ATTENTION PARENT/GUARDIAN: The preparhmpailon physical examination (page ) must be comp]eted bya heallh care provnder who has cornpleted
the Student-Athlete Cardiac Assessment Professional Development Moduls. -

HISTORY FORM

PREPARTICIPATION PHYSICAL EVALUATION

(Note: This form is to be filled out by the patient and parent prior 1o seeing the physician. The physician should keepa copy of this form In the chart)

Date of Exam

Name

Date of birth

Sex Age Grade

School

Sport(s)

Medicines and Allergies: Please list alf of the prescription and over-the-counter medicines and supplements {herbal and nutritional) that you are currently taking

Do you have any allergies? O Yes O No if yes, please identify specific allergy below.
O Medicines O Pollens 0O Foed 3 Stinging insects
Explain "Yes” answers below. Circle questlons you don't know the answers to.
GENERAL {}UEST!IJNS ) L Ll : : f.chs‘{‘ " Ne-'| [ MEDICAL QUESTIONS - R A i Yes ;. No
1. Has a doctor ever denied or reslrlcted your paﬂicnpatlon in spurts for 28. Do you cough, wheeze or have d'"'w"‘r' breathmg dunng ot
any reasan? after exercise?
2. Do you have any ongoing medicat conditions? If so, please identify 27. Have you ever used an inhaler ot taken asthma medicine?
below: O3 Asthma (3 Anemia [ Diabetes 3 Infections 28, Is there anyene in your family wha has asthma?
Other: 29. Were you born without or are you missing a kidney, an eye, a testicle
3. Have you ever spent the aight in the hospital? {males), your spleen, or any other organ?
4. Have you ever had surgery? 30, Do you have groin pain or a painful bulge or hernfa In the groin area?
HEART HEALTH QUESTIONS ABOUT YOU “Yes | No | |31. Have you had infectious monanucleosis {(mono) within the iast month?
5. Have you ever passed out or nearly passed out DURING o 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exerclse? 33, Have you had a herpes or MRSA skin Infection?
6. Have you ever had.drscominrt, pain, tightness, or pressure in your 34. Have you ever had & head injury or concussion?
chest during exercise? - -
7.0 heart ove <Kip beats ( et beals) duri ey 35. Have you ever had a hit or blow to the head that caused confusion,
. Does your heart ever race or skip beats (irregular beats) during exercise? prolonged headache, or memory problems?
8. ?::c?c g?lctlt?;te;;;r)ltﬁld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
1 High blood pressure O3 Aheart mumur 37, Do you have headaches with exercise?
1 High cholesteral [ Aheart infection 38. Have you gver had numbness, tingling, or waakngss in your arms or
O Kawasaki disease Other: legs after belng hit or falling?
9, Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Havs you aver been unable to move your ams or legs after being hit
echocardiograny} or falling?

10. Do you get lightheaded or feel more short of breath than expected 40. Have yau ever bscome ill while exercising in the heat?
during exercise? 41. Do you get frequent muscle cramps when exercising?

11. Have you ever had an unexplained selzure? 42, Do you or someane in your family have sickle cell tralt or disease?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?

; et
during exoreise? » — ————1————1 | 44. Have you had any eye injuries?

"EA:T HEA["TH ?UESTI:NS ABIDBT ‘;DU: I:?,MT bl = Yes:|:No.- 45. Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart preblems or had an " "
unexpected or unexplained sudden death befare age 50 (including 48. Do you wear peolecive eyev..rear. Such as goggles or a face shield?
drowning, unexplalned car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hiyperirophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain o
syndrome, amhylhmogenic right ventricular cardiomyapathy, long QT lose weight?
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 49. Are you on a special diet o do you avoid certain types of foods?
polymorphic ventricular tachycardia? ——

0 - s P - §0. Have you ever had an eating disorder?

' ingzlsar??e{dozifligr)ifl?:{ogml y Niave a figart problem, pacemaier, or §1. Do you have any concerns that you would Irke to drscuss wulh a ductoﬂ

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY - i
seizures, or near drowning? 52. Have you ever had a menstrual penud"

BONE AND JOINT QUESTIONS Yes | No 'j |53, How old were you when you had your first menstrual period?

17. Have you ever had an injury toa bone, muscte hgament or tendorl
that caused you fo miss & practice or a game?

54. How many periods have you had in the fast 12 months?

18. Have you ever had any broken or fractured bones or dislocated joints?

Explain "yes" answers here

19. Have you ever had an injury that required x-rays, MR, CT scan,
injections, therapy, a brace, a cas!, or crutches?

20, Have you ever had a stress fracture?

. Have you ever been told that you have or have you had an x-ray for neck
instability or atlantoaxial instability? (Cown syndrome or dwarfism)

nN
—_

22. Do you regutarly use a brace, orthatics, or other assistive device?

23. Do you have a bane, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or laok red?

25. Do you have any history of juvenile arthritis or connective lissue disease?

| hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of athiele

Date

Signature of p:
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2 PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam

Name Date of birth

Sex Age Grade School Sport(s)

Typs of disability

Date of disability

Classification {if available)

Cause of disability (birth, disease, accident/trauma, othen

ofa|e|p|~

. List the sports you are interested in playing

. Yes

7o Ho

. Do you regularly use a brace, assistive device, or prosthetic?

. Do you have any rashes, pressure sores, or any other skin problems?

6.
7. Do you use any special brace or assistiva device for sports?
8
g

. Do you have a hearing foss? D¢ you use a hearing aid?

10. Do you have a visuat impairment?

11. Do you use any special devices for bowel or bladder function?

12, Do you have buraing or discomfort when urinating?

13. Have yot had autonomic dysrefiexia?

14. Have you ever been diagnosed with a heat-refated (hypertharmia) or cald-related (hypothemia} Hiness?

15. Do you have muscle spasticity?

16. Do you have frequent seizures that cannot be controlled by medication?

Explain “yes” answers here

Please indicate if you have ever had any of the following.

Atlantoaxial Instability

X-ray evaluation for atlantoaxial instabifity

Dislocated joints (more than one)

Easy bleeding

E£nlarged spleen

Hepatitis

Osteopenia or osteoporasis

Difficulty controlling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling In fegs or feet

Weakness in arms or hands

Weakness in legs or feet

Recent change in coardination

Recent change in ability to walk

Spina bifida

Latex allergy

Explain "yes" answers here

1 herehy state that, to the best of my knowledge, my answers to the above questions are complete and correct.

of athlste i of parent/guardian

Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Sociely for Sports Medicine, American Orthopaedic
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NOTE: The preparticiaption physical examination must be conducted by a health care provider who 1) is a licensed physician, advanced practice
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module,

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Date of birth

PHYSICIAN BEMINDERS

1. Gonstder addltlonal questions on more sensliive fssues
* Do you feel stressed out or under a lot of pressure?
* Do yau ever feel sad, hopeless, depressed, ar anxlous?
* Do you feel safe at your home or residence?
* Have you ever {rled clgarettes, chewing fobacco, snuff, ar dip?
* During the past 30 days, dld you use chewing tobacco, snuif, or dip?
* Do you drink atcehol ar use any other drugs?
* Have you ever taken anabollc sterolds or used any olher performance supplement?
¢ Have you ever taken any supplements to help you gain or lose welght or imprave your performance?
* Do you wear a seat beit, use a helmet, and use condoms?
2. Canslder reviewIng questions on cardiovascular symptoms (questions 5~14).

EXAMINATION . S B A A A S R
Helght Weight 0 Male D Female

BP / { / } Pulse Vislon R 20/ L 20/ Corrected DY OO N
MEDIGAL -~~~ T A ©p o NDRMAL Coiuo U0 U ABNORMAL FINDINGS

Appearance

+ Marfan stigmata {kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, agrlic insufficiency)

Eyes/ears/nose/throat

« Pupils equat

* Hearing

Lymph nodes

Heart#
* Marmurs (auscultation standing, supine, +/- Valsalva}
= Location of point of maximal impulse (PMI)

Pulses
s Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin

» HSV, lesions suggestive of MBSA, tinea corporis
Neuralogic®
MUSCULOSKELETAL -~ - .. ¢
Neck

Back

Shoulder/arm

Elbow/forearm
Wrist/hand/fingers

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional

» Duck-walk, single leg hop

*Consider ECG, echocardlogram, and referral to cardiology for abnormal cardiac history or exam.
*Considar GU exam {( In private selting, Having thirg party present Is recommended.
*Conslder cognitive evaluation of baseline neuropsychiatric tesling il a histary of signilicant concussion.

O Cleared for alt sports wilhout restriction
3 Cleared for alt sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation

O For any sports
3 For certain sparts
Reason
Recommendations

I have examined the above-named student and completed the prepariicipation physical evalualien. The athiete dees not present apparent clinical contraindications to practice and
participate in the spori(s) as outfined above, A capy of the physical exam s on record in my office and can be made available o the school at the request of the parents. If congitions
arise ater the athiete has been cleared for participation, a physiclan may rescind the clearance until the problem is resolved and the potential conseguences are completely exptained

to ihe athlete (and parenis/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA} (print/type) Date of exam
Address Phone
Signature of physiclan, APN, PA

©2010 American Academy of Family Physicians, Amerlcan Academy of Pediatrics, American College of Sports Medicine, Amé;}'&m Medical Society for Sports Medicine, American Onthopaedic
Sociaty for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment,
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PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex OM OF Age______ Dateofbirth

[ Cleared for all sports without restriction

3 Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation
[ For any sporis

3 For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Altergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
(Date}
Approved Not Approved

Signature:

! have examined the above-named student and completed the preparticipation physical evaluation, The athlete does not present apparent
clinical contraindications fo practice and participate in the sport(s) as outlined above, A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. If conditions arise after the athiete has been cleared for participation,
the physician may rescind the clearance untif the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians}.

Name of physician, advanced practice nurse (APN), physician assistant (PA} Date
Address Phone
Signature of physician, APN, PA

Completed Cardlac Assessment Professional Development Module

Date Signature

©2016 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporis Medicine, American Medical Society for Sports Medicing, American Orihopaedic
Saciety for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted fo reprint for noncommercial, educational purposes with acknowledgment.
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71



Pope John XXIII
Department of Health

Dear Parent/ Guardian,

In order for your Student to receive any type of medication at Pope John XXill
there must be asigned written order from your physician and parents.

Behind this letter is a form for the medication we now have in stock that the
school nurse can dispense to your student if needed. If you would like your
student to receive any of these medications at school, please have your
physician fill out the over the counter medication form at the time of your
student’s physical.

If your student has asthma or any allergies requiring an epi-pen or inhaler, you
must review and sign the asthma action plan, allergy action plan, and delegate
order forms. These forms must be given to your physician at the time of your
student’s physical for review and signature.

If your student requires any other types of medication -the school nurses must
have written orders from your physician, which must include the name of the
medication, dosage, and directions for administration. The physician must sign
the orders. The parent/guardian should attach written consent for that
medication to be administered as well. The medication must be provided to the

schoolin the original container.

Thank You,
Pope John XXIII Nurses



PHYSICIAN’S OVER THE COUNTER MEDICATION ORDER FORM

(student’s name) may receive the following medications indicated
by a check mark during school hours in the health office.

( ) Acetaminophen 325 mg tablets. May take 2 tablets every 4 hours as needed for
minor aches,
pain, headaches or a fever >101

( ) Ibuprofen 200 mg tablets. May take 2 tablets every 4-6 hours as needed for minor
aches, pains,

headache or fever >101
{ ) Tums 1,000 mg tablets. May chew 2-4 tablets as needed. May repeat in one hour.

May be used
for acid indigestion or heartburn.

( ) Coughdrops. One lozenge every 2 hours as needed for cough or sore throat.
( ) Benadryl 25 mg tablets. 1-2 tablets every 4 hours as needed for allergic
reaction.

Physician’s Signature Physician’s address stamp:
Date
I (parent’s name) here by give my permission to be

filed in the health office for the nurse to dispense, only if necessary, the medication
indicated to my child.

Parent/Guardian Signature
Date




Allergy Action Plan

Student’s

D.0.B: Teacher:

Nane:
ALLERGY TO:

Asthmatic Yes* [ No[] *Higher risk for severc reaction

* STEP 1: TREATMENT *

Symptoms:

® Ifafood allergen has been ingested, but no symptoms:

*  Mouth ltching, tingling, or swelling of lips, tongue, mouth
g Skin Hives, itchy rash, swelling of the face or extremitics
= Gu Nausea, abdominal cramps, vomiting, diarrhea

*  Throatt Tightening of throat, hoarseness, hacking cough
* Lungt  Shortness of breath, repetitive coughing, wheezing
*  Heartt  Weak or thready pulse, low blood pressure, fainting, pale, blueness

*  Othert
*  Ifreaction is progressing (several of the above areas affected), give:

Place
Child’s
Picture

Here

Give Checked Medication**:

**{To be determined by physician awthorizing

treatment}

[ Epinephrine
{T] Epinephrine
[(] Epinephrine
[7) Epinephrine
{T] Epinephrine
7] Epinephrine
[] Epinephrine
7] Epinephrine
("] Epinephrine

TPotentially life-threatening. The severity of symptoms can quickly change.

DOSAGE

{TJAntihistamine
[TJAatihistamine
{JAntihistamine
[TJAntihistamine
["]Antihistamine
[ Antihistamine
{JAntihistamine
[(JAntihistamine

Epinephrine: inject intramuscularly (circle one) EpiPen® EpiPen® Jr, Twinject™ 0.3 mg Twinject™ 0,15 mg

Student can self-administet Epipen (circle one) YES NO

Antihistamine: give

medication/dose/route

Other: give

medication/dose/route

IMPORTANT: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis.

*STEP 2: EMERGENCY CALLS *

t. Call 911 (or Rescue Squad:
may be needed.

Phone Number:

). State that an aHlergic reaction has been treated, and additional epinephrine

2.Dr.
3, Parent Phone Number(s):
4. Emergency Contacts:

Phone Number(s)

Name/Relationship

a, 1) 2)
b. 1.) 2)
¢ 1.) 2.}

NOT HESITATE TO MEDICATE

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO
Date

Parent/Guardian Signature

Daoctor's Signature Date

(Required)

OR TAKE CHILD TO MEDICAL FACILITY!




Delegate Orders Place
Delegates are not permitted to administer antihistamines,

Child’s
Student’s .
Name: D.0.B: Teacher: Picture
ALLERGY TO:
Here

Asthmatic Yes* [] No (] *Higher risk for severe reaction

*STEP I: TREATMENT *
Give Checked Medication**:

Symptoms:
**(To be determined by physician authorizing
treatment}
* Ifafood allergen has been ingested, but no symptoms: (] Epinephrine
*  Mouth ltching. tingling, or swelling of lips, tongue, mouth [ Epinephrine
2 Skin Hives, itchy rash, swelling of the face or extremities [} Epinephrine
= Gut Nausea, abdominal cramps, vomiting, diarrhea {_] Epinephrine

¥ Throatt Tightening of throat, hoarseness, hacking cough [} Epinephrine

* Lungt  Shortness of breath, repetitive coughing, wheezing "] Epincphrine
v Heartt  Weak or thready pulse, low blood pressure, fainting, pale, blueness (1 Epinephrine
s QOthert [} Epinephrine
¢ Ifreaction is progressing (several of the above areas affected). give: [JEpinephrine
TPotentially life-threatening. The severity of symptoms can quickly change.
DOSAGE

Delegates are not permitted to administer antihistamines, **

Epinephrine: inject intramuscularly {circlc one) EpiPen® EpiPen® Jr. Twinject™ 0.3 mg Twinject™ 0.15 mg

*STEP 2: EMERGENCY CALIS*

). State that an allergic reaction has been treated, and additional epinephrine

1. Call 911 (or Rescue Squad:

may be needed.
2.Dr. Phone Number:

Phone Number(s):

3. Pareat
4, Emergency Contacts:
Name/Relationship

Phone Number(s)

a. 1) 2)

b. 1.) 2.}

c. i) 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

(Required)



dby

Asthma Treatment Plan — Student

{This asthma action plan meets Nd Law N.J.S.A. 18A:40-12.8) {Physician’s Orders})

AMERICAN
ASSOCIATION.

IR NEW [ERIEY

The Pediatric/Adult
{_ Asthma Coalition
yof New Jersey
“Your Pathway to Asthma Control

PAGNS appraved Pian svallable at
www,pacry,org

{Please Print)

M Mealth

Niowe Sursey Beputtment o2 fiarty

Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

HEALTHY (Green Zone) |IIIE>

You have all of these: [ yEp|CINE HOW MUCH to take and HOW OFTEN to take it

* Breathing is good 3 Advair® HFA (1 45, 01 115, (71 230 2 puffs twice a day
« No cough or wheeze O Aerospan™ 031, 0O 2 puffs twice a day

j » Sleep through [J Alvesco® [] 80, (] 160 {11, ] 2 puffs twice a day

the night ) Dulera® ] 100, [ 200 2 puffs twice a day
. . (] Flovent® (J 44, ] 110, [ 220 2 puffs twice a day
and play [ Symbicort® [] 80, (1] 160 1,32 puffs twice a day

{7 Advair Diskus® {1 100, [J 250, (1 500 1 inhalation twice a day

Triggers

heck all items

= that trigger

patient’s asthma:

2 Coids/flu
Q Exercise
2 Allergens
o Dust Mites,
dust, stuffed
animals, carpet
o Pollen - trees,
grass, weeds

[ Asmanex® Twisthaler® [J 110, [T 220 (11, 0] 2 inhalations [ once or I twice aday | & polg
[ Flovent® Diskus® (] 50 [] 100 {1 250 1 inhalation twice a day o Pets - animal
(] Puimicort Flexhaler®([190,{1180___ [711, [ 2 inhalations [J once or (] twice a day dander
[J Pulmicort Respules® (Budesonide) (1 0.25, (1 0.5, (7 1.0__1 unit nebulized CJ once or [ twice a day o Pests - rodents,
[ Singulair® (Montelukast) (7 4, 3 5, 3 10 mg 1 tablet daily cockroaches
{3 Other [ Odors (lrritants)
And/or Peak flow above I None o Cigarette smoke
Remember to rinse your mouth after taking inhaled medicine. & Second hend
If exercise triggers your asthma, take puff(s) minutes before exercise.  pgrfymes,
) cleaning
CAUTION (Valiow 2aas) I > prodict,
You h - products
) goug: ve any of these: M DICINE HOW MUCH to take and HOW OFTEN to take t o Smole from
« Mild wheeze [ Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed ﬂ‘éﬁﬂ%"gr‘%%?gf o
+ Tight chest {7 Xopenex® 2 pufis every 4 hours as needed 0 Weather
« Coughing at night 3 Albuterof 1 1.25, (1 2.5 mg 1 unit nebulized every 4 hours as needed | 5 gydden
« Other: {J Duoneb® 1 unit nebulized every 4 hours as needed temperature
(] Xopenex® (Levalbuterel) (71 0.31, [ 0.63, [ 1.25 mg _1 unit nebulized every 4 hours as needed change
bi . ) . . O Extreme weather
It quick-relief medicine does not help within | = Gombivent Respimat® Tinhalation 4 times a day ~hat and cold
16-20 minutes or has been used more than | - ncrease the dose of, or add: o Ozone alert days
2 times and symptoms persist, call your 0 Other . . L . 13 Foods:
doctor or go to the emergency room. = If quick-relief medicine is needed more than 2 times a o
And/or Peak flow from to week, except before exercise, then call your doctor. o
O
ﬁgggggg@gg (Red Zone) B> [Take these medicines NOW and CALL 911, |20
Q) Yourasthmais Asihma can be a life-threatening iliness. Do not wait! _ |°
getling worse fast: | MEDICINE HOW MUCH to take and HOW OFTEN to take it |
not help within 15-20 minutes | O Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes —————
* Breathing is hard or fast [} Xopenex® 4 puffs every 20 minutes This asthma treatment
« Nose opens wide » Ribs show | (3 Albuterol ] 1.25, [0 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
« Trouble walking and talking | ] Duoneb® 1 unit nebulized every 20 minutes | not lreplace, the clinical
And/or + Lips blue « Fingernails blue |3 Xopenex® (Levalbuterol) (3 0.31, [1 0.63, (1 1.25 mg ___1 unit nebulized every 20 minutes | decision-making
Peak flow * Other: {3 Combivent Respimat® 1 inhalation 4 times a day 'reqlu[red to megt
below [ Other individual patient needs.

Ionyent b Y s, dUVE te herien et
3

prBran Y e Tlu::ax»:
T 1R X PRI WL\M&E'ES&W'@Yﬁm Sl

Permission to Self-administer Medication: | PHYSICIAN/APN/PA SIGNATURE

DATE

("] This student is capable and has been instructed Physician’s Orders

G in the proper method of self-administering of the

stodinyn wawd m

28 peda.

. 10 2L

Vice e by SiaNtra
B et

PARENT/GUARDIAN SIGNATURE

i~ e non-nebulized inhaled medications named above
i ae ety in accordance with NJ Law.

S SR | ] This student is not approved to self-medicate.

PHYSICIAN STAMP

)wmx
ravivay

Ay

15 .r(z“m.em‘{

BEIIJSED AUGUST 2014

duce blank form « vawee.

izke a copy for parent and for physician file, send original to schoof nuzse or child care provider.,

]



Asthma Treatment Plan — Student
FParent 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 Gare 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-administer Medication 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

| 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. 1 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 hasis.

Parent/Guardian Signature Phone Date

FILL QUT 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

11 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. [ give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current schoo! 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. 1 understand that the school district, agents and its employess
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. 1 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.

{J]1 DO NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature Phone Date

Y ) The Pediatric/Adult ,‘Z‘ii’;&’{;ﬁ{i
( & Asthma Coalition
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Pope John XXl High School Health Services Departrient Emergency Information

Emergency Information:

Students Name:

{Last Name) (First Name) (Middie}
Address:
Phone Number; Email:
Date of Birth:____/ / Age: Sex: Grade:

Parents/Guardian Information:

Name: Name:
Employer: Employer:
Work #: Work #:
Additional #: Additional #:
Email: Email:

Emergancy Contact Information: (In case of emergency, if the above numbers cannot be reached, please calf)

Name: Name:
Address: Address:
Phaone #f Phone #:
Additional # Additional #

Medical Information:

Physiclan/Medical Provider;

Hospital Preference:

Phone #:

Allergies:

Reaction:

Epipen:____Yes _ No Epipen In Nurses Office: ____Yes______ No Epipenon Student:_____ Yes No
Inhaler: ___Yes__ No inhaler in Nurses Office:__ Yes__ No Inhaler on Student:____ Yes ________No

Known conditions which may cause an Emergency:

Please {Ist All medications your child take at home and in
school;

For the safety of my Child | give permission to share the above medical Information with faculty at Pope john High School.

Signature of Parent/Guardlan:

Date:

Emergency Treatment Permission: In the event of an Emergency, it is required for us to have your consent for your child to receive any medical
treatment. Your signature below indicates that you have given us permission to have your child treated if we are unable to contact you.

Date: Signature of Parent/Guardian;




