RIVER DELL MIDDLE SCHOOL
230 Woodland Avenue, River Edge, New Jersey 07661

Nancy Boettger ' Phone: 201-599-7255
District Registrar Fax: 201-599-2202

IMPORTANT MEDICAL INFORMATION!

Please use the mandatory forms that follow and
return them to the applicable school nurse.

All incoming students are REQUIRED to submit a student physical according to

River Dell Board of Education Policy and the
New Jersey Statutes and Administrative Code.

Any physical and immunization record that
is dated on or after September 1, 2024 will be accepted.

MANDATORY:
1. Student Health History by Parent/Guardian
2. New Jersey Department of Education — Health History Update Questionnaire
3. Participation Physical Evaluation Medical Eligibility Form
Although the form states that it is the only form to be submitted to the school, River Dell REQUIRES
the original physical form to update medical records of new students.
Preparticipation Physical Evaluation (Interim Guidance) — History Form
Preparticipation Physical Evaluation (Interim Guidance) — Physical Examination Form
Preparticipation Physical Evaluation — Athletes with Disabilities Form (if applicable)
In addition, you must include a printout of your child’s current immunizations.
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1. Asthma Treatment Plan 4. Administering Medication — By School Nurse
2. Seizure Action Plan 5. Administering Medication — By Student
3. Food Allergy & Anaphylaxis Emergency Care Plan

ALL ORIGINAL MEDICAL FORMS MUST BE MAILED

OR DELIVERED TO THE SCHOOL NURSE:

MIDDLE SCHOOL NURSE: HIGH SCHOOL NURSE:

For Grades 7 - 8 For Grades 9- 12
River Dell Middle School : River Dell Regional High School
Mrs. Kristen Comer Mrs. Krista Van Wettering
230 Woodland Avenue 55 Pyle Street
River Edge, NJ 07661 Oradell, NJ 07649
201-599-7280 201-599-7237

Thank you!



River Dell Regional School District
Student Health History by Parent/Guardian

~ Student's Name:
Date of last physical:

Date of rBjrth;___
Grade:

HEALTHCARE INFORMATION

- Phone #: B
Hospital Preference: |circleone:  Englewood Health | Hackensack Hospital | Holy Name Medical Center
Pascack Valley Medical Center | Valley Hospital

ILLNESS HISTORY - PLEASE LIST DETAILS (if applicable)

~ Physician Name:

~ Asthma: |___NO __ YES 7
Celiac/G.l. Conditions: | __NO ___YES '
Diabetes: | ___NO __ VYES B - )
Epilepsy/Convulsions: [ NO __ YES _ b
Other: o -
- ~ Animals: [___NO __YES B
L Foods: | ___NO __ YES ) N
Insect Stings: |___ NO ___ YES B
Latex: [ NO __ YES
Medications: | NO _ YES - o o
Daily Medications: [___NO ___VYES - - _
PRN Medication: | NO __ YES
Epiné}ihrine: ____EpiPen ' ___AwiQ o Date last used?
Eve Glasses/Contacts: ‘ ~ Social/Emotional:
- Hearing: B Speech: i
Occupational Therapy: Vision:
Physical Therapv.:m 1 Other:
ADDITIONAL INFORMATION
Has student had an Individualized Healthcare Plan? |__NO __ YES B
Does student have any restrictions? ___NO __ YES
Does student have any other health concerns? :_ NO _ YES

If your response is YES to any of the questions above, please email the school Nurse directly:
Nurse for Grades 7-8: |Mrs. Kristen Comer, RN, BSN - Kristen.Comer@riverdell.org

' 7Nurse for G]‘ades 9-12: |Mrs. Krista Van Wettering, RN, BSN, CSN - Krista.Vanwettering@riverdell.org

HOLD HARMLESS AGREEMENT (MUST BE SIGNED BY PARENT/GUARDIAN)
|, THE UNDERSIGNED, DO HEREBY AUTHORIZE OFFICIALS OF New Jersey Public Schools to contact directly the persons
named on this form and do authorize the named physicians to render such treatment as may be deemed necessary in an
emergency, for the health of said student. In the event that physicians, other persons named on this form or parents
cannot be contacted, the school officials are hereby authorized to take whatever action is deemed necessary in their
judgment, for the health of the aforesaid student. | will not hold the school district financially responsible for the
emergency care and/or transportation of said student.

Parent/Guardian Signature Printed Name Date




New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.,

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? YesD No[l

If yes, describe in detail:

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? YesD NOD

If yes, explain in detail:

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DNOD

If yes, describe in detail.

4. Fainted or “blacked out?” Yes DNOD

If yes, was this during or immediately after exercise?

5. Experienced chest pains, shortness of breath or “racing heart?” Yes|:| NOD

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? Yes|:| NOD
7. Been hospitalized or had to go to the emergency room? YesDNoD

If yes, explain in detail

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?” YesD NOD

9. Started or stopped taking any over-the-counter or prescribed medications? YesElNoD

10. Been diagnosed with Coronavirus (COVID-19)? YesDNoD
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? Yes|:| NOD
If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NOD

Date: Signature of parent/guardian:

Plaaca Ratunen Mamnlatard Tavrm tn tha Schanl A thlatine MNiffica



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form is the only form that should be submitted to
school. Tt should be kept on file with the student’s school health record.

Student Athlete’s Name Date of Bitth Grade

Date of Exam Sport
o Medically eligible for all sports without restriclion

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sporls

o Not medically eligible pending further evaluation
o Notmedically eligible for any sports

Recommendations;

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the spori(s) as outlined on this form. A copy of
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

Signature of physician, APN, PA Oftice stamp (optional)

Address:

Name of healthcare professional (print)

T cerlify T have completed the Cardiac Assessment Professional Development Module developed by the New Jersey Department of
Education.

Signature of healthcare provider

Shared Health Information

Allergies

Medications:

Other intormation:

Emergency Contacts:

© 2019 American Academy of Family Physicians, American Acadeny of Pedialrics, American College of Sporls Medicine, American Medical Saciely for Sporis Medicine,
American Orthopaedic Society for Sports Medicine, and American Osteopathic Academy of Sporis Medicine. Permission is granfed lo reprint for noncommercial, educalional
purposes with acknowledgment., ‘

'This form has been modifled to meet the slalules sel forth by New Jersey.



This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be shared with
schools. The medical eligibility form is the only form that should be submitted to a school. The physical exam must be completed by a
healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the Student-Athlete
Cardiac Assessment Professional Development module hosted by the New Jersey Department of Education,

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Guidance)
HISTORY FORM

Note: Complete and sign this form (with your parents if younger than 18) before your appointment.

Name: Date of birth:
Date of examination: Sporils): _
Sex assigned atbirth (F, M, orintersex): __ How do you identify your gender? (F, M, non-binary, or another gender):

Have you had COVID-192 (checkone): OY ON

Have you been immunized for COVID-192 (check one): OY ON  Ifyes, have you had: [ One shot O Two shols
O Three shots O Booster date(s)

List past and current medical conditions.

Have you ever had surgery? If yes, list all past surgical procedures.

Medicines and supplements: List all current prescriptions, over-the-counter medicines, and supplements (herbal and nutritional).

Do you have any allergies? If yes, please list all your allergies (ie, medicines, pollens, food, stinging insects).

Patient Health Questionnaire Version 4 [PHQ-4)
Over the last 2 weeks, how often have you been bothered by any of the following problems? (Circle response.)

Notatall  Several days Over half the days  Nearly every day

Feeling nervous, anxious, or on edge 0 1 2 3
Not being able to stop or control worrying 0 ] 2 3
Little interest or pleasure in doing things 0 1 2 3
Feeling down, depressed, or hopeless 0 1 2 3

[A sum of 23 is considered positive on either subscale [questions 1 and 2, or questions 3 and 4] for screening purposes.)

GENERAL QUESTIONS TS S [ ) O AR Y HE ALTH QUESTIONS /ABOUTYOU I 1 ] e
{Explain®Yest answers at{lielend ot this: form. Ctrcle _ L (CONTINUED) = :
uestions!ltiyoudon(tiknowitheldnswen ) EETEE I [Yes| [No 9. Doyou ge! ||ghl-headed or feel shorter of breath
1. Do you have any concerns that you would like to than your friends during exercise?

discuss with your provider?

- 10. Have you ever had a seizure?
2. Has a provider ever denied or restricled your

participalion in sporls for any reason?

3. Do you have any ongoing medical issues or recent | L HGS any fmmly member or re|alwe dled of
illness? heart problems or had an unexpected or
T ' unexplained sudden death before age 35

M e s LEYaies years (including drowning or unexplained car
4. Have you ever passed out or nearly passed out crash)?

during or after exercise?

12, Does anyone in your family have a genetic
heart problem such as hyperirophic cardio-
myopathy (HCM), Marfan syndrome, arrhyth-

4. Does your hearl ever race, flulter in your chesl, mogenic right ventricular cardiomyopathy

or skip beats (irregular beats) during exercise? (ARVC), long QT syndrome (LQTS), short QT
syndrome {SQITS), Brugada syndrome, or
catecholaminergic polymorphic ventricular
tachycardia (CPVT)?

5. Have you ever had discomfort, pain, tighiness,
or pressure in your chest during exercise?

7. Has a doctor ever told you that you have any
heart problems?

8. Has a doctor ever requested a test for your _
heari? For example, electrocardiography (ECG) 13. Has anyone in your family had a pacemaker
or echocardiography. or an implanted defibrillator before age 352




ERoNEANDIOINTGUESTIONS
14. Have you ever had a stress fraclure or an injury to a

bone, muscle, ligament, joint, or lendon that caused
you lo miss a praclice or game?

15. Do you have o bone, muscle, ligament, or joint
injury that bothers you?
EhiEDIGAL QUESTIONS 1 T i
16. Do you cough, wheeze, or have difficulty breathing
during or after exercise?

(NEDICAUGUESTIONS [CONTINUED] S
25. Do you worry aboul your weight?

e I

26. Are you Irying lo or has anyone recommended that
you gain or lose weight?

27. Are you on a special diet or do you avoid certain
types of foods or food groups?

28. Have you ever had an ealing disorder?
LMENSTRUARQUESTIGNB TR

29, Have you ever had a menstrual period?

17. Are you missing a kidney, an eye, a testicle, your
spleen, or any other organg

30. How old were you when you had your first mensirual
period?

18. Do you have groin or lesficle pain or a painful bulge
or hernia in the groin area?

19. Do you have any recurring skin rashes or
rashes that come and go, including herpes or
methicillin-resistant Staphylococcus aureus (MRSA)2

20. Have you had a concussion or head injury that
caused confusion, a prolonged headache, or
memory problems?

21. Have you ever had numbness, had tingling, had
weakness in your arms or legs, or been unable to
move your arms or legs after being hit or falling?

22. Have you ever bacome ill while exercising in the
heal?

23. Do you or does someone in your family
have sickle cell trait or disease?

24. Have you ever had or do you have any problems
weith your eyes or vision?

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete

and correct.

Signature of athlefe:

31. When wos your most recent menstrual period?

32. How many periods have you had in the past 12
months?

Explain “Yes” answers here,

Signalure of parent or guardian:

Date:

© 2023 American Academy of Family Physicians, American Academy of Pedialrics, American College of Sporis Medicine, American Medical Sociely for Sporfs Medicine,
American Orthopaedic Sociely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granled lo reprint for noncommercial, educa-

lional purpases with acknowledgment,



'This form should be maintained by the healthcare provider completing the physical exam (medical home). It should not be shared
with schools. The medical eligibility form is the only form that should be submitted to a school. The physical exam must be
completed by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistant who has completed the
Student - Athlete Cardiac Assessment Professional Development module Hosted by the New ], ersey Department of Education.

B PREPARTICIPATION PHYSICAL EVALUATION (Interim Gﬁidance]
PHYSICAL EXAMINATION FORM

Name: Date of birth:
PHYSICIAN REMINDERS

1. Consider additional questions on more-sensitive issues,
* Do you leel stressed out or under a lot of pressure?
Do you ever feel sad, hopeless, depressed, or anxious?
Do you feel safe at your home or residence?
Have you ever fried cigareltes, e-cigarettes, chewing tobacco, snuff, or dip?
During the past 30 days, did you use chewing tobacco, snuff, or dip?
Do you drink alcohol or use any other drugs?
Have you ever laken anabolic steroids or used any other performance-enhancing supplement?
Have you ever taken any supplements to help you gain or lose weight or improve your performance?
Do you wear a seat belt, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symptoms (Q4-Q13 of History Form).

® @ o @ © © ® o

BP: / { / . Ple: __ _ Vision: R 20/ ] I L20/ Corrected: OY ON

ST P RS | | RS R

O First dose O Seconddosa 0 Third dose O Booster date(s)
S ENORMAT FABNGRMAVFINEINGSH

Previously received COVID-19 vaccine: OY ON
Administered COVID-19 vaccine at th 0OY ON
EMEREALE TR0 T R G
Appearance

*  Marfan stigmata (kyphoscoliosis, high-arched palate, peclus excavatum, arachnodactyly, hyperlaxity,
myopia, mifral valve prolapse [MVP], and aorlic insufficiency)

Eyes, ears, nose, and throal

*  Pupils equal

* Hearing

is visil:

Lymph nodes

Hearp

¢ Murmurs [auscullation standing, auscullation supine, and + Valsalva maneuver)

Lungs

Abdomen

Skin

* Herpes simplex virus (HSV), lesions suggestive of methicillin-resisiant Staphylococcus aureus (MRSA), or
linea corporis

Neurological
IMUSCUIGSKEETAUSEEE
Neck

Back

Shoulder and arm

|

HNORMAT FABNORMALFINDINGS!

Elbow and forearm

Wrist, hand, and fingers
Hip and thigh
Knee

Leg and ankle

Fool and loes

Funclional
*» Double-leg squat test, sing|a-!eg squat fest, and box drop or step drop fest

@ Consider electrocardiography (ECG), echocardiography, referral to a cardiclogist for abnormal cardiac history or examination findings, or a combi-
nation of those. '

Name of health care professional (print or type): Date:

Address: Phone:

Signature of heallh care professional: , MD, DO, NP, or PA

© 2019 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sporls Medicine, American Medical Sociely for Sporls Medicine, American

Orihopaedic Sociely for Sporls Medicine, and American Osteopalhic Academy of Sporls Medicine. Permission is granted lo reprint for noncommercial, educationol purposes with
acknowledgment.




This form should be maintained by the healthcare provider completing the phySIcaI exam (medical home). It should not be
shared with schools. The Medical Eligibility Form is the only form that should be submitted to a school.

m PREPARTICIPATION PHYSICAL EVALUATION
ATHLETES WITH DISABILITIES FORM: SUPPLEMENT TO THE ATHLETE HISTORY

Name:; _ Date of birth:

. Type of disability:

. Date of disabllity:

. Classification  (if available):

. Cause of disabllity (birth, disease, injury, or other):

|
2
3
4
5

. List the sports you are playing:

. Do you regularly use a brace, an assistive device, or a prosthetic device for a!y activities!

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

6
7. Do you use any special brace or assistive device for sports?
8
9

. Do you have a hearing loss! Do you use a hearing aid?

10. Do you have a visual Impairméntl
Il. Do you use any special devices for bowel or bladder functiont

12. Do you have burning or discomfort when urinating!

13. Have you had autonomic dysreflexial

14. Have you ever been diagnosed as having a heat-related (hyperthermia) or cold-related (hypothermia) illness?
15, Do you have muscle spasticity? ' '

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

Explain “Yes” answers here,

Please Indicate whether you have ever had any of the following conditions:

.

LAY RS RN T

Atlantoaxial instability

Radiographlc (x-ray) evaluation for atlantoaxial instability

Dislocated joints (more than one)

Easy bleeding

Enlarged spleen
Hepatitls
Osteopenia or osteoporosis

Difficulty controlling bowel

Difficuly controlling bladder
Numbness or tingling In arms or hands

Numbness or tngling in legs or feet

Weakness in arms or hands

Weakness in legs orfeet

Recent change in coordination

Recent change in ability to walk
Spina bifida
Latex allergy

Explain "Yes" answers here.

| hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Signature of athlete:

Signature of parent or guardian:

Date:

© 219 Amaican Acadmy of Femily Physiclans, Ameican Academy o Pedslrics, Ameicen Cdlegs o Spofs Medcine, Ameican Modfcd Sociely for Spots Medclne, American
Odtopaede Sociely for Spods  Medcine, and American Ostecopalhic Acadimy of Spis Medcine. Pemission is granfed lo repinl for noncommercid, educeliond puposes wilh
acknowledgment,



Asthma Treatment Plan — Student

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

{Please Print)

Sponsored by
lD/A\‘ ; N ' TAMERICAN Health
ASSOCIATION, Lty

Pediatric/Adult Asthma Coalition

18 NEW GERET

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

HEALTHY (Green Zone) 11D

You have all of these:
* Breathing is good
. No cough or wheeze
52 + Sleep through

the night
« Gan work, exercise,

and play

And/or Peak flow above

If exercise triggers your asthma, take

Take daily control medicine(s). Some inhalers may be
movre effective with a “spacer” - use if directed.

‘Triggers

- Check all items

MEDICINE

HOW MUCH to take and HOW OFTEN to take it

[] Advair® HFA [J 45, [0 115, [ 230
[ Aerospan™

2 puffs twice a day
(71, 2 puffs twice a day

[ Alvesco® [ 80, 1 160

[J 1, 7 2 puffs twice a day

[ Dulera® (1 100, [J 200

2 puffs twice a day

[ Flovent® [ 44, [ 110, 3 220
[J Qvar® [ 40,380

2 puffs twice a day
[ 1,32 puffs twice a day

[J Symbicort® (] 80, (] 160

11,32 puffs twice a day

[J Advair Diskus® [] 100, (] 250, (] 500
[ Asmanex® Twisthaler® ] 110, [ 220
[ Flovent® Diskus® [ 50 (] 100 (J 250
[ Pulmicort Flexhaler® (J 90, (J 180

[ Singulair® (Montelukast) (1 4, (1 5, (110 mg
[ Other
[J None

[J Pulmicort Respules® (Budesonide) (1 0.25, (1 0.5,(11.0__

1 inhalation twice a day

(711, (J 2 inhalations (] once or (] iwice a day
1 inhalation twice a day

(11,02 inhalations [ once or [J twice a day
1 unit nebulized [J once or [ twice a day

1 tablet daily

\ that trigger
patient’s asthma:

Q Colds/flu
Q Exercise
3 Allergens
o Dust Mites,
dust, stuffed
animals, carpet
o Pollen - trees,
grass, weeds
o Mold

o Pets - animal
dander

o Pests - rodents,
cockroaches

1 Odors (Irritants)
o Cigarette smoke

Remember to rinse your mouth after taking inhaled medicine.
puff(s) minutes before exercise.

& second hand
smoke

o Perfumes,

[BMBTFD@[M (Vellow Zane) |11 EE>

You have any of these:
* Gough

« Mild wheeze

» Tight chest

* Coughing at night

« Other:

If quick-relief medicine does not help within
15-20 minutes or has been used more than
2 times and symptoms persist, call your
doctor or go to the emergency room.

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

cleaning
products,
scented

MEDICINE

HOW MUCH to take and HOW OFTEN to take it

[ Xopenex®

[ Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 pufis every 4 hours as needed

2 puffs every 4 hours as needed

O Albuterol [ 1.25, [0 2.5 mg

] Duoneb®

1 unit nebulized every 4 hours as needed
1 unit nebulized every 4 hours as needed

(] Gombivent Respimat®

[] Xopenex® (Levalbuterol) (1 0.31, (1 0.63, (1 1.25 mg-_1 unit nebulized every 4 hours as needed

1 inhalation 4 times a day

[ Increase the dose of, or add:
[ Other

* If quick-relief medicine is needed more than 2 times a

products
© Smoke from
burning wood,
inside or outside
0 Weather
o Sudden
temperature
change
o Extreme weather
- hot and cold
© 0Ozone alert days
1 Foods:

(@]
And/or Peak flow from_____to week, except before exercise, then call your doctor. 0
Q
EMERGENCY (Red Zone) |l [Take these medicines NOW and CALL 911, |20t
swc} Your asthma isf Asthma can be a life-threatening illness. Do not wait! 2
gottiig woree tast: i | MEDICINE HOW MUCH to take and HOW OFTEN to take t | ,
not help within 15-20 minutes | 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 | [J Albuterol [J 1.25, (1 2.5 mg 1 unit nebulized every 20 minutes | planis meant to assist,
» Trouble walking and talking | (] Duoneb® 1 unit nebulized every 20 minutes

And/or » Lips blue « Fingernails blue
Peak flow  *Other:
below

O Combivent Respimat®

[J Xopenex® (Levalbuterol) [ 0.31, [J 0.63, [J 1.25 mg ___1 unit nebulized every 20 minutes

1 inhalation 4 times a day

(] Other

not replace, the clinical
decision-making
required to meet

individual patient needs.

Oiselsimers: T 2 i AP S = A o il by et
] e

REVISED MAY 2017

Permission lo reproduce blank form » warpacnj.org

Permission to Self-administer Medication:

[ This student is capable and has been instructed
in the proper method of self-administering of the
non-nebulized inhaled medications named above
in accordance vith NJ Lav.

(] This student is not approved to self-medicate.

PHYSICIAN/APN/PA SIGNATURE

DATE

Physician’s Orders

PARENT/GUARDIAN SIGNATURE

PHYSICIAN STAMP

Make a copy for parent and for physician file, send original to school nurse or child care provider.



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 Gare 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-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. | 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 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 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 condition 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.

(1 D0 NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature Phone Date

Disclalmers; The use of s Wets?
'!_..f"zwl von of Rew Jerse
vass

Sponsored by

:I: AMERICAN
' LUNG
. ASSOCIATION,

1IN MNEVY JERSEY

tﬁl zred. lefometio 1|Ws; utlicatais rh ridad o Cagnose baalt procl

g lrom your chlds or your Fealfi care pro



SEIZURE ACTION PLAN (SAP) feassa

Name: Birth Date:
Address: Phone:
Emergency Contact/Relationship: Phone:

Seizure Information

Selzure Type How Long It Lasts How! Often What Happens

How to respond to a seizure (check all that apply)
[] First aid - Stay. Safe. Side. [] Notify emergency contact at

[C] Give rescue therapy according to SAP  [] Call 911 for transport to

[] Notify emergency contact L] other
First Aid for any seizure When to call 9T
O Seizure with loss of consciousness longer than 5 minutes,
O STAY calm, keep calm, begin timing not responding to rescue med if available
seizure

) O Repeated seizures longer than 10 minutes, no recovery between
O Keep me SAFE - remove harmful objects, them, not responding to rescue med if available

don't restrain, protect head . . .
O Difficulty breathing after seizure

O SIDE - turn on side if not awake, keep
airway clear, don't put objects in mouth O Serious injury occurs or suspected, seizure in water
O STAY until recovered from seizure When to call your provider first
O Swipe magnet for VNS O Change in seizure type, number or pattern
0O Write down what happens [0 Person does not return to usual behavior (i.e., confused for a
long period)
O Other

O First time seizure that stops on its’ own

O Other medical problems or pregnancy need to be checked

When rescue therapy may be needed:
When and What to do

If seizure (cluster, # or length)

Name of Med/Rx How much to give (dose)

How to give

If seizure (cluster, # or length)

Name of Med/Rx _ How much to give (dose)

How to give

If seizure (cluster, # or length)

Name of Med/Rx How much to give (dose)

How to give

epilepsy.com
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Seizure Actlon Plan continued

Care after seizure

What type of help is needed? (describe)

When is person able to resume usual activity?

Special instructions

First Responders:

Emergency Department:

Daily seizure medicine

[ How Taken
Medicine Name Total Daily’Amount Amountof

Tab/LIguid (time of eachidose and how:much)

Other information
Triggers:

Important Medical History:

Allergies:

Epilepsy Surgery (type, date, side effects)

Device: [ ] VNS [JRNS [] DBS Date Implanted

Diet Therapy: [ Ketogenic []Low Glycemic []Modified Atkins [JOther (describe)

Special Instructions:

Health care contacts

Epilepsy Provider:

Phone:
Primary Care: Phone:
Preferred Hospital: Phoha:
Pharmacy: Phone:
My signature: Date
Provider Signature: Date:

epilepsy.com egpuepsv
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FARE

Food Allergy Research & Education

FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA

Name: D.0.B.: PLACE

PICTURE
Allergic to: HERE
Weight: Ibs. Asthma: [J Yes (higher risk for a severe reaction) [ No

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

THEREFORE:

Extremely reactive to the following allergens:

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

LUNG

Shortness of
breath, wheezing,

HEART

Pale or bluish
skin, faintness,

repetitive cough weak pulse,
dizziness
SKIN GUT
Many hives over Repetitive

body, widespread vomiting, severe
redness diarrhea

L

L

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ©® ®

THROAT
Tight or hoarse
throat, trouble

breathing or

swallowing

@

OTHER
Feeling
something bad is
about to happen,
anxiety, confusion

43

MOUTH
Significant
swelling of the
tongue or lips

OR A

COMBINATION
of symptoms

from different
body areas.

MILD SYMPTOMS

® © ®

NOSE MOUTH SKIN GUT
Itchy or Itchy mouth A few hives, Mild
runny nose, mild itch nausea or
sneezing discomfort

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.

1. INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency responders
arrive.

e Consider giving additional medications following epinephrine:

»  Antihistamine
» Inhaler (bronchodilator) if wheezing

e 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.

¢ |f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose.

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.

MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: [J 0.1mgIM [J0.15mg M [J 0.3 mg 1M

Antihistamine Brand or Generic:

Antihistamine Dose:

Other (e.g., inhaler-bronchodilator if wheezing):

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAN/HCP AUTHORIZATION SIGNATURE

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

DATE



(&) FARE.  F0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA

Food Allergy Research & Education

HOW TO USE AUVI-QG® (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.

3. Swing and push the auto—in'bector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for
3 seconds (count 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®), Pih
USP AUTO-INJECTOR, AMNEAL PHARMACEUTICALS e -T/
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
4

hold firmly against the thigh for approximately 10 seconds.
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.

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

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.

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

oW

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.

EMERGE_NCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATIONSHIP: PHONE:
DOCTOR: PHONE: NAME/RELATIONSHIP; PHONE:
PARERTALN bl : PHONE: NAME/RELATIONSHIP: PHONE:

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



River Dell Regional Board of Education

230 Woodland Avenue
River Edge, NJ 07661

ADMINISTERING MEDICATION — (By School Nurse)

Part | - Prescribing Health Care Provider’s Orders for Administration of Medication
(to be completed by prescribing health care provider)

In order to protect the health of your student, , it will be necessary for him/her to have
medication during school hours prescribed as follows:

Does the student have asthma or another potentially life-threatening iliness or a life-threatening allergy?
YES NO

If yes, is the student capable of and has the student been instructed in the proper method of self-administration of
medication?

YES NO

Name of Medication:

Dosage:

What specific time is medication to be administered:

Purpose of Medication:

What adverse reaction might occur if medication is taken over an extended period of time:

What adverse reaction may occur if the medication is not administered according to the specified time set forth above:

Please advise parents that medication must be provided by parents in original container.

Signature of Health Care Provider

Please Print Name

Street Address

City, State, Zip Code

Telephone

Page 1 of 2




River Dell Regional Board of Education

230 Woodland Avenue
River Edge, NJ 07661

ADMINISTERING MEDICATION — (By School Nurse)

Part Il = Parent/Guardian Consent
(to be completed by parent/guardian)

Dear

| hereby request that my student, , who attends Grade at River Dell
School be administered medication during school hours as prescribed by her/his health care provider.
I 'understand that the ultimate responsibility of medication is mine. | shall provide the prescribed medication in the original
container. | understand that my request for the administration of medication during school hours to my student is effective for this
school year only and must be renewed on an annual basis.

I understand and acknowledge that the River Dell Regional Board of Education and its employees and/or agents, including the school
nurse and any delegates, shall incur no liability as a result of any injury arising from the administration of medication to my student,
the self-administration of medication by my student, the administration of epinephrine to my student via a pre-filled auto-injection
mechanism, or the administration of glucagon to my student and agree to indemnify and hold harmless the River Dell Regional
Board of Education and its employees and agents, including the school nurse and delegates, against any and all claims arising from
the administration of medication to my student, the self-administration of medication by my student and/or the administration of
epinephrine to my student via a pre-filled auto-injector mechanism, or the administration of glucagon to my student.

Signature of Parent/Guardian

Please Print Name

Page 2 of 2




River Dell Regional Board of Education

230 Woodland Avenue
River Edge, NJ 07661

ADMINISTERING MEDICATION — (By Student)

Part | = Self-Medication Permission Form
(to be completed by parent/guardian)

This information sets forth parent/guardian responsibilities regarding the self-administering student and also meets the requirements
set forth in N.J.S.A. 18A:40-12.3(a)(3) that a Board of Education must inform parents/guardians of the self-medicating student that it
will incur no liability as a result of any injury arising from the student’s self medication.

A new authorization is to be submitted each school year.

General Instructions

A current, pre-filled auto-injector mechanism for epinephrine must be provided to the school for your student’s use. All
antihistamines, glucagon and/or other medication must be brought to school by the parent/guardian and be provided in
the original container. Parents/guardians are responsible for replacing all expired medication.

The parent/guardian is responsible for having the attached Medical Certification completed by the student’s treating
physician.

This form must be completed every school year.

Please be advised that the River Dell Regional Board of Education and its employees or agents, including the school nurse
and any delegates, shall incur no liability as a result of any injury arising from the administration of medication to student,
the self-administration of medication by a student, the administration of epinephrine via a pre-filled auto-injector
mechanism, and/or the administration of glucagon.

My student, , who attends grade at the School
has asthma, another potentially life-threatening illness, or a life-threatening allergic reaction. Therefore, I request that my student
be allowed to self administer medication during school hours as prescribed by his/her physician. | hereby certify that my student is
capable of, and has been instructed in, the proper method of self administration of medication by his/her health care provider.

I understand and acknowledge that the River Dell Regional Board of Education and its employees and/or agents, including the school
nurse and any delegates, shall incur no liability as a result of any injury arising from the administration of medication to my student,
the self-administration of medication by my student, the administration of epinephrine to my student via a pre-filled auto-injection
mechanism, or the administration of glucagon to my student and agree to indemnify and hold harmless the River Dell Regional Board
of Education and its employees and agents, including the school nurse and delegates, against any and all claims arising from the
administration of medication to my student, the self-administration of medication by my student and/or the administration of
epinephrine to my student via a pre-filled auto-injector mechanism, or the administration of glucagon to my student.

Signature of Parent/Guardian

Please Print Name

Page 1 of 2




River Dell Regional Board of Education

230 Woodland Avenue
River Edge, NJ 07661

ADMINISTERING MEDICATION — (By Student)

Part Il - Medical Certification
(to be completed by prescribing health care provider)

Name of Student:

Name of Medication:

Dosage:

Frequency and Directions:

| certify that the above-name student has: ) Asthma, or

(Ja potentially life-threatening illness, or

() alife-threatening allergy
and is capable of, and has been instructed in, the proper method of self-administration of the following
medication:

I certify that the above-named student requires the administration of epinephrine for anaphylaxis.

I certify that the above-named student requires the administration of glucagon for severe hypoglycemia.

Signature of Health Care Provider |

Please Print Name

Street Address ‘

City, State, Zip Code |

Telephone

Page 2 of 2




