Maryville R-II School District

Life-Threatening Allergy Care Plan Place
NAME: ‘ Severe ALLERGY to: ) sﬁudeni
- | Other Allérgies: ) P ;fé:;c
Tlease list the specific symptosmns the studént -has Asthma?
experienced in the past: [ Yes (High risk for severe feaction)
[ No
School:.’ Draite of Bivih: - Grade:, Routine medications (at liomelschool).
Bus # Car[_] E Waik [ ] | Date of Tast reaction:
Location(s) where Epi-pen®/Rescue medieationsis/are stored:
[ Office ] Backpack. ] On Person L] Coach [ Other ] Nurses Office
Allergy Symptoms: If you suspect a severe allergic reaction, immediately ADMINISTER Epinephrine and call 911
MOUTH. Itching, tingling, or swelling of the lips, tongue, ormouth
SKIN' Hives, itchy rash, and/on-swelling about the face or extremities
THROAT Sense of tightriess in the throat, hbarseness, and hacking cough
BUT Nausea, stomachache/abdominat cramps, vomiting, and/or diarrhea
LUNG: Shortness of breath, repetitive coughing, and/or wheezing,
HEART “Thready™ pulse, “passing ont.” fainting, blueness, pale
({ENERAL Panic, sudden fatigue, chills, fear of impending doom
OTHER Some students-may expenauce symptoms other: than those listed above .
MEDICATION ORDERS:
Epi-pen®(0.3) | | Epi-pen Jr® (e,.;z_s}_[__l Side Effects:

Other [ ]

Repeat dose of medication ordered:

D Yes_ D No.

Yes, when

Give; Teaspoons Tablets by mouth

Antihistamine Dose; Side-Effects:
|+ Itismedically necessary for this. student to carry emergency medication during school henss, ] Yes [ No
|+ Student may self-administer emergency mexlication as ordercil. 1 Yes: L] No
+*  Student has: dgn_mns};r,ated use 1o Liceised Healthence Provider. E:l Yeg ] Mo
o e Daies
Licensed Health Care Provider’s Signature:
» y . e Phone: Fax Number:
Licensed Health'Care Frovider’s Prifted Naime:
ACTION PLAN _ .
»  GIVE MEDICATION AS ORDERED ABOVE., AN ADULTASTO STAY WITH STUDENT AT ALL TIMES,
+ NOTE TIME AM/FM (Epi-pen®/epinephrine given) ¢ NO’I‘E TIME, AM/PM (Antihistamine given)
» CALL 911 [MNIEDIATELY B must be ealled WHENEVER Epi ingphring jis admnmshared_
» DO NOTHESITATE to administer Ep:—pen@fepmephrme and tocall 911 éven if the parents cannot lie reaclivd,
»  Advise 911 student is having a severe aflergic reaction and Epi-pen®/epinephrine s being administered.
> Anadult trgined in CPR is to stay with student-moniter and begin CPR if necessary,
> Call the Sehool Nurse or Health Services Main Office at

*+ Student should remain with & staff member trained in CPR at e Ioczmon where symptoms began until BMS arrives,

* Notify the administrator and parent/guardian.

+ Dispose of used Epi-pen®/syringe in “sharps” container or give to EMS-along with a copy of the Emergency Action
_ Plan.




Individual Considerations

Bus ~Transportation shonld be alerted to student’s allergy.

* Thisstudent carries Epi-pern®/epinephrine o thobus: || Yes ] e

* Epi-pen®/epinephrine can'be foundin: | | ‘Backpack D'_'W;a_is_tﬁack. D On Person
L1 Other (specity) e _

* Student-will sit at front of the bus; [] Yes [] o

* Other (specify); o _

Eield Trip Proceduies — Epi-pen®/cpinephrine and EAP should accompany student during any off campus activities,
* Student should remiin with the feacher or parent/gusrdian during the entire field trip: [] Yes [] No

+ Stafftrained in Epi-pen®/epinephrine use must accompany the. student on.a field irip.-

* Other (specify) — _
CLASSROOM ~ For Food allergy only

* Student is allowed to eat only the following foads: _ _ .
[] These in‘manufacturer’s packaging with ingredients Hsted and determined allergen-safe by the
mtse/parent or '
[.] Those approved by parent.

[] High school student will be making his/her own decision.

[] Alternative snacks will be providéd by parent/guardian,

[l Parent/guardian should be advised-of any planned partles as-early as possible.

[T etassroom projects should be reviewed by the teaching staff and approved by building adshiinistrator to avoid specified allergens.

* Student should have someorie: accompany him/lier in the hallways. |:] Yes |:] No
+ Othor (specify): __ . e ‘ _

CAFETERIA ] NO Restrictions

[ Studerit will sit ut'd specified allergy table, |

{.] Student-will sit at the elassroom table cleansed according te procedure guidelines prioy to-student’s aprival and following:
stildent’s departure. :

£] Student will sit at the classroom table at a specified loedtion,

* Cafeteria manager and hostess should be dlerted to the student’s allergy.

+ Others ; e

EMERGENCY CONTACTS
o T [ Reladonship: HomePh: | WorkPh CellPh:
2 | | Relattonship Home Ph: Work Ph: T CellPh
3 E—— Réiaﬁénshipj: | Home Ph: WotkPh: “Cell P
4 D 'Réigiii;iﬁship: ‘ ‘Home Ph: Work Phr Cei_l‘l’,h_:-

* Lrequest thiis medication to'be given as'ordéred by the school nurse or.designes.

* 1 givetrained school disttict siaff permission to communicats with the medical office about this niedjcation.

* Medical/Medication: information fiay be shared ith school staff wotking direeily with:muy-child and 911 staff] if they are called.

+ A__II‘-_n;g(_ii;si%tim;_ supplied must comia1n its.originally provided container with instructions as noted gbove by the licensed health

| vdre-provider . . .

* I'request and authorizemy child to carry and/or self-adwminister their medication. Yes No

* Tunderstand the permission to possess and self-administer an Epi-pen®/epinephrine may be revoked by the principal/schoc! nurse
.ifit-is-detér;minﬁg that my child Is not safely and effectively able to self-administer. :

‘Parent/Guardian Signatrive ' “Date
Stident demonstiated 1o the nurse T kil ‘necessary to self-aaminister the medication.
Devica(s)if any, used; o Expiration date(s):
School Nurse Signature ~ - Date -

A copy-of fie Health Care Plaa will be kept in the substrats folder and given to all staff membéers who are directly fnvolved with the stadent,




MARYVILLE R-II SCHOOL DISTRICT
PARENTAL PERMISSION FOR
STUDENT MEDICATION ADMINISTRATION

The Maryville R-II School District’s Medication Policy requires written parental/guardian consent prior to giving
any prescription or over-the-counter medications at school. This form is to be completed for each medication
given. Medication is to be supplied in the original container with only a 30 day supply each time brought
by a parent/guardian or other responsible adult. A new written medical provider order must be presented
for any medication changes.

If the medication is a presctiption, ask your pharmacist to prepare two labeled containers, one to be kept at school
and one for home. THE VERY FIRST DOSE OF MEDICATION WILL NOT BE GIVEN AT SCHOOL.

Student Name Grade

Name/Dosage of Medication

Time to be Taken

Form of Medication/Treatment __ Tablet/Capsule _ Tiquid _ Inhaler _ Other
Reason for Medication

Physician’s Name

Medication to be Given From TO
(Start Date) (End Date})

‘When was First Dose of Medication Given?

List Student’s allergies

I request the above medication or treatment be administered to my child at school. I understand that I have the
ultimate responsibility for providing the school with an adequate supply of medication and for informing the
school nurse immediately if any information provided on this form changes. I give permission for the school
nurse to communicate with the above physician or medical provider regarding any questions or concerns about
the above medication or treatment. Ialso agree to pick up any remaining medication within one day after the last
day of school or the school will dispose of the medication.

Parent/Guardian Signature Date




MARYVILLE R-1l SCHOOL DISTRICT
AUTHORIZATION FOR SELF ADMINISTRATION OF MEDICATION AT SCHOOL OR AFTER-SCHOOL
ACTIVITIES

e —__ __———_ ~-~— ——————— —————————— —————————————

In accordance with School Board policy JHCD, a student may carry and self-administer
medication for the treatment of Asthma, Anaphylaxis, or Diabetes on district property, at
district-sponsored activities, and in transit to and from school or activities in accordance with
law. The district will not allow any student to self-administer medications unless:

1. The medication is prescribed by the student’s physician and is in original container
with directions for use.

2. The physician has provided a written treatment plan for the condition for which the
medication is prescribed and certifies that the student is capable and responsible in use of the
medication. The student must demonstrate to the physician or physician’s designee the skill
necessary to use the medication.

3. The student has demonstrated proper self-administration technique to school nurse.

4. The student’s parent/guardian has signed a statement authorizing self-administration
of the medication.

Name/Dose of Medication

Diagnosis for which medication is needed

| authorize the Maryville School District to allow my child to carry and self-administer
medication for Asthma, Anaphylaxis, or Diabetes. | acknowledge that the district and its
employees or agents will incur no liability as a result of any injury arising from the
self-administration of such medication. The school nurse reserves the right to withdraw the
privilege if the student shows signs of irresponsible behavior that could pose a safety or health
risk.

Student’s Name Grade

Parent/Guardian Signature Date

The above student has been instructed in correct administration of above medication and has
demonstrated correct technique. In my opinion, this student shows capability to carry and
self-administer the above medication.

Physician Signature Date




