Date Given to Parent / Guardian Date retumed

Student's name Birth date Grade
The above student Is sllergic to:
- Previous episode of anaphylaxis [] Yes [JNo Asthmatic[JYes [JNo
ANTIHISTAMINE: ..
T WEDICATION TOORE TROUTE

EPINEPHRINE: B EpiPen (0.3mg) EpiPen Jr. (0.15mg) [ Other
- Twinject (0.'3‘mg) Twinject .('tl::m)

Repeat dose | , i
Contact Y allergen(s), — . ( JEpinephrine | () Antisianiine
| CONTACT Mm;wsymngbm ) _ '
SKIN Hives, lichy rash, swelling of face or exiremities ()Epinephrine | () Aniihistamine
'WOUTH | iching, tingling, buming, or swelling of lips fongue and | ( Epinephrine | () Anthistamine

TRRGAT T Tian of throat, hoarseness h oph LT T R
GUT Abdominal cramps, nausea diarrhea ‘ ) | ( ) Antihistamine
- [TUNGE ] Repetitive cough, !\;mng.smof.bfuth ( phrine | () Anthistamine

HEART 1hnldy” ] klpu » low blood pressure, fainting, pale or ( Epinephrine | () Anthistamine
' &  gkin :

“GENERAL | Panic, sudden fatigue, chills, fear of impending doom | { JEpnaphne 1 T Ardieirming —
(OTHER | ~ ( )JEpinephrine | () Anthsamine

Trew - . s wrEettdeeveew retvttivedevee

MEDICATION ADMINISTRATION ORDER: |

 HOOSE ONE o Dateas it . .
G pinephrine *(Delegate will be assigned

' § Give Antihistamine & Eplm,:l'ugﬂm at same ﬂgo '(l;ologm will be assigned

Give Antihistamine first, observe for further symptoms and give Epinephrine PRN-

(] This student has been rained and is capable of seti-cdminstration of the folowing maciane -1 - .
Ep::pm';m:mm ﬁ le dose auto injector & dose istam o
Epl i - 8ing a ector & premeasured of antih
This student is not capable of self-administration of the medications nemed above, ne

* Under NJ State Law, orders for antihistarine alone cannot be seif administered,

Physician’s signature ___ Date ____
- Address:s.s - Telephone
Phwlcll'lﬁ' Stamp:

School Doctor’s sianature , Rata



/s

Asthma Treatment Plan — Student DAGTIN 4. s

Parnenis/uuea usaise, %
auto-njector( ) must be provided to the sc

The prescribed antihistamines and Epim.dmﬂ‘f""' Mm?‘;vmdlnmmphm

nurse by the parent/guardian, and all ications tor the school yeur for

container. &
Permission for the self-administration of pnou*btd medication d"w“'
wnnnnummmmnnmdmmh.w-cmdw

I Seiect one fo sigy andidem." '

1. | verily that my child
huﬁmlgmdlnMnmdhmwmm‘W.
!homhygtvopomlulonformychlldtouﬂm
mmnmwpmsmohmmmm

the
. indemnify and

ammmunuu-.amunuondmuonwmvdﬁ-"h" ' out of self

Paterson Public School District and \ts smployees or agents against any ciaims srising

administration of medication by my child.

Parent/Guardian Signature - Date
' . . ' and is
2. | verify that my child has a potentialiy life Mﬂmm the

Unabl 1o self..adminisier The prescribed medication in a life threatening situation. ¥
school nurse to delegate (if applicable) to administer the medication to my child. I‘further
acknowledge that the Paterson Public School District shall incur no iability as a result of any injury
arising from administration of the medication to my child. | shall indemnify and hold‘harmiess the
Paterson Public School District and its employees or agents against any claims arising out of
administration of medication to my child.

.
Parent/Guardian éignature ‘ - _ . Date . _
| understand.that under NJ State:law, atrained delegte will be assigned to-admintbier spinephrine to m:

child In the abssnce of & school nurse.: Antihistamines may not be given by a delegate: Inthe>
absence of a:sehaol nurse; any antihistamine order will be disregardéd:and epinephrine will be

administered: by tlw'debgﬂdﬁ*- B

B g‘!,

ParenthuardWr&' N

SCHOOL USE ONLY

Sign'aiure of School Nurse . , Date

Wt



PATERSON puBLic
SCHO
% DELAW A s OLS DISTRICT

AVENUE
PATERSON, NEW JERSEY 07503

DEPARTMENT OF NURSING SERVICES

Date

N
"¢ 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

School Name and Address —

Signature of
Parent or Guardian:

Signature of
School Nurse: . Telephone # 973-321-

FR-3
9/2018
€c



.:%; PATERSON PUBLIC §CHOOLS a

Charles J. Riley School 9 Health Office
6 Timothy Street s
Paterson, NJ, 0750:
Phone (973) 3210099 Fax (973)321-0098
Emalil: nasfour@paterson.k12.n).us

Domenico Camiero Principal Alexis Bermudez, Vice-Principal
Elenh Andreanidis, Vice-Principal
eandreanidis@paterson k12.nj.us

e
r r

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. . o o

This authorization is in effect for School Year

Parent/Guardian Name

Parent/Guardian Signature

‘———;.___._____
Date
—_
School Nurse (Printed),
—_—

School Nurse Signature




