SCHOOL HEATLH PLAN 
2008-2009 YEAR
 
 “picture here”
NAME:  ______________________


GRADE: __________
ALLERGIES:
________________


TEACHER: ______________
HEALTH ALERT: 
Signs of an allergic reaction include:

MOUTH – itching & swelling of the lips, tongue, or mouth

THROAT – itching and/or a sense of tightness, hoarseness, and coughing

SKIN – itchy rash, hives, swelling about the face or extremities 

STOMACH – nausea, abdominal cramps, vomiting, and/or diarrhea

LUNGS – shortness of breath, coughing, and/or wheezing (ASTHMA SIGNS, TOO)
HEART – weak or irregular pulse, “passing out”

The severity of symptoms can quickly change. Above symptoms can potentially progress to a LIFE THREATENING situation.

SPECIFIC INSTRUCTIONS IN CASE OF AN EMERGENCY:

i.e. Allergic response = Administer EpiPen (Jr.) and Benadryl, activate EMS, contact parents

i.e. Asthmatic response = Administer Xopenex, if no relief – contact parents and/or EMS

Emergency contact: __________________________ 
Daytime #: ______________









Cell #: __________________

Emergency contact: __________________________ 
Daytime #: ______________









Cell #: __________________

M.D. CONTACT: __________________________

PHONE: ________________

MEDICATIONS (school form required from physician for RX): 
EpiPen (Jr), Benadryl (___ mg), Xopenex, to be kept in Health Office (& EpiPen Jr. with Support Teacher)
-To be taken on field trips: EpiPen (Jr), Benadryl (___ mg), & Xopenex
All pertinent school staff and bus transportation personnel may be advised of this health plan. It is the responsibility of the parent (guardian) to deliver necessary forms and medication at the beginning of each school year and when changes are made in the current plan to the Health Office and related school programs. I understand that prior to my student possessing and self-administrating emergency medication, the proper school supplied physician statement form has to be signed and delivered to the school nurse. Medication(s) are solely for the use of the student covered by this plan.
___________________________________


_______________________

PARENT(GUARDIAN) SIGNATURE


DATE

Student Possession and Self-Administration of Emergency Medications
(Physician Statement)

____________________________ (student name)  

_________________ (DOB)

The above student has one of more life-threatening allergies, asthma or both; as listed below:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Circumstances under which the medication is to be taken:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Emergency Medication(s) – dosage and times:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

As this student’s physician, I affirm that the student:

Has been instructed and is capable in the proper method of self-administration of emergency medication


Has been advised of possible side-effects of the medication


Has been informed of when and how to access emergency services


Has been instructed to inform school nurse or other school employee immediately after self-administrating the emergency medication


Understands that the medication(s) is/are solely for personal use and can not be shared.
_____________________________


_____________________________                         Physician signature




Physician printed name

_____________________________


_____________________________

Date signed 





Telephone contact number

As parent or guardian of the above student, I request my student be allowed to possess and self administer emergency medication and release the school and its employees and agents, including volunteers, from liability as a result of any injury arising from my student’s possession and self-administration of emergency medication, except when the conduct of the school, school employee, or agent would constitute gross negligence, recklessness, or intentional misconduct.

_______________________________

_____________________________ Parent signature




Date signed

