ASTHMA
MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH
Authorization for Administration of Medication to Students for School Year 2016-2017

INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS

Student Last Name First Name M Dateofbith /. School

COrNACUE/PA3PELLEHWE POOUTENEW/ONEKYHOB
HacTosimm 51 paspeluato XpaHUTb W BblaBaTb NEKApPCTBEHHbIA NPenapar, a Takke XpaHuTb N MPUMEHSATb He0bXOaMMble CPeaCTBa Ans ero BBEAEHWs B COOTBETCTBIM C
VHCTPYKUMAMW Nevallero Bpaya pebeHka. A noHumalo, 4to MHe TpebyeTcs obecneumnTb LKOMY NeKapcTBEHHbIM MPenapaTtoM M HeoOXoaUMbIMUM CpescTBaMW LS ero
BBEEHVS, B TOM YMCIE NEPCOHaNbHLIMM UHransTopami. Mpenapar JomkeH BbiTb B OPUTMHANBHOM anTeYHON YNaKoBKe C 3TUKETKOW (BTOpPas ynakoBKa NpefoCTaBNseTcs
QNS NCMONb30BaHUS BHE LUKOMbI). OTUKETKA PEeLienTypHOro npenapara fOMmKHa CoAepKaTb MMS M haMUIMIO yJallerocs, HassaHue 1 TenedoH anTeku, UMs 1 hamunmio
BbINMCABLLETO Mpenapar Bpaya, AaTy W YMCIo NOBTOPHbIX 3aka30B, Ha3BaHWE Npenapara, 403y, NepUOLNYHOCTL NpUeMa, cnocob NPUMEHEHUs U/unu Apyrue UHCTPYKLWK.
Mpenapartbl, oTNyckaemble 6e3 peLenTa, u 6ecnnaTHble 06pa3Libl NekapcTB AOMKHBI ObITb B OpUrMHaNbHONM (abpuyHON YNakoBKe C ykasaHWeM Ha Hell UMeHW 1 hamunui
pebeHka. A MOHMMA), YTO NEKAPCTBEHHbIA Npenapat Ao/mKeH ObiTb B OPUIMHANIBHOA W HEPACMEYATAHHOW ynakoBke. $1 Takke noHuMato, uto ofsizaH/a
He3aMeAnuUTenbHO YBEAOMITAT LUKOMBHYI0 MeLCECTpy 060 BCEX M3MEHEHWSIX BbILLENEPEUNCTIEHHBIX MPELANMCAHNIA U UHCTPYKLIA.
MHe u3BeCTHO, YTO yyalmMcs He pa3peluaeTca UMeTb Npu cebe KU CaMOCTOATENLHO NPUHMMATL KOHTPONUpPYEMbIe BelyecTBa.
£ noHMmato, 4To AaHHBIN 3anpoc Ha Bblgavy nekapcTeeHHbIX cpeacTs (MAF) aeicTuTeneH 4o koHua netHein yqebHoi nporpammbl flenaptameHta obpasosanus (DOE) unu
[0 MOMEHTa NPEeACTaBNEHNS MHOWN LLKOMBHOM MEACECTPE HOBLIX UHCTPYKLMIA OT Bpaya pebeHka (B 3aBUCMMOCTM OT TOFO, 4TO HAaCTynuT paHee). Moaasas HAcTosALLMIA 3anpoc,
7 npowy DOE wn [lenaptameHT 3npasooxpaHenus r. Hoto-Mopka (DOHMH) 06 obecnieueHun pebeHky KOHKPETHbIX MEAWMLMHCKAX YCIyr Yepes OTAen ILKOMbHOMo
3apasooxpaHerus (OSH). MHe 13BeCTHO, YTO 3TV YCAYr MOTYT BKITKOYATb KIMHUYECKYIO OLIEHKY M MEAULIMHCKIA OCMOTP, NpoBoauMble BpayoM OSH. Hactosiwymii sanpoc
COLEePXUT AeTanbHble MHCTPYKLMM MO NPEAOCTABNEHMI0 YKa3aHHbIX BbIlLE MEAULMHCKMX yenyr. A noHumato, yto OSH, ux npeactaBuTeny U COTPYAHMKW, NPUYACTHBIE K
0Ka3aHMI0 BblLLEYKa3aHHbIX MEAULIMHCKIX YCAYT, NONaralTcs Ha AOCTOBEPHOCTL NPUBEAEHHOI MHO MHEOPMALK.
£ noHumato, 4To no McTeveHun cpoka aencteus MAF, mepuunHckuin cotpygHuk OSH moxeT npoBecTu ocMOTp pebeHka C Lienblo OLEHKM CUMMTOMOB acTMbl M
3 heKTUBHOCTI HA3HAYEHHOTO Npenapara v BblaaTb HoBbIi 3anpoc MAF. Ecriv Bpay OSH ycraHoBuT, uto nameHeHust MAF He TpebyeTcs, OH MoXeT BbiaaTh HoBbli MAF
C TEMM XXe UHCTPYKLIMSMM CO CPOKOM [IEMCTBUS OAMH rof Wim O NpeacTaBneHns nevatmm spadom pebeHka Hooro 3anpoca MAF. Ecnvn Ha 0CHOBaHMM 0CMOTPa M MCTOpUM
Bonesnu pebeHka Bpay OSH ycTaHOBUT HEOBXOAMMOCTL BHECEHWS M3MEHEHMW, OH MOXET BblaTb HOBbIt MAF ¢ Apyrumn MHCTPYKUWSIMW CO CPOKOM [JEMCTBUS OAWH rof,
UNW [0 NPeAcTaBneHns nevawmm Bpadom pebeHka HoBoro 3anpoca MAF. A 1 yka3aHHbI B JOKyMEHTaxX Nevallmit Bpady peberka bygem yBeaoMneHsb! O Bblaaye HOBOTO
MAF v ntobbix n3ameHeHusix B MAF. A Takoke noHuMato, 4To B cpok Ao 30 AHei 40 UCTeueHNs 4eACTBMS AaHHOIO 3anpoca st UMEto NpaBo nofgaTth HoBbl MAF unu npeacTaBuTb
LUKONBHOM MEACECTPe NUCbMEHHOE BO3paxeHWe NpoTuB ocMoTpa. B cryyae Henofaun A0 ykazaHHOro cpoka HoBoro MAF unm nucbMeHHOro oTkasa oT ocMoTpa pebeHka
BpayoM OSH, pebeHok MOXeT nofnexatb 0CMOTPY € nocneaytolleid Boigaden HoBoro MAF.

A 3Hato, 4To fJaHHas hopma He sBnsieTcs goroopom ¢ OSH 1 DOE 06 okasaHum 3anpalunBaembix yCnyr, a npeactaBnseT coboit Mon 3anpoc, cornacue 1 paspeLleHne Ha
aTn ycnyru. Mpu ycTaHOBNEeHUM HeoBX0AMMOCTY 3TUX YCAYT y4allemycs MoxeT notpeboBaTbes nnaH agantauum (Student Accommodation Plan), kotopeiii GyaeT coctaBneH
LUKOOM.
£ noHumato, yto Hactoswum s paspewato OSH, DOE, nx cotpyaHukam v npeactaBuTensm obpalyatbCs 32 KOHCYNbTauusMu U Heobxogumoil UM AOMONHUTENBHON
MHOpMaLen 0 COCTOSHUN 3A0pOBbS pebeHka, ero nekapcTeax wwnm npoueaypax K nobbiM NOCTaBLyMKaM MEAULIMHCKUX /unn (apmaLeBTUYeCkux ycnyr Ans
pebeHka.
*CAMOCTOATENbHbIA NPUEM NEKAPCTBEHHbIX MPEMAPATOB: MpoctaBbTe Hke CBOM WHWUMAnbl NPy HEOBXOAMMOCTM MPUMEHEHMs
pebeHkoM aBTOMHBLEkTOpa Epi-Pen, npoTUBOacTMaTU4eCKOro MHIanaTopa U ApYrux yTBepkAeHHbIX AN CAMOCTOATENLHOIO NpUeMa NneKapcTB:

HacToswmm s noaTteepxaat, Yto Mo pebeHok 0byyeH u cnocobeH CamocTOSTENbHO NPUHMMATL NPOMMCAHHOE NIEKapCTBO. A Takke paspeLuar) pebeHky
1MeTb Npu cebe, XpaHUTb 1 CamoCTOSTENbHO NPUHUMATL €0 B WKone. MHe M3BECTHO, YTO i HECY OTBETCTBEHHOCTb 3a obecneveHne pebeHka aTUM npenapaTom B
yNakoBKax C HaZNexallumi 3TUKETKamu, 3a MONHbIA U BCECTOPOHHMIA KOHTPOb Er0 UCMONb30BaHNs pebeHKOM, a Takke 3a Bce Be3 MCKIoYeHst NOCNeACTBUS npuema
3TOr0 npenapata B LUKomne. S MOHMMaK, YTO LUKOMbHAs MeLCecTpa YAoCToBepsieT CrnocobHocTb pebeHka uMeTb npu cebe 1 CamMOCTOSITENBHO W OTBETCTBEHHO
npyHUMAaTL mpenapart. S Takke cormaceH(CHa) NpeaoCcTaBUTb 3anacHylo MOPLMI0 Mpenaparta B ynakoBke ¢ pa3bopuMBO HafNMCAHHOW STUKETKOW ANS XpaHeHus B
MEAULMHCKOM KabuHeTe Ha cryyai HexsaTku y pebeHka npenapata Ans caMoCTOSTENBHOO Npuema.
£ pa3spelualo LIKOMbHOI MEACECTPe XpaHUTb 1 obecneunBaTh Npyem npenapata pebeHKoM B Cryyae BPEMEHHOWN yTpaTbl MM CMOCOBHOCTU XpaHUTb W NPUHUMATb
NexkapcTBO CamMOCTOSATENbHO.

HacTosiuum s noaTBepxpato, YTO MO COrNMAacoBaHUM C fevalyum BpayoM pebeHka s paspellard OTAeny WKOINLHOTO 3APAaBOOXPaHEHWUs! NPUMEHSTb

MmeloLLMecs B WKone NPOTUBOACTMATHYeCkKMe cpep,cTBa 33 HEMMEHMEM B LIKONE NPONMCaHHOTo peGeHKy npenapara.
3 0181 UCNOMb308aHUSA 8 Cryyae
He06x00umocmu Mmefow(uem 8 Wwkorne npomueoacmMamuquKue cpedcmea ebldafomcs pe6eHKy monbKo anﬁ NPUMEHEHUS 8 WKoJTe.

Moanuck poautens/onekyHa Wmsa u hamunus pogutens/onekyHa (neyatHbIMu GykBamm)
[ara nognucanua I Y B Anpec poautens/onekyHa
Tenedonbl: OAHeBHon (__ ) - Domawwwwt (____ _)____ - __ _ _ _ MobunbHbt* (_ __ _ )____ _ - ____
E-mail pogutensi/onekyHa:
[lpyroe KOHTaKTHO® NULIO AN CPOYHOI CBA3M ‘ TenedioH koHTakTHOrO ML (____ ) _ -
ANS CNYXXEBHbIX OTMETOK - HE MALUMTE HWUXE (DO NOT WRITE BELOW - FOR OFFICE OF SCHOOL HEALTH (OSH) USE ONLY)
Received by: Name Date /. | Received by: Name Date /.

Self-Administers/Self-Carries: [JYes [ No Self-Administers/Self-Carries: [0Yes [No
Signature and Title (RN OR MD/DO/NP):

Confidential information should not be sent by e-mail.
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ALLERGIES / ANAPHYLAXIS
MEDICATION ADMINISTRATION FORM - OFFICE OF SCHOOL HEALTH
Authorization for Administration of Medication to Students for School Year 2016-2017

Student Last Name First Name Middle Date of birth Weight (k) | ) \1ale
ATTACH STUDENT PHOTO HERE i 59 —wvvr | ———_._ | O Female
osils# _
School (include name, number, address and borough) DOE District Grade Class
The following section to be completed by Student’s HEALTH CARE PRACTITIONER
Specify Allergy Specify Allergy Specify Allergy
0 Allergy to 0 Allergy to 0 Allergy to
History of asthma? O Yes (If yes, student has an increased risk for a severe reaction) O No Does this student have the ability to:
History of anaphylaxis? | O Yes Date _ _/_ _/_ 0O No | Self-Manage 0 Yes | O No
If yes, symptoms | O Respiratory ‘ O Skin ‘ O Gl ‘ O Cardiovascular ‘ 0 Neurologic ‘ Recognize signs of allergic reactions O Yes | O No
Treatment Date __/_ Recognize/avoid allergens independently O Yes | O No
History of skin testing? | O Yes (attach copy of results) Date _ _/__/__ ‘ O No | Comments:

Select In School Medications

| In School Instructions

1.  ONLY SINGLE DOSE AUTO-INJECTORS SELECT BELOW

O Epinephrine Auto-Injector 0.15 mg

O Epinephrine Auto-Injector 0.3 mg

O Give antihistamine in addition to epinephrine (must order antihistamine
below)

Select the most appropriate option for this student:

O Nurse-Dependent Student: nurse must administer medication

O Supervised Student: student self-administers, under adult supervision

O Independent Student: student is self-carry/self-administer **

o | attest student demonstrated ability to self-administer the prescribed medication

effectively for schoolffield trips/school-sponsored events
practitioner’s initials

**PARENT MUST INITIAL REVERSE SIDE

PRN (check all that apply):

O Itching 0 Shortness of Breath o Vomiting / Diarrhea
O Hives O Tightness / Closure O Weak Pulse

0 Swelling O Hoarseness 0 Pallor / Cyanosis
0 Redness 0 Wheezing 0 Dizziness / Fainting

Specify signs, symptoms, or situations:

> Administer Intramuscularly into anterolateral aspect of thigh

» Call 911 immediately
If no improvement, repeat in ___ minutes for a maximum of __times (not to
exceed a total of 3 doses).

2. ORAL MeDICATION: o Diphenhydramine
Preparation/Concentration: Route

Select the most appropriate option for this student:

O Nurse-Dependent Student: nurse must administer medication

O Supervised Student: student self-administers, under adult supervision

O Independent Student: student is self-carry/self-administer **

e | attest student demonstrated ability to self-administer the prescribed medication

effectively for schoolffield trips/school-sponsored events
practitioner’s initials

**PARENT MUST INITIAL REVERSE SIDE

PRN (check all that apply):

O ltchy / Runny o ltchy Mouth
Nose 0 Mildly ltchy Skin

O Sneezing
Specify signs, symptoms, or situations:

O Few Hives
O Mild Nausea / Discomfort

Dose: q O 4 hours or 16 hours as needed (specify)

If no improvement, indicate instructions:

3. ORAL MEDICATION:
Preparation/Concentration: Route

Select the most appropriate option for this student:

O Nurse-Dependent Student: nurse must administer medication

O Supervised Student: student self-administers, under adult supervision

O Independent Student: student is self-carry/self-administer **

e | attest student demonstrated ability to self-administer the prescribed medication

effectively for schoolffield trips/school-sponsored events
practitioner’s initials

**PARENT MUST INITIAL REVERSE SIDE

PRN Specify signs, symptoms, or situations:

Dose: Time interval: g __ (specify min or hours)
Conditions under which medication should not be given:

If no improvement, indicate instructions:

HOME Medications (include over-the counter)

For Office of School Health (OSH) Use Only

Revisions per OSH after consultation with prescribing practitioner. OIEP
Health Care Practitioner  LAST NAME FIRST NAME Signature
(Please Print)
Address Tel. (- Fax. (. )y -
E-mail address* Cell (___y___-____
NYS License # (Required) Medicad#__ NPLEE_ Date _ _/__/____
INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS
*Confidential information should not be sent by e-mail. Rev 4/16
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