GLOUCESTER Co. SPECIAL SERVICES SCHOOL DISTRICT

NONPUBLIC NURSING PRocE GLOUCESTER CO. CHRISTIAN SCHOOL
1340 Tanyard Road . ;51 Golf Club R
Sewell, NJ 08080 e‘ggg’ ';‘;90?080
(856) 468-6530 x1045 (856) 589-1665

Fax # (856) 582-4989

PRESCRIBED MEDICATION ADMINISTRATION IN SCHOOL

DISTRICT REGULATIONS REGARDING PRESCRIBED MEDICATION

Medication shall be administered in school only on a written order by the prescribing physician, along with
a written request and a supply of medication from the parent/legal guardian. All medicine must be properly
labeled, in the original pharmacy container and brought to school by the parent/legal guardian. Any
unauthorized medication found in a student’s possession without proper documentation on file, will be

taken, heid in the school office, and the parent/guardian notified. This is for the safety of your child and
others. ‘

Medication in general, according to state law, will be administered or taken under the supervision of the
school nurse. Please note that a school nurse is not always available during school hours to
administer medication. Receipt of a doctor's order and written request from the parent does not
guarantee that a medication can be administered during the school day.

A medication order is effective July 1-June 30 of each school year and must be renewed annually.

In the case of a POTENTIALLY LIFE-THREATENING CONDITION (i.e., epinephrine/inhaier/pancreatic
enzymes), legislation has been passed which allows a student to carry a medication for immediate
availability and self-administration. However, this situation REQUIRES that you contact the school
principal. These medications that may be carried by a student require proper documents to be compieted
by the student’s healthcare provider and parent. In the case of a student with a potentiaily life-threatening
allergy, with documented history of an actual anaphylactic episode, provision of a nurse-trained designee
for administration of emergency epinephrine, in the event a nurse is unavailable, is allowable under law.
However, certain restrictions apply and you must contact the school nurse.

Sincerely,

Lo Flld RN, s

Nonpublic Nurse

21921
AN EQUAL OPPORTUNITY EMPLOYER



GLOUCESTER CO. CHRISTIAN SCHOOL

GLOUCESTER CO. SPECIAL SERVICES SCHOOL DISTRICT 151 Golf Club Rd
NONPUBLIC NURSING PROGRAM Sewell, NJ 08080
1340 Tanyard Road (856) 589-1665
Sewell, NJ 08080 Fax # (856) 582-4989
(856) 468-6530 x1045

PHYSICIAN MEDICATION ORDER FORM
¢SIGNED ORIGINAL ORDER REQUIREDe

Grade DOB

Student's Name

Nonpublic School

I

* PLEASE PROVIDE A SEPARATE FORM FOR EACH MEDICATION THAT IS TO BE ADMINISTERED.

*PHYSICIAN TO COMPLETE:

Diagnosis:

Medication: : DC Date:
Dosage: Route: Time:

Special Instructions:

Precautions/Side Effects:

Date Physician Signature

(Original / No signature stamps piease)

Physician Name
Address
Telephone No.

* Please note: A Gloucester County Special Services School District (GCSSSD) nurse is not always
available during school hours to administer this medication. Please contact the school principal to
determine the manner in which medication will be dispensed in the absence of a GCSSSD nurse.

* A medication order is effective July 1 - June 30 of each school year and must be renewed annualily.

m

I give permission for (name of student)

to receive medication at school as prescribed by Dr.

I WILL BRING THE MEDICATION (PRESCRIPTION OR NON-PRESCRIPTION) TO SCHOOL IN THE
ORIGINAL CONTAINER, PROPERLY LABELED, AND WILL PICK UP ANY UNUSED MEDICATION.
(STUDENTS ARE NOT PERMITTED TO CARRY MEDICATIONS TO OR FROM SCHOOL.)

Date Parent/Legal Guardian Signature

Please continue on back page >
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GLOUCESTER COUNTY SPECIAL SERVICES SCHOOL DISTRICT

PERMISSION FOR EMERGENCY ADMINISTRATION OF EPINEPHRINE
PIES WILL NOT BE

THIS ORDER MUST BE RETURNED IN ITS ORIGINAL FORM. FAXES AND CO

authorize my child, a pupil at ___
(Nonpublic School)

(Name of Student)

School to be administered a pre-filled, single dose auto-injector mechanism containing epinephrine (provided by
me) prescribed by our physician/or nurse practitioner as described below for anaphylaxis since he/she has a
documented history of anaphylaxis and does not have the capability for self-administration of the medication.

If the school nurse is not available, a designee will administer a pre-filled, single dose auto-injector
mechanism containing epinephrine for anaphylaxis to my child. The designee has been properly trained by

the school nurse using the “Protocol and Implementation Plan for the Emergency Administration of
Epinephrine by a Delegate Trained by the School Nurse” established by the Department of Education in
consultation with the Department of Health and Senior Services.

valid only for this school year and must be renewed for each school year,
should my child's condition require it. | further understand that neither the GCSSSD Board of Education, any
district employee, chief school administrator of a nonpublic school, nor nonpublic school employee shall
be responsible for any liability as a result of any injury arising from the procedures utilized for emergency

all indemnify and hold harmless the district or

administration of epinephrine to my child and that I sh
nonpublic school and its employees or agents against any claims arising out of the administration of a

pre-filled, single dose auto-injector mechanism containing epinephrine to my child.

I, the parent/guardian of

| understand that this permission is

Parent/Guardian Signature Date

’



Asthma Treatment Plan — Student

(This asthma action plan meets NJ Law N.J.S.A. 18A:40-1 2.8) (Physician’s Orders)

The Pediatric/Adult
Asthma Codlition

< of New Jersey

“Yowr Pathway ta Asthma Control!
PACN) a3 3crvecd Piany avaflalie

by
AMERICAN ) Health
LUNG o ey Dmperret o it
ASSOCIATION,
o Ew piasEr

www.pacr).orf
(Please Print)
Name I [)at;aé‘% Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone
; : P Triggers
, daily control medicine(s). Some inhalers may be )
HEALTHY (Green Zone) “"» ;'::lg eﬁevctive with a “spacer” - use if directed. &':;”;i;::;:em
You have all of these: | e pDICINE HOW MUCH to take and HOW OF TEN to take it patient’s asthma:
* Breathing is good [ Advair® HFA (145, (0115,(1230 2 puffs twice a day 0 Colds/flu
« No cough or wheeze [J Aerospan™ 131,01 2 puffs twice a day O Fxercise
2 « Sleep through [J Aivesco® ] 80, (J 160 L1112 puils Wohcaaday O Allergens
; [ Dulera® (3 100, (1 200 2 puffs twice a day o Dust Mites,
it ] Aovent® [ 44, (7 110, 1 220 2 puffs twice a day dust, stuffed
* Can work, exercise, [JQvar® 40,1 80 131,002 puffs twice a day animals, carpet
and play [J Symbicort® (] 80, (1 160 11,32 puffs twice a day o Pollen - trees,
[J Advair Diskus® (3100, (1250, (1500 .1 inhalation twice a day grass, weeds
[ Asmanex® Twisthaler® (J 110, (J 220 [11,2 inhalations (] once or (] twiceaday | o pmoid
[ Hovent® Diskus® (15011001250 1 inhalation twiqe a day ‘ o Pets - animal
[ Pulmicort Aexhaler® (190,180 [, 2inhalations (] once or (] twice a day dander
[ Pulmicort Respules®(8udesonide) (7 0.25, (J 0.5, 1.0__1 unit nebulized [J once or (] twice a day o Pests - rodents,
[ Singulair® (Montelukast) (7 4, (0 5,010 mg ___1 tablet daily cockroaches
3 Other T Odors (Irritants)
And/or Peak flow above O None o Cigarstte smoke
Remember to rinse your mouth after taking inhaled medicine. g‘nﬁgm hand
If exercise triggers your asthma, take puff(s) minutes before exercise.  perfymes,
oo S e, e o . cleaning
— | T S s ek S ” : - o oo
CAUTION (Vellow Zone) | - Continue daily control medicine(s) and ADD quick-relief medicine(s). e
. - . . progucts
fg:u gh""‘e any ot these: I DICINE HOW MUCH to take and HOW OFTEN to take it SRRt
o Mild wheeze [ Albuterol MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed ‘br“ls‘;z; ”gr‘"(ﬁ‘s’; n
« Tight chest [ Xopenex® 2 puffs every 4 hours as needed O Weather
« Coughing at night 3 Albuterol [11.25, [12.5 mg 1 unit nebulized every 4 hours asneeded | 5 suacen
« Other: [ Duoneb® 1 unit nebulized every 4 hours as needed temperature
[ Xopenex® (Levalbuterol) (7 0.31, [10.63, (1 1.25 mg _1 unit nebulized every 4 hours as needed o ‘E’i;';fe _——
If quick-relief medicine does ot help within | Combivent Respimat® : 1inhalation 4 times a day - hot and coid
4B ndmdes ok esoinssd aiom i [ Increase the dose of, or add: o Ozone alert days
2 times and symptoms persist, callyour | J Other . L Q foos:
doctor of go to the emergency room. ¢ If quick-relief medicine is needed more than 2 times a o
And/or Peak fiow from fo week, except before exercise, then call your doctor. o
o
EMERGENCY (Red Zone) IIIIB) [Take these medicines NOW and CALL 911. |20
g ) Your n’g"’m ';m_ Asthma can be a life-threatening iliness. Do not wait! 2
o Quick-relief medicine.did MEDICINE HOW MUCH to take and HOW OFTEN to take it o
not help within 15-20 minutes | CJ Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes —— -
* Breathing is hard of fast [J Xopenex® 4 puffs every 20 minutes This asma treatment
* * Nose opens wide * Ribs show | [J Albuterol [J1.25, (J 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
. T[ouble wallqng and talking | (7] Duoneb® . 1 unit nebulized every 20 minutes | not replace, the dlinical
And/or e Lips blue  Fingernails blue |[J Xopergex’D (Levalb_uterol) [J0.31,30.63,3 1.25 mg ___1 unit nebulized every 20 minutes | decision-making
Peak fiow  *Other: [ Combivent Respimat® 1 inhalation 4 times a day required to meet
below [ Other individual patent needs.
Amno e 'e ¢ me hm.mlhmu‘(bﬂ%&% L.
o ;2 | Permission to Self-administer Medication: | PHYSICIANAPN/PA SIGNATURE DATE
= = === | (] This student s capable and has been instructed Physician’s Orders
rerd In the proper method of self-administering of the
™ weuw | nON-nEbulized inhaled medications named above | PARENT/GUARDIAN SIGNATURE
in accordance with NJ Law.
= we= | ] This student is not approved to self-medicate, | PHYSICIAN STAMP

Permussion lu‘mLzﬁou!:. wwwpacn.arg

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.

) i our Health Care Provider, complete the top left section with:
1. Parents/Guardlians: Before taking this form fo y - s P

e Child’s name « Child’s doctor’s name & phone number
* 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 Heaith Care Provider may check “OTHER” and:
< Write in asthma medications not listed on the form
< Write in additional medications that will control your asthma

< Write in generic medications in place of the name brand on the form
* Together you and your Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
* 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 section at the bottom of the form: Discuss your child’s ability to self-administer the

inhaled medications, check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
* Make copies of the Asthma Treatment Plan and give the signed original to your child’s school nurse or child care provider

* Keep a copy easily available at home to help manage your child’s asthma
* Give copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,

before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

I hereby give permission for my child to receive medication at school as prescribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. | also give permissien 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

(71 do request that my child be ALLOWED to carry the following medication for seif-administration
in school pursuant to N.JAC:.6A:16-2.3. | give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Pian for the current school year as | consider himvher 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
shatl 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 harmiess 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
3 Disclaimans: The use o this Webst/PACNU Asttwa Trecent Plan and s conbent sl you own sk The cortent s provided on an ‘ass” basis The A Assogiali i i
The PM/-AM Asilve Coafin of New Jarsey @ ) dfilicdes dclain dil waiaiies, Epies o I«MM’WM‘ y & thaiwise, hdugng bt ot irmiked 1o the Inﬂlkd -:«lgl‘i'e'ls.g tedcharizi w#n%&&ﬁm'ﬁ ﬁlﬂl .E:ﬁﬁkn SpO nsored by
ASﬂIII'II cwhﬂ'l fness (o ng ALAM A makes o iepresertations of waraities dbou e acuay, l&ﬂi‘ﬁ.uﬂsiﬂaw. auneiny, o tiedliness o the conteit, ALAV-A indkes 0 waaiasy, ipuesesstlon o quavanly thl hein-
fonsaon wil be uirdenngled o aror e of il lz:lcds i be cortecled 1o evest stell ALAM A b iable for ay daneges fincuading, withoud lirAafion, incidenkal and consequential damages, Peisora iy wiongl AMERICAN
of New jm Geath, los piolits, o deamages tesulting om dda of business Irtenugtion) resuffing liom the ise o Iratifty lo use the canteit of n‘sl\ﬁtnan? et Plan whither based un warrany, confrad, loil o ary ather legal ﬁw;a\d
o it @ o ALAMA s Ssed o possily 80 gt LA ok bl e o bl o ay ca, whisoeve, caused by yous use s misse of e Asth T Plar, o of i websil LUNG
bum"'lwm”m“‘ﬂm"w;w YIIWMIHMQUMM,WdeW Amdlmhhhsq.‘ﬁsum“sxmdna from the New Jersey Degartment of Hadlh and Senior Services, with funds . ASSOCIATION.
www.pacry. org ovided by a US. Canter for Dise Cont ad Prvetion s Coopectve Areamert 5USGE3D00A9Y-5. s cotent a sy the ofthe auhors and do nol necessarly tepresent the oficial views of the New I (NEW, JEASEY
J‘WW.{W“,&" Services o Lhe US. Cenlers (o Disagse Cartrdl and Preventon. Athaugh his documert hes been hinded wholy a i part by Lha Unied s Envicarmertal Potecion Agency Under Agteemen
2 g New Jessay, it has nat A i i dtharel nt necessaril reflec tha views of the Agency and no ffical endorsemert shaukd

P : 2 i T ety renew may
ummmmmmmhmmummuumuwhunammramaqma condition, seek medical advice trom yous childs o your heallh care prolessional.
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Name:
- ——— D.OB.: S PLACE
A||ergy to: PlCTURE
T - HERE
Weight: ____ Ibs. Asthma: [ 1 Yes (higher risk for a scvere reaction) [ ] No

NOTE: Do not depend on antuhiatamnw: or mhalms (hmn( hn(hhforq) to frt-at a severe voa(tmn USE EPINE PHRINF: :

Extremely reactive to the following foods. ...

THEREFORE:
[ 11 checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten.

[ 11 checked, give epinephrine immediatcly if the allergen was definitely eaten, even if no symptoms are noted.

SEVERE SYMOMS MLD SYMPTOMS

ol o N’ NSE MTH SK!N UT
LUNG HEART THROAT MOUTH Itchy/runny  Itchy mouth A few hives, Mild nausea/

Short of breath, Pale, blue, Tight, hoarse, Significant nose, mild itch discomfort
wheezing, faint, weak trouble swelling of the sneezing
repetitive cough pulse, dizzy breathing/  tongue and/or lips
swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.
‘ \ o ) OR A
N . N’ COMBINATI FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
ON
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling Trom difrerent 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe something bad is body areas. healthcare provider '
redness diarrhea about to happen, _ )
anxiety, confusion 2. Stay with the person; alert emergency contacts.
J Sy I 3. Watch qosely~ for changes. If symptoms worsen,
/ give epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY. :
2. Call S11. Tell them the child is having anaphylaxis and may o T AN IO
= TUNS/LUUS F
need epinephrine when they arrive. W LDECATSONS/DQS_ S
e Consider giving additional medications following epinephrine: Epinephrine Brand: ___

» Antihistamine
» Inhaler (bronchodilator) if wheezing

e Lay the person flat, raise legs and keep warm. If breathing is

Epinephrine Dose: [ 10.15 mg IM [ 10.3mgiM

Antihistamine Brand or Generic:

difficult or they are vomiting, let thern sit up or lie on their side.
e |f symptomns do not improve, or symptoms return, more doses of Aribisianiieiiees:

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

* Alert emergency contacts. Other (e.g., inhaler-bronchodilator if wheezing):

e Transport them to ER even if symptoms resolve. Person should

remain in ER for at least 4 hours because symptoms may return.

NATF

PARFNT/RIIARNIAN AIITHNRIZATION SIRNATIIRF NATF PHYRICIAN/HOP ALITHARIZATION IGNATIIRF




[ EPIPEN® (EPINEPHRINE) AUTO-INJECTOR DIRECTIONS

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

2. Pull off the blue safety release cap.

3. Swing and firmly push orange lip against mid-outer thigh.
4. Hold for approximately 10 seconds.

5. Remove and massage the area for 10 seconds.

AUVI-Q™ (EPINEPHRINE INJECTION, USP) DIRECTIONS

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

2. Pull off red safety guard.

3. Place black end against mid-outer thigh.
4. Press firmly and hold for 5 seconds.

5. Remove from thigh.

ADRENACLICK®/ADRENACLICK® GENERIC DIRECTIONS

Remove the outer case.
Remove grey caps labeled “1” and “2”.

Place red rounded tip against mid-outer thigh.
Press down hard until needle penetrates.

Hold for 10 seconds. Remove from thigh.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

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

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS
NAME/RELATIONSHIP:

ESCUE SQUAD:
PHONE:

OCTOR: PHONE:
NAME/RELATIONSHIP:

ARENT/GUARDIAN: PHONE:
PHONE:

MTUCTIADNIAN ALITUNDIZATIAN QIANATIIOL NATE




