SCHALICK HIGH SCHOOL ATHLETIC DEPARTMENT

DOUG VOLOVAR, DIRECTOR OF ATHLETICS
(856) 358 ~ 2054 ext. 4119

Dear Parents/Guardians:

Your son/daughter has expressed a desire to participate in the Interscholastic Athletic Program at school. We
expect each athlete to be a credit to himself/herself, his/her family and the school.

A Student Pre-Participation Physical Form will be given to athletes requiring a new physical to be completed by
their physician. Athletes with:a current physical will be given a Health History Update to be filled out and signed by
parent/guardian.

1. The entirety of the physical packet is to be completed by your Family Physician, Physician
Assistarit or Nurse Practitioner and submitted to the school nurse at least 2 weeks prior to
the first official day of practice. If you do not have a family physician or nurse practitioner
the student must contact:the school nurse immediately to make arrangements fora
medical examination. The: physical and health history forms are required by New Jersey
School Law and must be completed every 365 days.

2. if the child’s physical is still current a Health History Update Questionnaire must be
completed within 90 days of a new sports season. The update informs us of any changes to
your child’s health since their last physical. The parent must sign and date the bottom of the
page.

Please carefully read and SIgn the Parent Approvai Form as well as the athletic registration forms online at
it 3 tods Before a student may participate in athletics, all forms must be completed
online ard the physItal exam form submitted for review and approval by the school doctor.

Timelines for submission forms are as follows:
Fall Sports, last day of school in June; Winter Sports, November 1; Spring Sports, February-28™.

Once again, all registration forms must be completed online immediately; Physical exam forms must be
submitted and reviewed by the school doctor prior to participation in athletics. Any form not filled out inits
entirety will be returned to the athlete for.¢cdmpletion. This procedure has:baen adopted for the welfare of our
students. With your cooperation, it can be carried.out with minimum inconvenience and maximum effectiveness.

If { can be of any service to you, please feel frée to contact me at the Atfiletic Office.
Sincerely,

Doug Volovar
Director of Athletics



Avoid Delays in Clearing Sports.Physicals

To avoid delays in clearing sports physicals, be sure to turn in your paperwork on time.

MAKE SURE:

All sections of the physical examination form are completed in ink.

On page 1 (History Form), please provide explanations to all yes answers on the
history form, including age or year of illness, injuries and/or surgeries on lines
provided under quéstion 54.

Student and parent must both sign bottom of page 1 and date.

Page 2 (Athletes with Special-Needs; Supplementary History Form is.for students
who have physical-disabilities due to-birth injuries, genetic malformation,
accidental injuries, trauma or other causes.

All sections of page 3 need to be completed including vision (doctor cannot
document “sees eye doctor” or “declined in office”), blood pressure, pulse and
date of physical exam.

The clearance box is checked on both pages 3 and 4.

Include clearance notes from doctorwith date for any injuries and/or illnesses
checked off on the history form.

The doctor signed the cardiac assessment module on the last page and the office
stamp is on page 4.

Asthma Action Plans and Anaphylaxis/Allergy Plans are only:valid for the school
year they are submitted. All students with asthma or anaphylaxis allergies must
submit a new plan with their Fall Sports Physical. If students have outgrown their
asthma or allergies, a letter from their MD/PA/APN must be provided with their
sports physical.

Lastly, check over the forms before submitting:them to make sure they are
complete,

For physical questions, contact Nurse Bokma: J Bokma@pittsgrove.net
For clearance questions, contact Mrs. Franzwa: LFranzwa@pittsgrove.net
All other athletic questions, contact Mr. Volovar: DVolovar@pittsgrove.net



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 NOD

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 l::INO []

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?” YesD NOD

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? Yesl___l NOEI
7. Been hospitalized or had to go to the emergency room? YesD NOD

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?” Yesl_—_l NoD
9. Started or stopped taking any over-the-counter or prescribed medications? YesDNoD
10. Been diagnosed with Coronavirus (COVID-19)? YesDNol]
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? YesD NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD No[l
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? YesD NOD

Date: Signature of parent/guardian:

Planca Raotrnirn Mamnlatad Farm ta the Sehanal Nlnrcalde Nffina —l






MTENTIDH PAHENTIEUAFID]AN The preparticlpation physical examination (page 3) rnu51 be completed hya health care provlder who has cemp!eted
) . thlete Cardiac. Assessment Professional Development Modile.

| F’REF’ART[CIPATION PHYSICAL EVALUATION
HISTORY FORM

(Note: This form is 1o be filled out by the patient and parent prior to see/ng the pbys.rmaa The physrcfan should. keem capy of u‘us farm in the chart. }
Date of Exam

Name Date of birth

Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all 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 O Food O Stinging Insects

Explaln “Yes” answers below. Clrcle questions you don’t know the answers to.

,‘.EB&QUESTL,ES :! R e T T _MEDICAL QUESTIONS . . W/owi yo sowe it 200 & oo PA[iayes !
1. Has a doctor ever denied or restn'cled yaur participation in sports for 26. Do you cough, wheeze, or have difficulty breathing during or”
any reason? after exercise?
2. Do you have any ongoing medical conditions? If so, please identify 27. Have you ever used an inhaler or taken asthma medicine?
below: 0 Asthma [0 Anemia [ Diabetes [ Infections 28. Is there anyone in your family who has asthma?
Other: 29. Were you bom without or ara.you missing a-kidnay, an eye, a testicle
3. Have you ever spent the night in the hospital? {males), your spleen, or any other argan?
4. Have you ever had surgery? 30. Do you have groin pain or a painful bulge or hemia in the groin area'?
HEART HEALTHQUESTIONS ABOUT-YOU. -~~~z -—~——"|=Yes~| =Noz:! | 31. Havg you had infectious mongnucleosis,(monc) within the [ast mantn?
5. Have you ever passed out or nearly-passed out DURING or 32: Do you have any rashes, pressure sores, or other skin problams?
AFTER exerclse? 33, Have'you had a herpes or MRSA skin infection?

6. Have you ever had discomfort, pain, tightness, or pressure in your 34
chest during exercise?

7. Does your heart ever race or skip beats (imegular beats) during exercise?

. Have you ever had a head injury or concussion?

35. Have you ever had a hit or blow to the head that caused confusian,
prolonged headache, or memory problems?

8. Et?:c?( i?lcttlt:;_le;ls; I;eld you that you have any heart problems? If so, 36. Do you have a history of seizure disorder?
O High blood pfes;sure O A heart murmur 37. Do you have headaches with exercise?
O High cholestero! [ A heart infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: ) legs after being hit or falling?
9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after baing hit
echacardlogram) or falling?
10. Do you get lightheaded or feel more short of breath than expected |40 Have you ever become Il while exerclsing in the heat? : i i
— duringgiercise? — - 5 =7 i 2 “41. Do you get frequent muscle-cramps when exercising? ;
1. Havd yli suer fiad an Ghexplained $éiziire?” ) ] "7 17[ 42 Do 'you or sameone in your family have sickle cell trait or disease?
12. Do you get fmiré tired or stiort of bredth mére quickly than your friends 43. Have you had any problems with your eyes or visign? -
dueng e [se'f. — — = 44. Have you had any eye injuries?
‘HEARTHEALTH:QUESTIONS/ABOUT-YO LR FAMILY.-- i Yo |- No

45, Do you wear glasses or contact lenses?
46. Do you wear protective eyewear, such as goggles or a face shield?

13. Has any family member or relative died of heart problems or had an
unexpected or upexplained sudden death before age 50 (including

drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do you worry about your weight?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 48. Are you trying to or has anyone recommended that You gain or
syndrome, arthythmogenic right ventricular cardiomyopathy, long QT lose weight?
syndrome, shorti QT syndroms, Brugada syndrome, or catecholaminergic 49. Are you on a special diet or o you avoid certain types of foods?

polymorphic veritricular tachycardia?

15. r family h. heart probl ker, of
E:ﬁ;?g r&l;fu[;:;ln:msml bt e 51. Do you have any concemns that you would like to discuss with a doctor?

’FEM-M-ESGNLI 3 . T— — B e e BT - “. = -‘?,Iili

PRty

50. Have you ever had an eating disorder?

16. Has anyone in your family had unexplained fainting, unexplained
seizures, or near-drowning? 52. Have you ever had a menstrual period?

BONE-AND=IOINT' QUESTIDNS =<t n s ot sl comir - »+[=+Ha~| |53. How old were you when you had your first menstrual period?
17. Have you ever had an Injury to a bone, muscle, ligament, or tendon 54. How many periods have you had in the last 12 months?

that caused.you to miss a praclice or a game?
18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, T scan,
injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracturg?

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

22. Do you regularly use a brace, orthalics, or other assistive device?

23. Do you have a bone, muscle, or joint irjury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?
25. Do you have any history of juvenile arthritis or connective tissue disease?

Explain “yes” answers here

—-

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

of athlete Signature of p I Date

©2010 American Acadamy of Family Physicians, American Academy of Pediatrics, American College of Sparts Med/c/ne Amencan Medical Society for Sports Medicine, American Dnhopaedrc
Society for Sports Medicine, and American Oslteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.

HEDS03 9-2681/0410
New Jersey Department of Education 2014; Pursuant to P.L.2013, c.71



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)

. Type of disability

. Date of disability

. Classification (if available)

. Cause of disability (birth, disease, accident/trauma, other)
. List the sports you are‘interested in playing

(x| wiNn|—

; L _ S, o e S SRR el s nn | RS0 S ves o sl e NG A RS
. Do youregularly use a brace, assistive device, or prosthetic? i ) ey

. Do you use any special brace or assistive davice for sporis?

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

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

10. Do you have a visual impairment?

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

12. Do you have buming or discomfort when urinating?

13. Have you had autoriomic dysreflexia?

14. Have you ever been diagnased with a heat-related (hypertharmia) or cold-related (nypothermia) fliiess?
15. Do you have.muscle spasticity? '

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

Explain “yes” answers here

Atlantoagfal instability ' 3 > P [ .
X-ray evaluation for atlantoaxial instability
Dislocated joints {more than ong)

Easy bleeding

Enfarged spleen

Hepalitis

Osteopenia or osteoporosis

Difficulty controlling bowel

Difficutty ‘controliing bladder
Numbness or tingling-in-arms or hands
Numbness or tingling In legs o feet
Weakness in arms or hands

Weakness in legs or feet

Recent change in coordination

Recent change in ability to walk

Spina bifida

Latex allergy

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

Explain “yes" answers here

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

of athlele i of p

g Date

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicing, American Medical Sociaty for Sports Medicine, American Orthopaedic
Saciety.for Sports Medicing, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
New Jersey Department of Education 2014; Pursuant to P.L.2013, c.71




= PREPARTIUPAT;ON F’HYSI(;AL EVALUATIél;- | _
PHYSICAL EXAMINATION FORM |

Name Date of birth
PHYSICIAN REMINDERS

1. Conslder additional guestions on more sensitive issues
* Do you feel 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 tried cigareties, 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 taken anabolic steroids or used any other performance 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 questmns on cardlovascular symplnms (questmns 5-14).

[EXAMINATION - P MBI Yo O Vi e P O i A T T s S S DI DR, 1. 3. L. -5 <8 " O
Height Weight 0O Male O Female

BP / [ / ) Pulse Vision'R 20/ L2w/ Comected O Y ON

MEDICAL . 0yl S i o T e T e el ONORMAL . L . ABNORMALFINDINGS® - Ssolabeiii

Appearance
* Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,
arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency}

Eyes/ears/nose/throat
o Puplis equal

* Hearing

Lymph nodes

Heart?
* Murmurs (auscultation standing, supine, +/- Valsalva)
* Location of point of mzmmal |mpulse (PM)

Pulses
* Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)®

Skin

= HSV, leslons suggestive of MRSA, tinea corporis
Neuraloglc®

Neck

Back

Shoulder/arm
Elbow/forearm -
Wristhand/Mngeérs
Hip/thigh

Knee

L.eg/ankle

Foot/toes

Functional

s Duck-walk, single leg hop

*Consider ECG, schocardiogram, and referral 1o cardialagy lor abnormal cardiac history or amm
bConslder GU exam il in private setling. Having third party presznl Is recommended, -~ -
"‘Consider ‘cognitive or baséfine neuropsy testing Hf a history of significant concussio‘n.

'

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

‘O Not cleared
: 3 -Pending further evaluation
-, 0 Foranysporls .. R S
< i Oy Forgertain sports:
-Reaspn i T -

Recommendations _ v - ORI e N 5 S Padt NriT el { Ik i e H LS e e / R YV K]

1 have examined the above-named student and completed the preparlicipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and
parlicipale in the sparl(s) as outlined above. A copy ol the physical exam is on record in my office,and can be made available to the school al the request ol the, parenis. If conditions
arise aiter the athlete has been tleared for participation, a physician may rescind the clearance unl|| the prnhlem is resolved and the polential consequences are complelely explained
to the athlete (and parents/guardians).

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

Signature of physician, APN, PA

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American Collega of Sports Médicfne, Amerii‘an Medical SO(;‘]BI:V for Sports Medicine, /i;reriéa;bn;w;;é;dfc
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
HEOS03

. . 9-2681/0410
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71




PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM b i

Name Sex OM OF Age Date of birth

O Cleared for all sports without restriction )
O Cleared for all sports without restriction with recommendations for further evaluation or treatment for J‘*"*""j Sk M e b Tl R WS
O Not cleared

O Pending further evaluation
O For any sports
O For certain sports

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

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

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contraindications to 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 athlete has been cleared for-participation,
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the-athlete
(and parents/guardians).

Name of physiciai, advanced practice nurse (APN), phisician assistant (PA) : Date

Address Phone

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Module

Date Signatura

©2010American Academy of Family Physicians, American Acaderfiy of Pediatrics, American College of Sports Médiine, American Medical Society for Sporis Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment.
New Jersey Depariment of Education 2014; Pursuant lo P.L.2013, c.71
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The following form(s) need to
be completed ONLY if your child
has:

Asthmal/uses a rescue inhaler

Food/Bee allergies and carries
epinephrine

Seizure disorder

https://docs.google.com/document/d/1Rvrdig61zAco5Kv1_TtNh4]leI9dLvcIH80p-InAO1 5s/edit 172
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Asthma Treatment Plan — Student PAGRED + e morem (@

t o
i | 40~ ST A LUNG o, Lmmiemes ]
(This asthma action.plan meels NJ Law N.J.S.A. 184:40-12.8) {Physician’s Grders) ot iAo G ASSECTION. Sy
{Please Print}
Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

i Take daily conti‘_d_l__ medicine(s). _§Qmé;'_i_t§'hal__qfs ‘may be
HEALTHY (6roen Zone) Im@: more effective with a “spacer” -'use if directed. .

You have all of these: [ yEp|ciNE HOW MUCH to take and HOW OFTEN to take it
* Breathing is good [ Advair® HFA (3 45, [ 115, [J 230 2 puffs twice a day
= No cough or wheeze [ Aerospan™ (11, [ 2 puffs twice a day
? « Sleep through ] Alvesco® [] 80, C1 160 (11, 02 putfs twice a day
the night O Dulera® (J 100, (1 200 2 puffs twice a day
o GAMFWOTK. eXercisa [ Flovent® (1] 44, (1 110, 1 220 2.puffstwice a day
' ! [ Qvar® [ 40,3 80 11,02 puffs twice a day
and play (1 Symbicort® (1 80, (1 160 11,2 pufis twice a day

[Cl:Advair Diskus® [ 100, [ 250, [ 500 1 inhalation twice a day
(] Asmanex® Twisthaler® 1110, [] 220 [11, CI2inhalations (] ance or [J twice a day

Triggers
Check all items
that trigger.
patient’s asthma:

Q Coldsfflu
O Exercise
Q Allergens
oDust Mites,
dust, stuffed
animals, carpet
O Pollen - trees,
‘grassz weeds

Mold
O Flovent® Diskus® 1 50 (1 100 ] 250 { inhlation twice a day o pets - animl
[ Pulmicort Flexhaler® (] 90,1180 [11,[02 inhalations [] once or [ twice a day dander
[ Pulmicort Respules® (Budesonide) (1 0.25, [ 0.5, C11.0__1 unit nebulized [ once or (] twice a day o Pests - rodents,
1 Singulair® (Montefukast) [J 4, (15, 1 10'mg 1 tablet daily cockroaches
[l Other ‘0 0ders (Iritants)
And/or Peak flow above {1 None : o Cigarette smoke
Remember to rinse your mouth after taking inhaled medicine. g‘r:gﬁg"d farkl
If exercise triggers your.asthma, take . ____puff(s) minutes before exercise. perfymes,
cleaning
CAUTION (Vellow Zone) |ﬂ|]|]|:> Continue daily control medicine(s) and ADD quick-refief medicine(s). Ao
(Z d = roducts
A Youhaveanyofthese: rurrimne HOW MUCH to take and HOW OFTEN to take it s Sk o
* Cough © Smoke 1ro|
@ — -oMild-wheeze' - - - -~ [[=):Albuterol MDI:(Rro-air® or-Proventil® or-Ventolin®):-2-pufts: every-4 hours-asneeded- - - -~ --g}“é‘é?%fmiaé
« Tight chast (] Xopenex® : 2 puffs every 4 hours as needed O Weather
* Coughing at night [ Albuterel [11.25,1 2.5mg y 1 unit nebulized every 4 hours as needed |  sydden--
« Other: 0 Duongb® 1 unit nebulized every 4 hours as needed temperature
- [ Xopenex® (Levalbuterol) [ 0.31, [10.63, (1 1.25 mg _1 unit nebulized every 4 hours as needed B 'é::r';%fe e
It quick-relief medicine does not help within [J Combivent Respimat® 1 inhalation 4 times a day ~hot and cold
15-20 minutes or has been used more than | I InCrease the dose of, or add: © Ozone alert days
2 times and symptoms persist, call your L Other i o ‘ , G O Foods:
doctor or go to the emergency roomi, e If quick-relief medicine is needed more than 2 timesa o___
And/or Peak flow from to week, except before exercise, then call your dfu ctor. o
; - — o
EMERGENCY (Red Zone) Il [Take these medicines NOW and CALL 911, |20
poeg@)y Your asthma is Asthma can he a life-threatening illness. Do not wait!  |°
B S arsetast: i | MEDICINE HOW MUCH to take and HOW OFTEN to take it | o
not help within 15-20 minutes | (3 Albuterot MOI (Pro-air® or Proventil® or Ventolin®) __4 puffs every 20 minutes —
* Breatiing is hard or fast (3 Xopenex® 4 puffs every 20 minutes This asthma treatment
» Nose opens wide « Ribs show | (1 Albuterol {7 1.25, [32.5 mg 1 unit nebulized every 20 minutes | plan is mednt to assist,
= Trouble walking and talking | (] Duoneb® 1 unit nebulized every 20 minutes | not replace, tr}e clinical
And/or * Lips blue « Fingernails blue | J Xopenex® (Levalbuterol) (] 0.31, O 0.63, (1 1.25.mg ___1 unit nebulized every 20 minutes | decision-making
Peak flow = 0Other: {J Combivent Respimat® 1 inhalation 4 times a day required to meet
below 1 Other individual patient needs.
.ﬂu::_i_l:l- ummwnnr&rmn%‘t:: A 3 N
o i Permission to Self-administer Medication: | PHYSICIAN/APN/PA SIGNATURE DATE
Sy R smswiid | [ This student is capable and has been instructed Physician's Orders

i e i the proper method of self-administering of the

i non-nebulized inhaled medications named above | PARENT/GUARDIAN SIGNATURE
v in accordance with NJ Law.

N T wiravene | [ This student is pot approved to self-medicate. | PHYSICIAN STANP
REVISED MAY 2017

Permission to reproduce blank farm - www.pacnj,org

Make a copy for parent and far physician file, send sriginai to schoal 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, compiete the top left section with:
* Child's name + Child's doctor’s name & phoae 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:
s 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 Healttr Care Provideér 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:
« Chitd’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 seclion at the bottom of the form: Discuss your child's ability to seif-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-hiome to’hélp manage your child’s asthma
«.Give copies ‘of the*Asthima Tréatment 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 prescnbed 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 Phaene Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER GHEGKED PERMISSION FOR YOUR CHILD TO
SELF-ADMINISTER ASTHMA MED[CATION ON THE. FRUNT OF THIS FORM.

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

(1 | do request that:my child be ALLOWED 1o carry the-following medication for self-administration’
in school pursuant to N.J.A.G:.6A:16-2.3. 1 give permission‘for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current’schiool year as | consider hir/hér-to:be responsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in-its original prescnption 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.

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

Parent/Guardian Signature Phone Date

Disclaimers; mamammmmtwrmmnwummru Theecortlert & provided onam 2 " brsiz. The American Lumg Assocition of e Mid-Mlanic (AUA-AY, the Vrmricfatult Sponsored by
Hafhorg Cealition of New Jersey and ofl allfiades diochim ol warmrtien, exvesy of implicd, mmmahﬂqmummmﬂrﬂm“qmﬁllm non-Infrepament of Bied tier’ rohis

[ !@mh:gummmmmmnmw mmw:mm mmmmﬁqulhdnnl T corilend, ALAAL-A rriskins no warmanty, tepreseiation er guaranty Ul the in-

= loimetion. Muﬂzruwdummuww&lmmmmm 34 g pverd hal (= -1 fthoct Timstaien, incadenist and comseguential dmges, persnsl injoryAeoeghyl AMERICAN

7| death, ket prefly, of éarmages sesiling bom data or busmess infersupon) sestlling from e 1 uwmlnumwnﬂnlmm s Pl whelhes e o wareandly, mhﬂwnrd}ﬂt;ﬂhzmid p
Wl o rol ALAM-A T3 idvised of e poss sty of s darmsges, ALAM-A pnd s aflfiotes sre ot esdhe fee sy e, whitzaever, cursed by youm i & i of fhe At Tresent Pl ot of s wabate, LUNG
Thie PedfatricfAdun Asitm Coslion of hiew Jeisey, sponeteed by B Arverican Lusg Asscciation in Hew Jervey, This publication was supparted by a grant lrom the New Jersey Depariment ol Health and Senior Services, wilh tunds ASSOCIATION.

ruvided by (he U1 5, Cestees fr Disease Cariol i Prvvestion imder Cooperaiive Apreethient SUBOFHIND4T1-5 s canlent are splely the responsibiity of the aulhors and do not necessarily represent the official views of Lhe New IN NEW JERSEY
Pediatric/Adult Asthma Coalition WWMMMS&WW«MUS Cenlers lor Disease Control and Prevention. Athough this doceat s been hunded whally or in part by the United States Environmental Protection Agency undes Agreement
YASE296501-2 1o the Amevican Lung Assodialion in New Jersey, it has not gone through the Agency’s publicalions feview process and hetefore, may nol necessarity reflet the views of the Agency and no official endorsement should
be inlerred. Intormaatfon in Ihis puliicalion s nat inkerided 1o dragnase heatih problems or take tha pace of ice. For asthvim of any medi itlon, szek medical advice trom your OIS of yout heaith care prolessional
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' FARE.f;'i',""fFnun'IALLERev &-:ANAPHY_LAXIS EMERGENGY ‘I:ARE PLAN

Name: D.0.B.: PLACE

PICTURE
Aliergy to: HERE
Weight: Ibs. Asthma: DYes (higher risk for a severe reaction) I:] No

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

Extremely reactive to the following allergens:
THEREFORE:

If chec__ked glve epmephnne |mmed|ately if the allergen was L LIKELY “eaten, , for ANY symptoms.
If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® @ ® ©

LUNG HEART THROAT MOUTH
Shortness of Pale or bluish Tight or hoarse Sigqi_ficant
breath, wheezing, skin, faintness,  throat, trouble  swelling of the

MILD SYMPTOMS

® © ®

NOSE MOUTH SKIN GUT
ltchy 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.

repetitive cough weak pulse, breathing or t’o_n'g'ue or lips
dizziness swallowing
- COMBINATION
SKIN GQUT OTHER of symptems
Many hives over Repetitive Feeling from ,d ifferent
body, widespread vomiting, severe something bad‘is body areas.
redness ~diarrhea_ about to happen,
T T T anxiety, confusion’
L1 L L1

1. INJECT EPINEPHRINE IMMEDIATELY.

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

« Consider giving additional medications following epinephrine:

» Antihistamine
» 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.

¢ |f symptoms do not improve, or symptoms return, more doses of

e  Alert emergency contacts.
¢ Transport patient to ER, even if symptoms resolve, Patient should
remain in ER for at least 4 hours because symptoms may return.

2.— Stay-with-the-person; alert-emergency-contacts:— —{
3. Watch closely for changes. If symptoms worsen,
give epinephrine.

epinephrine can be given about 5 minutes or more after the fast dose.

| MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: I:’O.ls mg IM I:]O,B mg M

Antihistamine Brand or Generic: _

Antihistamine Dose:

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

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 4/2017



2o .. . PITTSGROVE TOWNSHIP SCHOOL DISTRICT L Paw ¥
PARENTAL REQUEST AND ACKNOWLEDGEMENT FOR PRE-FILLED AUTO IN]ECTOR
MECHANISM ADMINISTRATION WHEN NURSE IS UNAVAILABLE

Student Name: School:

give(s) permission for a trained, delegated, non-

medical person to administer epinephrine via pre-filled auto injector mechanism to my child when needed

and a nurse is not present. My/our child is allergic to

Iwe understand that when epinephrine is administered to my/our child, EMS 9-1-1 will be immediately

activated and EMS will transport my-child to the hospital.

I/We am/are aware that if my/our child’s physigian has ordered a second dose of epinephrine via pre-
filled auto-injector mechanism, special considerations must be made ‘pertaining to the second dose being
administered:by the delegate. I/We have“been notified that the NJ De;ﬁartxnent of Health- and Senior
© Services states in the Tréﬁiing Protocols for the Emergency Administration of Epinephrihé: (September
2008) that: '
" In some circumstances a second adrmmstratlon of epmephrme may be

necessary. The school nurse, :‘who is responsible for delegating the

administration of epinephrine, must:determine that the delegate is competent to

administer the second dose of epmephrme in accordancé with the written

orders from the medical home, the policies and procedures of the district or

nonpublic school and the circumstances involved in the emergcncy
In accordance with: Board Policy' 5141.21 ‘and N-.J' .S.A. 18A:40-12.5 et seq., IlWe have beer advised and
acknowledge that so long as the specified procedures in Board Policy 5141.21 are followed, the
Pittsgrove Township School District, its employees and agents shall have no liability as a result of any
--~injury to my child that-is cavsed-by-er-arises-out-of the admhinistration-of epinephrine-viaa-pre-filled auto-
injector mechanism. 1//We further understand and acknowledge that so long as the specified procedures
in Board Policy 5141.21 are followed, I/we shall indemnify and hold the Pittsgrove, Township. School

District, its employees and agents harmless agamst any claims arising out of or related to the

administration of epmephrme via a pre-filled auto-injector mechanism to my child.

I/We understand and acknowledge that the permission provided by this form is good for the current

school year only and must be renewed for each subsequent school year.

Parent/Guardian Date

Forms/16-17/Parental Consent for Admin of EpiPen in Absence of Schl Nurse



EPSY
FOUNDATION" Seizure Actlon Plan Effective Date

Stude-nt.'s Name B . ) - Date of Blrth

Parent/Guardian Phone Cell
Other Emergency Contact Phone Cell
Treating Physician Phone

Significant Medical History
T

_c’-: i
\(gl' Z! re‘l.gf “!unn :&'J\N DA Sk b z ! :
Seizure Type Length Frequency Descrlpt[on

Seizure triggers or warning signs: Student’s response after a seizure:

-.:.r- Emr\-.l \\lji :

Please de_scnbe basrc frrst aid procedures

Does student need to leave the classroom after a seizure? O Yes O No
If YES, describe process for returning student to classroom:

A “éelzure emergency " for
this student is defined as:

Seizure Emergency Protocol
(Check all that apply and clarify below)
O Contact school nurse at
(3 call 911 for transport to
(J Notify parent or emergency contact

J Administer emergency medications as indicated below
J Notify doctor

3 Other
e
G SeneolHoT
Dosage &
Medication Time of Day Given Common Side Effects & Special Instructions
Does student have a Vagus Nerve Stimulator? O Yes 0O No if YES, describe magnet use:

Spegra . i
Describe any specral consrderatrons or precautlons

Physician Signature Date

Parent/Guardian Signature Date

DPC772
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