Sterling House Day Camp

Medical Form Cover Sheet

i —

| PacketB
FOOD ALLERGY

Dear Families,
Attached you will find the Food Allergy Action plan to be filled out by your
child’s doctor. There is also the Medication Administration Authorization

. Form. Make a separate copy of this form for each medication-that the
doctor prescribes for your child.

This needs to be turned in AT LEAST one week before your camp session
begins along with the medication(s).

Thank you,

Camp Directors & Firsf Aid Staff



Food Allergy Action Plan

CName: - _ DOB: _f 4 o
Allergy to: ___ —_— R ‘ e Picture
' Here

Weight: —_Ibs. Asthma: O Yes (higher risk for a severs reaction) O No

| Extremely reactive to the following foods:.
| THEREFORE:
El i ohecked glve epmephrme mmedlately

Y symptoms if the allergen was’ hkely eaten‘

ingestlon
. . : _ 22, call 911 _
.| One fo{m@'f’e? of the following: ' ' -3, Begin monitaring {segbox.
- LUNG:  SH raath, wheeze, rapstitive cough A\ | bolow) "
HEART: Pa f_‘a;nt&/we_ak pulse, t;l[zzy, N Y | 4. Give additional medlcatlans
I B ) | Eeeg®y L -Antibistamine
~Inhaler(bronchodilatar) if
-asthma

*Antihistamines & inhalgrsronchidilators
' bg depended tipon fo. treata=
o (anaphy!ﬁxas) USE

heait“hcare professb:mals and

A few hwes aroundc-mouth/face Adild iteh parerit

‘Mild nausealdiscomfort | 3. I symptofns progress (See ,
_ { above), USE EPINEPHRINE
R N S 4. Begin monitoring {see box
. Medications/Doses “ : | | - figlow) -

Epinephtine (brand and dosé);: .
Antihistaming (brand aind dasa):

Other (e, s |nhaler-bronchod|latér zf asthmatlc)

‘Monztoring

| Stay with-student; alert healthcare. professtonals and parent. Tell rescue squad epinephrine was given;

request an ambulance with epinephrme Note time when epinephrine was administered. A second dose:of
epmephnne can be given 5 minutes or more: after the first if symptoms persist or recur, For aisevere réaction,

consider keeping student lying on back with legs raised. Treat student even if parents carmot bé reachad. See

_ backfattached for auto~|njectlon techmque o

Parent/Guardian Sig_'ha‘t_ufe T Date Physiciahiﬂéé}t’hcare Brovidar Signature Date

TURN FORM OVER - - Form provided courtesy of FAAN (www.foodallergy.org) 7/2010




EPIPEN Auto-Injector and
EPIPEN Jr Auto-Injector Directiohs

»  First;removethe EPIFEN Auto-Injector’
’from"the plastlc carrying case

« Puiloff the' blue safety release cap

e |

fd’lv?fm ){::j ——-—*-»)

« ‘Hold orange fip near outer thigh
- {always apply to thlgh)

DEY andtﬁel)&y ioga,ﬁpﬂ’en Epu’en
Tradeigarkes df Gey Phama, LE

penetrates. Hold for10 seconds, then

" Put needle into thigh through

remava.

Twinject® 0.3 mg and
Twinject® 0.15 mg Directions .

~ Remove caps labeled “1” anéi’."‘Z-.fQ”"

Place rounded tip against outer
thigh, press down hard until needle

remove,

SECONB DOSE ADMINISTRATIQN

Slide yellow collar off plinget.

push plunger down all the way,

~ Adrenaclick™ 0.3 mg and
Adrenaclick™ 0.15 mg Directions:

| Remove GREV: caps labélad “1”
and “2."

'Plac_ Eb round 'd hp ag nst

Contacts.

Call 811 (Rescuesquad:{__) = Y Doctor: Phene: (__) -
Parent/Guardian:, : Phone: () . -
Other Emergency Contacts -
Name/Relationship: . Phonei (__)___ -
Name/Relationship: ____ ~ Phone: {__) -

. Form provided courtesy of FAAN {(vnvw.foodallergy.org) 7/2040




Authorization for the Administration of Medication by School, Child Care, and Youth Camp Personnel

In-Connecticut schools, licensed Child Day Gare Centers.and Group Day Care Homes, licensed Family Day Care Homes, and licensed Youth Camps
administering medications to children shall comply with all requirements reégarding the Administration of Medications described in the State Statutes and
Regulations. Parents/guardians requesting medication administration to their child shall provide the program with appropriate written authorization{s) and the -
medication before any medications-are administered. Medications must be in the criginal container and labeled with chifd’s name, name of medication,
directions for medicalion's administration, and date of the prescription.

Authorized Prescriber's Order (Physﬁician, Dentist, Optometrist, Physician Assistant, Advanced Practice Registered Nurse of Podiatrist):

Name of Child/Student ' Date of Bith___/ /__ Today'sDate /[ |
Address of Child/Student : - Town
Medication Name/Generic Name of Drug__ .-~ } : Controlled Drug? CIYES- I___I NC

Condition for which drug is being'administered:

Speciflic Instructions for Medication Administration

Dosage _ ' Method/Route

Time of Administration : If PRN, frequency

Medication shall bé administered: Start Dafe: / ! End D_ate: ! / _ .
Relevant Side Effects of Medlcatlon ' o (] None Exp-ected

Explain any allergies, reaction to/negatlve lnteractlon with food or drugs

Plan of Management for Side Eﬁects

Ijrescriber"s'Namé/Title_ - o o __Phone Number (____ )
Prescriber's Address - ' ' ‘ Town
Prescriber's Signature : - Date / /.

School Nurse Signature (if applicable) i

Parent/Guardian Authorization:
[ Irequest that medication be administered to my child/student as described and directed above

O 1hereby request that the above ordered medication be administered by school, child care and youth camp personnet and | give permission for the
exchange of information between the prescriber and the school nurse, child care nurse or camp nurse necessary to ensure the safe administration. of
this medication. | understand that.| must supply the school with no more than a three (3) month supply of medication {school only.)

[ 1 have administered at least one dose of the medication with the exception of emeraency medlcatlons to miy child/student without adverse effects. (For
chitd care only)

Parent/Guardian Signature _ Rela_tionship Date . / /
Parent /Guardian’s Address : ' Town State
Home Phone # ( ) - Wbtk Phone # ( ) - Cell Phone # ( ). -

SELF ADMINISTRATION OF MEDICATION AUTHORIZATION/APPROVAL

Self-administration of medication may be authorized by the prescriber and parent/guardian and must be approved by the school nurse (if
.applicable) in accordance with board policy. In a school, inhalers for asthma and cartridge injectors for medically-diagnosed allergies,
students may seli~administer medication with only the written authorization of an authorized prescrlber and written authorization from a
student’s parent or guardian or eligible student.

Prescriber’s autherization for self-administration: [] YES I:l NO

Signature Date
Parenb’Guardiari authorization for self-administration: [] YES CINO. ]
_ ) : Signature Date
School nurse; if applicable, approval for self-administration: ] YES [ NO ‘ T
Signature Date
Taday's Date Printed Name of Individual Receiving Written Authorization.and Medication
Title/Position ‘ Signature (in ink or electronic)

- Note: This form is in compliance with Section 10-212a, Section 19a-79-9a, 19a-87b-17 and 19-13-B27a(v.)



Medication Administration Record (MAR)

Name of Child/Student _ Date of Birth / /

Pharmacy Name - Prescription Number

Medication Order

‘ : | _ - | Signature of
- Date | Time | Dosage Remarks Was This | Person
' - Medication Self Observing or
Administered? Administering
' Medication
[1Yes []No
[ lYes [ ]No
[1Yes | ]No
[ IYes [ |No
[ J]Yes [ ]No
[ JYes [ ]No
[JYes [ ]No
[ ]Yes [ |No
[ ]Yes [ |No
‘[ ]Yes [ ]No
[ lYes [ |No |
[ 1Yes [ |No
*Medication authori.z.at_ion form-must be used as either a two-sided dOcunient or attached first and second page.
[ ] Authorization form is complete | [[] Medication is appropriately labeled
[ 1 Medication is in original container [ ] Date on label is current |

Person Accepting Medication (print name) ' ‘ Date /1




