
WEST ORANGE SCHOOL DISTRICT

HEALTH OFFICE

School year 2015-2016

Dear Parent/Guardian of___________________________________________

Our health records indicate your child has an illness/condition that requires administration of

medications during the school day. Therefore, the school policy dictates that you need to

provide us with new and updated medical forms, filled out by your physician and guardians, at

the beginning of each school year. Please take note that all meds, including over the counter

meds, require these forms be filled out each school year.

MEDICAL ILLNESS/CONDITION: Please have your physician complete and sign the attached

forms. Be sure to complete Step 2: Emergency Calls. We must have accurate phone numbers

of those persons to be contacted in an emergency. It is imperative that these forms and meds

be returned to the Nurses' Office as soon as possible.

DAILY OR AS NEEDED MEDICATION ADMINISTRATION: Please bring the medication in its

original container, labeled with your child's name, physician name and phone number. Please

bring all completed medical forms and the medications to the Nurses' Office as soon as

possible.

SELF-ADMINISTRATION MEDICATION: If your child is allowed to self-administer emergency

medication (i.e. Epipens, inhalers, etc) the medication must labeled with your child's name,

name of medication, strength, dose, frequency, physician name with phone number and

emergency contact phone numbers. If you would like to keep back up medications in our office,

please bring properly labeled med containers and completed forms, including Parental

Permission and Waiver form and the Physician Authorization for Self-Administration of

Medication form.

The school nurses cannot administer any medication, or allow a student to carry medication

without written authorization from you, the parent/guardian and the student's physician.

If at any time the information you have provided changes, including medication changes or

discontinuation, you need to contact us immediately, and provide an MD note for those

changes.

By the end of the school year, any medications you may have in our health office needs to be

picked up by you. If the medications are not taken home, they will be discarded.



Thanking you for your cooperation and attention to this matter. Please feel free to contact us

with any further questions.

Sincerely,

Certified School Nurse



Asthma Treatment Plan - Student
(This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) (Physician's Orders}

(Please Print)

Name Date of Birth Effective Date

Doctor Parent/Guardian (if applicable) Emergency Contact

Phone Phone Phone

MEDICINE

	

HOW MUCH to take and HOW OFTEN to take it

Li Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ,.2 puffs every 4 hours as needed

Li Xopenex®

	

2 puffs every 4 hours as needed

Li Albuterol Li 1.25, 11 2.5 mg

	

1 unit nebulized every 4 hours as needed

Li Duoneb®

	

1 unit nebulized every 4 hours as needed

[1 Xopenex® (Levalbuterol) 11 0.31 [II 0.63, El 1.25 mg 1 unit nebulized every 4 hours as needed

Li Combivent Respirnat®

	

1 inhalation 4 times a day

[1 Increase the dose of, or add:
Li. Other

If quick-relief medicine is needed more than 2 times a
week, except before exercise, then call your doctor.

Take these medicines NOW and CALL 911 jOtter:

Asthma can be a life-threatenIng Illness. Do not wait!
MEDICINE

	

HOW MUCH to take and HOW OFTEN to take

	

it

Li Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _4 puffs every 20 minutes

LI Xopenex® ____________ __,___.,.____4 puffs every 20 minutes
Li Albuterol LI 1.25, El 2.5 mg.__

	

,__,,___1 unit nebulized every 20 minutes

Li Duoneb°

	

1 unit nebulized every 20 minutes

Xopenex° (Lecalbuterol)

	

0 31

	

0 63

	

1 25 mg _.1 unit nebirlized every 20 minutes

Li Combivent Respirnat°

	

1 nhalation 4 times a day

Li Other

btO frathway to Astnbrn Controb

/wW.pacnJ.otg

The Pethatric/Aduft

	

m,ooed by
Asthma Coalition 4- AMERICAN
of New Jersey

	

A5SOCIATION

Aoo]sj) IFI[JL>
You have ,nyof these:

• Cough

• Mild wheeze
• Tight chest

- • Coughing at night
• Other:

If quick-relief medicine does not help within

1 5-20 minutes or has been used more than

2 times and symptoms persist, call your
doctor or go to the emergency room.

And/or Peak flow from_______ to______

Take daily control medicine(s). Some inhalers may be
more effective with a "spacer' - use if directed.

MEDICINE HOW MUCH to take and HOW OFTEN to take it

LiAdvairmHFA[145, 11115 Li 230

	

2 puffs twiceaday
Li AerospanTM __________________________________Li 1, 111 2 puffs twice a day
Li Alvesco® Li 80, Li 160 ______________________Li 1 11 2 puffs twice a day
[11 Duleram Li 100, Li 200

	

2 puffs twice a day
[11] Floventw Li 44, Li 110, Li 220

	

2 puffs twice a day
Li Ovarm Li 40, Li 80 _________________________Li 1 Li 2 puffs twice a day
Li Symbicortw Li 80, Li 160

	

111] 1, Li 2 puffs twice a day
Li Advair Diskusw Li 100, Li 250, Li 500

	

1 inhalation twice a day
Li Asmanex'w Twisthalertm 11 110, Li 220

	

Li 1, Li 2 inhalations Li once or 11 twice a day
Li Flovent° Diskusm Li 50 Li 100 Li 250 ___,_1 inhalation twice a day
Li Pulmicort Flexhaler® Li 90, :11 180 __________Li 1 Li 2 inhalations LI once niLE twice a day
Li Pulmicort Respules®(Budesornde( Li 025, [1] 05,11 10_i unit nebulized Li once or LI] twice a day
Li Singulair® (Montelukast) ii 4, Li 5, Li 10 mg ,,__i tablet daily
Li Other
Li None

Remember to rinse your mouth after taking inhaled medicine.

If exercise triggers your asthma, take puff(s) __minutes before exercise.

HEALTHY (Green Zone)

You have ,jf of these:

• Breathing is good

• No cough or wheeze
• Sleep through

the night
• Can work, exorcise,

and play

And/or Peak flow above __________

Continue daily control medicine(s) and ADD quick.relief medicine(s).

i Coldsflu

J Exercise

j Allergens
Dust Mites,
dust, stuffed
animals, carpet

Pollen - trees,
grass, weeds

,j Mold

Pets animal
dander
Pests - rodents,
cockroaches

J Odors (Irritants)
Cigarette smoke
& second hand
smoke
Perfumes,
clears ng
products,
scented
products
Smoke from
burning wood
inside or outside

Li Weather

Sudden
temperature
change
Extreme veather

hot and coM
Ozone alert days

'Li Foods

Triggers
Check all items
that trigger
patient's asthma:

L. -

And/or
Peak flow
below

EMERGENCY (Red Zone)
Your asthma is

: getting worse fast:
• Quick-relief medicine did

not help within 15-20 minutes
• Breathing is hard or fast
• Nose opens wide • Ribs show
• Trouble walking and talking
• Lips blue Fingernails blue

• Other: _____________

Ttrrs asthma treatment

plan is meant to assist,

not replace. the clinica

decsion-nrakrrrg

recurred to irCel

individual patient needs.

REVISED AUGUST 2014

Permission to Self-administer Medication:

Li This stuitent is capable and has been instructed
in the proper methcd of self-administering of the
non-rehulized inhaled medicahons numed stove
w accordance wh NJ :®

PHYSICIANIAPN/PA SIGNATURE_

	

Orders

PAPENT'GUAP.DlAN S(GN11(JRE

PHYSICIAN STAMP

LATE



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 achieve the goal of controlled asthma.

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 name

• 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 check "OTHER" and:

•:• Write in asthma medications not listed on the form
•:• Write in additional medications that will control your asthma
• Write in generic medications 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 Providers 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
• Permission to Self-administgrMedication 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. Parents/Guardians: 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 available 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

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
in its original prescription container properly labeled by a pharmacist or physician. I 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, I

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 TO
SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.

RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

Lii I 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. I give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as I 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. I understand that the school district, agents and its employees
shall incur no liability as a result of any condition or injury arising from the self-administration by the student of the medication prescribed
on this form, I 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.

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

Parent/Guardian Signature Phone Date

Sponsored by

:r AMERICAN
LUNG
ASSOCIATiON.

) The Pediatric/Adult ''tP
( Asthma Coalition
))of New Jersey



I American Academy of
AUery Asthma & Immunooy

vaaaai or

Anaphylaxis Emergency Action Plan
Patient Name:

	

Age: _______________

Allergies:

Asthma flYes (high risk for severe reaction)

	

No

Additional health problems besides anaphylaxis:

Concurrent medications:

Symptoms of Anaphylaxis
MOUTH

	

itching, swelling of lips and/or tongue
THROAT*

	

itching, tightness/closure, hoarseness
SKIN

	

itching, hives, redness, swelling
GUT

	

vomiting, diarrhea, cramps
LUNG*

	

shortness of breath, cough, wheeze
HEART*

	

weak pulse, dizziness, passing out

Only a few symptoms may be present. Severity of symptoms can change quickly.
*Some symptoms can be life-threatening. ACT FAST!

Emergency Action Steps - DO NOT HESITATE TO GIVE EPINEPHRINE!
1. Inject epinephrine in thigh using (check one):

	

Adrenaclick (0.15 mg)

	

flAdrenaclick (0.3 mg)

LI Auvi-Q (0.15 mg)

	

LI Auvi-Q (0.3 mg)

Li EpiPen Jr (0.15 mg)

	

LIII EpiPen (0.3 mg)

Epinephrine Injection, USP Auto-injector- authorized generic
fl (0.15 mg)

	

LI (0.3 mg)

LiOther (0.15 mg)

	

LI Other (0.3 mg)

Specify others:

IMPORTANT: ASTHMA INHALERS AND/OR ANTIHISTAMINES CAN'T BE DEPENDED ON IN ANAPHYLAXIS.

2. Call 911 or rescue squad (before calling contact)

3. Emergency contact #1: home___________________ work___________________ cell__________________

Emergency contact #2: home__________________ work__________________ cell_________________

Emergency contact #3: home__________________ work__________________ cell_________________

Comments:

Doctor's Signature/Date/Phone Number

Parent's Signature (for individuals under age 18 yrs)/Date

This informalion is for general purposes and is not intended to replace the advice of a qualrfied health orofessonai For more rdormahon, vst
wwwaaaaiorg. © 2013 American Academy of Allergy. Asthma & immunology

	

7/2013



FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA!
--

Name:

	

___________________	___________________ D.O,B,:

	

____________

Allergy to: __________________________ ______________________

	

___________________________

	

_______

Weight lbs. Asthma: [ I Yes (higher risk for a severe reaction) [ I No

NOTE: Do not depend on antihistamines or inhalers (bronchodiJators) to treat a severe reaction. USE EPINEPHRNE,

Extremely reactive to the following foods: _____

	

_____

	

___________

THEREFORE:

I If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten.

If checked, give epinephrine immediately if the allergen was definitely eaten, even if no symptoms are noted.

PLACE
PICTURE

HERE

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

Many hives over

	

Repetitive

	

Feeling
body, widespread vomiting, severe something bad is

redness

	

diarrhea

	

about to happen,
anxiety, confusion

i. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell them the child is having anaphylaxis and may

need epinephrine when they arrive.

•

	

Consider giving additional medications following epinephrine:

>

	

Antihistamine
a

	

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
epiriephrine can be given about 5 minutes or more after the last dose.

•

	

Alert emergency contacts.

• Transport them to ER even if symptoms resolve. Person should
remain in ER for at least 4 hours because symptoms may return.

MILD SYMPTOMS

NOSE

	

MOUTH

	

SKIN

	

GUT
Itchy/runny

	

Itchy mouth

	

A few hives,

	

Mild nausea!
nose,

	

mild itch

	

discomfort
sneezing

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.

	

Watch closely for changes. If symptoms worsen,
give epinephrine.

MEDICATIONS/DOSES

Ep:nephrFne Brand:

	

-

Epinephnne Dose:

	

0.15 rng IM

	

0.3 rng IM

Anuh,stam:ne Brand or Gener:c:

Ant,hst3rn:ne Dose:

Other (e.g., 'nflaier bronchcdnator 3 wheez:ng):

LUNG

	

HEART
Short of breath,

	

Pale, blue,
wheezing,

	

faint, weak
repetitive cough

	

pulse, dizzy

SKIN

	

GUT

THROAT

	

MOUTH
Tight, hoarse,

	

Significant
trouble

	

swelling of the
breathing!

	

tongue and/or lips
swallowing

OTHER

OR A
COMBINATION
of symptoms
from different

body areas.



FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN
-

EPIPEN® (EPINEPHRINE) AUTO-INJECTOR DIRECTIONS

1. Remove the EpiPen Auto-Injector from the plastic carrying case.

2. Pull off the blue safety release cap.

3. Swing and firmly push orange tip against mid-outer thigh.

4. Hold for approximately 10 seconds.

5. Remove and massage the area for 10 seconds.

AUVI-QTM (EPINEPHRINE INJECTION, USP) DIRECTIONS

1. Remove the outer case of Auvi-Q. This will automatically activate the voice
instructions.

2. Pull off red safety guard.

3. Place black end against mid-outer thigh.

4. Press firmly and hold for 5 seconds.

5. Remove from thigh.

ADRENACLICK®/ADRENACLICK® GENERIC DIRECTIONS

1. Remove the outer case.

2. Remove grey caps labeled '1' and 2".

3. Place red rounded tip against mid-outer thigh.

4. Press down hard until needle penetrates.

5. Hold for 10 seconds. Remove from thigh.

OTHER DIRECTIONS/tNFORMATPON (may self-carry epinephrine, may self-administer epinephnne, etc):

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

EMERGENCY CONTACTS - CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SOURS

5OCT55
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Food Allerrv Action Plan

Student's
Name:

	

D.OB: ____________Teacher:

	

______ ______

ALLERGY TO:

Asthmatic Yes* No *Higher risk for severe reaction

El EpiPen

	

El Antihistamine

El EpiPen

	

El Antihistamine

El EpiPen

	

El Antihistamine

El EpiPen

	

El Antihistamine

0 EpiPen

	

0 Antihistamine

	

El EpiPen

	

El Antihistamine

	

If reaction is progressing (several of the above areas affected), give El EpiPen

	

El Antihistamine

The severity of symptoms can quickly change. t Potentially life-threatening.

DOSAGE
Epinephrine: inject intramuscularly (circle one) EpiPen EpiPen Jr. (see reverse side for instructions)

Antihistamine: give

	

medication/dose/route

Other: give___________________________________________________

	

____________________________
medication/dose/route

• STEP 2: EMERGENCY CALLS •

1. Call 911 (or Rescue Squad:

	

______

	

_____ ). State that an allergic reaction has been treated, and additional
epinephrine may be needed)

2. Dr.

• STEP 1: TREATMENT•
Give Checked Medication**:

If a food allergen has been ingested, but no symptoms:

	

0 EpiPen

	

0 Antihistamine

Symptoms:

a

U

U

U

.

.

U

U

Mouth

Skin

Gut

Throat t

Lungt

Heart t

Other t

Thready pulse, low blood pressure, fainting, pale, blueness

	

0 EpiPen

	

El Antihistamine

Itching, tingling, or swelling of lips, tongue, mouth

Hives, itchy rash, swelling of the face or extremities

Nausea, abdominal cramps, vomiting, diarrhea

Tightening of throat, hoarseness, hacking cough

Shortness of breath, repetitive coughing, wheezing

Place

Child's

Picture

Here

To be
determined
by physician
authorizing
treatment

3. Emergency contacts:
Name/Relationship Phone Number(s)

a. ____

	

_________________________

	

1.) 2.)

2.)

c.

	

______

	

1.)

	

2.)

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE
CHILD TO MEDICAL FACILITY!

Parent/Guardian Signature Date

Doctor s Signature

	

Date



TRAINED STAFF MEMBERS

Room

Room

3.

	

Room

EPIPEN® AND EPIPEN® JR. DIRECTIONS

Pull off gray activation cap.

EPIPEN

Hold black tip near outer thigh (always apply to thigh).

• Swing and jab firmly into outer thigh until Auto-Injector mechanism functions. Hold in
place and count to 10. Remove the EpiPen® unit and massage the injection area for 10
seconds.

Once EpiPen® is used, call the Rescue Squad. State additional epinephrine may be
needed. Take the used unit with you to the Emergency Room. Plan to stay for observati
at the Emergency Room for at least 4 hours.

For children with multiple food allergies, consider providing separate
Action Plans for different foods.

	

iiiit hLt/fJ jI,ni i!i
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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:_
ParentlGuardian:_
Treating Physician:

Date of Birth:_________

Phone: ___________________________Cell:________________
Phone: _____________

Significant medical history:

1 4 P4'] 1 II I sJ

	

.Y. I [.1
Seizure Type Length Frequency Description

Seizure triggers or warning signs:___________________________________________________________________________

Student's reaction to seizure:___________________________________________________________________________

:Y4.1 ['I I

	

l I 'N'fl

	

I '] ;1 i (Please describe basic first aid procedures)

Does student need to leave the classroom after a seizure? YES NO
If YES, describe process for returning student to classroom

A "seizure emergency" for this student is defined as:

Seizure Emergency Protocol: (Check all that apply and clarify below)
El Contact school nurse at ______________________________________
El Call 911 for transport to _______________________________________
El Notify parent or emergency contact
El Notify doctor
El Administer emergency medications as indicated below
El Other

Basic Seizure First Aid:
V Stay calm & track time
V Keep child safe
V Do not restrain
V Do not put anything in mouth
V

	

Stay with child until fully conscious
V Record seizure in log
For tonic-clonic (grand mal) seizure;
V Protect head
V Keep airway open/watch breathing
V Turn child on side

A Seizure is generally considered an
Emergency when;
V

	

A convulsive (tonic-clonic) seizure lasts
longer than 5 minutes

V Student has repeated seizures without
regaining consciousness

V Student has a first time seizure
V Student is injured or has diabetes
V Student has breathing difficulties
V Student has a seizure in water

F

	

1'I.iu] '1'flI
Daily Medication Dosage & Time of Day Given Common Side Effects & Special Instructions

Emergency/Rescue Medication

Does student have a Vagus Nerve Stimulator (VNS)? YES NO
If YES, Describe magnet use________________________________________________________________

E-1 J

	

I'] 4 L I ['1

	

I

	

i (S'.k I [.J (regarding school activities, sports, trips, etc.)

Physician Signature: Date:

Parent Signature: -

	

Date:______________________



TUE PUBLIC SCHOOLS
Department of Student Support Services

Wcst Orange, NJ 07052

To: Physicians & Parents

We are writing to ask for your cooperation as we attempt to best serve the children in our schools regarding the
administration of medication during school hours.

The West Orange Public Schools' policy regarding the administration of medication during the school hours1is as
follows:

I)

	

Parents & treating physicH:s are responsible for the diagnosis and treatment ofa student's illness.
The administration of preroribed medication to students during school hours will be permitted
when failure to take such :edicine would jeopardize the health of the student, or the student would
not be able to attend school if the medicine was not available during school hours.

2) Pupils requiring medication at school must have a written statement from the family's
physician that identifles the type, dosage, time schedule, purpose of the medication and possible
side effects.

3) A written statement from the parent or guardian of the pupil giving permission for the school nurse
to give the medication prescribed by the family physician is required.

4)

	

Any medication to ho administered during school hours must be kept in the health office.

Sincerely,

School Nurse

PARENT'S 1EQUES

	

tDj\'INISTERING MEDICATION DURING SCHOOL HOURS

Student -____________

	

_______

	

D()B

	

Grade

	

School __________

I, the parent of

		

request the school nurse administer the medication
(student's name)

prescribed by

	

____________________

	

____________

	

for the period from
(Physican's

	

me)

	

_______

	

to

	

_______

	(Date)

	

(Date)

The medication is to he furnished by me and to he pharmacy-labeled with the name of the medicine, the amount to begiven, time of day to be taken, and the e\pecL dutatioti of treatment. The physician's name must also he on the label.The school nurse has my permission to contac: Dr. -_________________
at

	

the administration and effect of the medication.
(Telephone 4)

(Parent's signature)

	

(Date)

PUYSICIAN'S REpuLr FOR GIVING MEDICATION AT SCHOOL
Date

Student's Name

	

DOll

To:

		

Jtooi \ure at

	

_______

	

School
Rx
Dosac
Time/spectal circumstances u/admr ort:ot
Period of Time
Purpose of Medication
t'osshlc sole effects

l'hv-src:an

	

/utne
I'it\ :ct,tu

	

:utJro
P (0 lOG


