named studeni requires an indjy.

meeed Wil you kindly check bejow o *CU¥iY plan. p

lease provide » diagnosis and what
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ctivities thay (he student may participate in?
PROGRAM OF FuLL PARTIQIPATIQH: YES

Relating o pr4 GNOSsIS:

NO

‘_.‘-—%‘._AS______A,_.L__A_._ e ——e
’ . !
Student MALRanmm in the school program mﬂﬁumm '

in the following activities: YES
“WARM-UP EXERES i ———

-Up EXERCISES: stretching | walking

PHYSICIAN PRINT/ ST AMP;
PHONE:
P“\’SICIAN SIGNATUREE
L
—
P
ROGRAM OF RESTR]CTED ACTIVITY. Startdate: g Date
Relating 10 DIAGNOS]S. wing plan is indi
Student MAY PARTICIPATE WAelbleins ln s e

NO

LOw IMPACT AEROBICS: Jumping, hopping,

Jogging, dance, Zumba
SW'ﬂVIMING:

.—-_-_‘ﬁ-—.*"\
STUNTS; 'I‘umblmg, rolling,

balance, strength

e
PHYSICAL FITN ESS 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: Sprints, intermediate & distance running, long Jjump, 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 inrecess: 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
1 Date:
Approved by School Physician: ate
FR-6
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Asthma Individualized Healthcare Plan ’

Student DOB
School Grade
IHP Effective Dates / / to / /

Medical Home

Phone #

Parent/Guardian

Homei Cell# Work#

Emergency Contact

Phone#
School Nurse Signature Date
Parent Signature Date

Purpose of the IHP: to meet the student healthcare needs during the school day

Nursing Diagnosis or Concerns:

e Potential for alteration in breathing pattern/gas exchange related to bronchospasm or
inflammation of the airways/increased mucus production.

e Potential for alteration in activity tolerance related to asthma

e Potential for self-care deficit related to knowledge deficit about asthma and asthma
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Asthma Individualized Healthcare Pla

eto
management measures. school/class du

Potential for alteration in role pe
asthma symploms.

rformance related to absence from

Goals:
¢ Attain and maintain near normal pulmonary funqtion. ‘ ‘
» Prevention of asthma symptoms, such as chronic cough and difficulty breathing.
e Develop and implement an Asthma Action P!an. _ . . ”
* Participate in regular school/class activities, including physical education, wi

modifications made if necessary.

Increase knowledge of his/her asthma.

Develop asthma self-care skills.

Compliance with prescribed asthma management plan.

Nursing Interventions:

Develop and implement Asthma Action Plan

Obtain medication orders and authorization for any asthma medications needed at
school (parent and medical home).

Keep accurate records or asthma episodes.

In-service teachers and other appropriate school staff.

Assist physical education teachers to modify physical education requirements, if
necessary.

Assist parents/guardians, teachers and healthcare providers in understanding the
student’s need to participate in regular classroom activities and discuss modifications
that may be needed.

Provide information to parents about when it is appropriate and not appropriate to
send their child to school, based on specific symptoms.

Assist the student to administer prescribed medications (dependent on the student’s
knowledge and skills).

Monitor medication administration and reinforce proper technique as needed.

Assist student to develop self-care skills

Demonstrate proper technique for administering medications
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Domenico Carriero, Principal
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Kenneth Garrabrant
.. Vice-Pri
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Parent/ Guardian Permission to Release a ang
Confidential Health Informge:igngd Fachange

I the parent/guardian of
Hereby authorize the exchange of any information regarding my child to occur between
the school nurse and staff members who participate in my child’s care while they are in |

school.

This information may also be shared with the intervention and Referral Service Team,
the Child Study Team and/or the 504/ Guidance Team if needed.

This authorization is in effect for School Year.

Parent/Guardian Name

Parent/Guardian Signature

Date

School Nurse (Printed)

School Nurse Signature
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Charles J. Riley School 9 Health Office
6 Timothy Street
Paterson, NJ, 07503
Phone (973) 321-0099 Fax (973)321-0098
Emall: nasfour@paterson.k12.nj.us

wm Carriero, Principal Kenneth Garrabrant, Vice-Principal

kgarrabrant@palarson.k12.ni.us

Elenh Andreanidis, Vice-Principal

eandreanidis@paterson k12.0l.us

Date

Name and Address of Hospital or Health Care Provider:

To whom it may concern:

This is to certify that I, , the

(Parent/Guardian Name)

parent/legal guardian of Grade , do

(Student Name)
hereby give my written consent for you to share information and/or release any medical

Records that you might have in your possession concerning :

DOB

(Student Name)
Please send records to the attention of the School Nurse at:

School Nurse’s Name : -Namaty Asfour-Darwish, RN, BSN, CSN
School Name and address : Charles J. Riley School 9
6 Timothy Street

Paterson, NJ, 07503

Signature of Parent or Guardian:

Signature of School Nurse:



