Food Allergy Action Plan

Student’s 1
Name: D.O.B: Teacher: P ?ce

Child’s

ALLERGY TO: Picture
Here

Asthmatic Yes* D NOD *Higher risk for severe reaction

€ STEP 1: TREATMENT ¢
Symptoms: Give Checked Medication**:
*¥(To be determaned by physician anthorizing
treatment)
»  Ifa food allergen has been ingested, but no symptoms: [J Epinephrine  [1 Antihistamine
»  Mouth Itching, tingling, or swelling of lips, tongue, mouth L1 Epinephrine [ Antihistamine
®  Skin Hives, itchy rash, swelling of the face or extremities [J Epinephrine  {J Antihistamine
= Gut Nausea, abdominal cramps, vomiting, diarrhea [J Epinephrine  [J Antihistamine
»  Throatt Tightening of throat, hoarscness, hacking cough [ Epinephrine [ Antihistamine
*  Lungt Shortness of breath, repetitive coughing, wheezing (1 Epinephrine  [J Antihistamine
= Heartf  Weak or thready pulse, low blood pressure, fainting, pale, blueness [ Epinephrine  [] Antihistamine
®  QOthert [1 Epinephrine [ Antihistamine
® Ifreaction is progressing (several of the above areas affected), give: [J Epinephrine [J Antihistamine

tPotentially life-threatening. The severity of symptoms can quickly change.

DOSAGE

Epinephrine: inject intramuscularly (circle one) EpiPen® EpiPen® Jr. Twinject® 0.3 mg Twinject® 0.15 mg
(see reverse side for instructions)

Antihistamine: give

medication/dose/route

Other: give

medication/dose/route

IMPORTANT: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis.
@ STEP 2: EMERGENCY CALLS ¢

1. Call 911 (or Rescue Squad: ). State that an allergic reaction has been treated, and additional epinephrine may be needed.

2. Dr. Phone Number:
3. Parent Phone Number(s)
4. Emergency contacts:
Name/Relationship Phone Number(s)
a. 1.) 2)
b. 1) 2)

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY!

Parent/Guardian’s Signature Date

Doctor’s Signature Date
(Required)




KINNELON PUBLIC SCHOOLS
KINNELON, NEW JERSEY 07405

AUTHORIZATION FOR SELF-ADMINISTERED ASTHMA/ EMERGENCY
MEDICATION

STUDENT’S NAME GRADE DOB
PARENT’S NAME TELEPHONE (Home)
(Work)

1 give my permission for my child to self-administer the medication described below. I shall indemmfy and
hold harmless the district and its employees or agents for legal fees, costs and any potential damages
concerning self-administration of this medication arising out of any claims brought by the above named
child or anyone else.

Parent / Guardian signature Date

THE FOLLOWING IS TO BE COMPLETED BY THE PHYSICIAN

I am recommending that the above named student be allowed to self-administer the following medication:

Name and purpose of medication

Identification of chronic medical problem:

Prescribed dosage to be taken:

Length of time medication must be taken:

Possible side effects and / or special precautions:

Conditions under which self-medication will take place:
Independently Child must have had training and be proficient in self-administering medication.

Trainer’s Name: Date of Training:

Under the supervision of the school nurse.

Medication should be stored in the health office
In the possession of the student

Physician’s Signature Date

Stamip or Tvpe Physician’s Name



KINNELON PUBLIC SCHOOLS
KINNELON, NJ 07405

James Opiekun Richard Maizell, Psy D
Supenntendent of Schools Director of Special Services

INDEMNIFICATION/ HOLD HARMLESS AGREEMENT FOR
SELF — ADMINISTRATION OF MEDICATION

STUDENT’S NAME

The parent(s) guardian(s) agree to indemnify, defend and hold the school district
harmless from any and all claims, actions, costs, expenses, damages and liabilities,
including attomey's fees, arising out of, connected with or resulting from the
self-administration of medication by the pupil. The parent(s) guardian(s) agree(s) to
extend this indemnification/hold harmless agreement to the Board of Education, Board
of Education employees and its agents. The parent(s) guardian(s) agree(s) that the
school district, Board of Education, Board of Education employees and its agents shall
incur no liability as a result of any injury arising out of or connected with the
self-administration of medication by the pupil. Specifically, the parent(s) guardian(s)
agree that they will not institute either on their own behalf or on behalf of the pupil, any
claim or action against the Board of Education, Board of Education employees and its
agents arising out of or connected with self-administration of medication by the pupil.

This agreement shall take effect on the date listed below and shall stay in effect for as
long as the pupil is provided permission to self-administer medication. This
agreement must be signed and in full effect prior to the granting of permission to
self-administer medication.

Parent/Guardian’s Name Parent/Guardian’s Signature

Parent/Guardian’s Name Parent/Guardian’s Signature

Building Principal Name Date of Agreement



