HEALTTT OLFICHE

315 Hillside Avenue
Demarest, New Jersey 07627

201 768-7822 ext. 218
201 767-2394 1:ax

ACADEMY healthoffice@holyangels.org
Of !r’h'

l_] O LY A N G [: Lg \J\/\V\v.holyangels.otg
EMERGENCY HEALTH CARE PLAN FOR : DOB HR
ALLERGY TO:

Student ID Picture:
ASTHMA: YES NO

LIST ALL POTENTIAL SIGNS OF AN ALLERGIC REACTION :

PARENT IS RESPONSIBLE FOR PROVISION OF ALL MEDS TO HEALTH OFFICE,
& REPLACEMENT OF MEDS IF USED OR EXPIRED.

EMERGENCY MEDICATION WILL BE ADMINISTERED IN THE EVENT OF ANY OF THESE SYMPTOMS
AND 911 WILL BE ACTIVATED TO PROVIDE TRANSPORT TO THE NEAREST EMERGENCY ROOM.

1. If ingestion/exposure is suspected, give Epinephrine via Auto-Injector :

Dosage
2. Will second dose of Epinephrine via Auto-Injector be Required : NO _ YES Timing
Dosage
3. Will follow up Oral Diphenhydramine be Required: NO YES Timing
Dosage
4. Will inhaler/bronchodilator be required : NO YES Type & Dosage

Side Effects: ADDITIONAL INFO :

Student has been instructed on self-administration and will be responsible to carry this medication with them at all times.

Physician Signature Date

PHYSICIAN STAMP

Parent Name Parent Signature Tel #
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AUTHORIZATION TO ADMINISTER EMERGENCY EPINEPHRINE
VIA AN AUTO-INJECTOR.
PART A: TO BE COMPLETED BY PARENT/GUARDIAN

I authorize the non-public School Nurse/principal/administrator to contact my primary
health care provider on any questions related to my child’s care. I also authorize the non-
public School Nurse, or other unlicensed assistive individual educated by the nurse(
Designated Emergency Responder ), to administer Emergency Epinephrine via an Auto-
Injector to my child during regular school hours and at other times when my child is
participating in a school related event. I authorize my child to engage in self-
administration. I understand that the district, school, school nurse and other school
employees shall incur no liability as a result of any injury arising from the administration
of this medication, and that I will indemnify and hold harmiess The Board of
Education/School District, Bergen County Department of Health Services and their
employees, school, School Nurse and other school employees against any claims arising
from the administration of this medication to my child.

Signature _ Date

PART B: TO BE COMPLETED BY PRESCRIBING HEALTH CARE PROVIDER

Name of Student IMagnosis
Name of Medication

Dosage
Frequency and Directions
Description of Procedure
Side Effects

This Student has been instructed in self-administration. If unable to self-administer, the
school nurse and/or Emergency Responders who have been instructed in proper usage,
will administer this medication.

Signature Date

Address _ Tel
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e ACKNOWLEDGEMENT FORM
SCHOOL ADMINISTRATION POLICY ON EPINEPHRINE
NURSE, STUDENT, AND TRAINED DESIGNATED INDIVIDUALS
( Designated Responders )

1. T'have read the School Administration Policy on Epinephrine. I understand and
acknowledge that AHA offers the administration of Epinephrine by the student
who is capable of self-administration, the School Nurse, and Designated
Responders. ‘

2. Tunderstand and acknowledge that the School Nurse is present M-F, from 8§ AM
to 2 PM. and that this schedule is subject to change.

3. Tunderstand and acknowledge that my child is able and will be self-administering
emergency Epinephrine.

4. 1 understand and am aware that if my child is unable to self-administer the
Epinephrine, that the School Nurse will do so. In the event of the Nurse’s
absence, Designated Emergency Responders will carry out the administration of
Epinephrine.

5. lunderstand that I am responsible to ensure that my child has this Emergency
Medication with her at all times during regular school hours and at other times
when my child is participating in a school related event.

6. If a situation arises where my child is not able to self-administer the medication
and the School Nurse and Emergency Responders are not present, no other
individual may provide the epinephrine and the EMS (911) will be activated. At
this time, my child will be transported to the nearest medical health care facility.

7. T'understand that the school, school nurse, and Designated Emergency Responders
shall incur no liability as a result of any injury arising from administration of this
medication and that I will indemnify and hold harmless all persons against claims
arising from administration of this medication to my child.

PARENT/GUARDIAN SIGNATURE ‘ DATE B
PRINCIPAL SIGNATURE ) DATE
SCHOOL NURSE SIGNATURE N DATE

Student Name _ HR
Please Print
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