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HEALTH CARE PRACTITIONERS COMPLETE BELOW
Specify Allergies:

History of asthm&?_ [] Yes (If yes, student has an increased risk for a severe reaction; complete the Asthma MAF for this student) [] No

History of anaphylaxis? El Yes Date: E| No

If yes, system affected [0 Respiratory O Skin O Gl [ Cardiovascular O Neurologic

Treatment: Date:

Does this student have the ability to: Self-Manage (See ‘Student Skill Level’ below) ] Yes O No
Recognize signs of allergic reactions O O Yesd [JNo
Recognize and avoid allergens independently [JYes [ No

Select In-School Medications

SEVERE REACTION
A. Immediately administer epinephrine ordered below, then call 911.
O 0.1mg O 0.15mg O 0.3mg

Give intramuscularly in the anterolateral thigh for any of the following signs/symptoms (retractable devices preferred) :
» Shortness of breath, wheezing, orcoughing  « Fainting or dizziness + Lip or tongue swelling that bothers breathing
» Pale or bluish skin color » Tight or hoarse throat » Vomiting or diarrhea (if severe or combined with other symptoms)
*  Weak pulse « Trouble breathing or swallowing * Feeling of doom, confusion, altered consciousness or agitation
* Many hives or redness over body
O Other:

[0 If this box is checked, child has an extremely severe allergy to an insect sting or the following food(s):

Even if child has MILD signs/symptoms after a sting or eating these foods, give epinephrine and call 911.

B. If noimprovement, or if signs/symptoms recur, repeat in minutes for maximum of times (not to exceed a total of 3 doses)
O Ifthis box is checked, give antihistamine after epinephrine administration (order antihistamine below) Student Skill Level (select the most appropriate
option):

EI Nurse-Dependent Student: nurse/trained staff must administer
O Supervised Student: student self-administers, under adult supervision

[CJindependent Student: student is self-carry/self-administer
O | attest student demonstrated ability to self-administer the prescribed medication effectively
during school, field trips, and school sponsored events - Practitioner's Initials:

MILD REACTION (parent must supply medicine for use in medical room)
A. For any of the following sign and symptoms
e  Benadryl mg po Q6 hours prn
. Name: Preparation/Concentration: Dose: PO O0Q4 hours [JQ6 hours [1Q12 hours prn
Student Skill Level (select the most appropriate option):
O Nurse-Dependent Student: nurse must administer
D Supervised Student: student self-administers, under adult supervision

E| Independent Student: student is self-carry/ self-administer
O | attest student demonstrated ability to self-administer the prescribed medication effectively
during school, field trips, and school sponsored events - Practitioner's Initials:

, give:

OTHER MEDICATION

e Give Name: Preparation/Concentration: Dose: PO Q hours prn
Specify signs, symptoms, or situations:

If no improvement, indicate instructions:
Conditions under which medication should not be given:

Student Skill Level (select the most appropriate option):
El Nurse-Dependent Student: nurse must administer
Supervised Student: student self-administers, under adult supervision

D Independent Student: student is self-carry/ self-administer

O | attest student demonstrated ability to self-administer the prescribed medication effectively during school, field trips, and
school sponsored events - Practitioner's Initials:

Home Medications (include over the counter) [ None

Health Care Practitioner

Last Name (Print): First Name (Print): Signature:
NYS License # (Required): NPI #: Please check one: [1MD D po OONp CIPA Date:
Address: E-mail address:
Tel: FAX: Cell Phone:

INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS FORMS CANNOT BE COMPLETED BY A RESIDENT Rev 3/23 X RAIMEES2HHZ >
T-35514 (Chinese)
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For Office of School Health (OSH) Use Only

OSIS Number: Received by - Name: Date:
(0504 P [ Other Reviewed by - Name: Date:
Referred to School 504 Coordinator: OYes OONo
Services provided by: [ Nurse/NP [0 OSH Public Health Advisor (for supervised students only) [0 School Based Health Center

Signature and Title (RN OR SMD):
Date School Notified & Form Sent to DOE Liaison:

Revisions per Office of School Health after consultation with prescribing practitioner: [ Clarified [0 Modified

Confidential information should not be sent by email FOR PRINT USE ONLY
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	過敏/過敏反應症藥物施用表
	Select In-School Medications
	Home Medications (include over the counter) ☐ None
	家長/監護人：通讀、填寫並簽名。我在下面簽名，表示我同意如下：
	自己用藥（僅適用於能自己獨立用藥的學生）：
	註：如果您決定使用儲存的藥物，則您必須在您子女參加學校外出參觀的日子以及/或者課後計劃時讓子女帶上epinephrine、哮喘吸入器以及其他獲准的自我施用藥物，以備您子女使用。儲存的藥物只是由OSH員工在學校使用。
	For Office of School Health (OSH) Use Only


