DAYT~N

PUBLIC SCHOOLS Health Services Department
937-542-3346

Health Forms for Students
with Allergies (Including Food Allergies)

Please complete packet and return to your child’s school nurse.

What is in this packet?

1) STUDENT ALLERGY HISTORY FORM - for parent to describe student’s allergy history
and list current medications.

2) MEDICATION AUTHORIZATION FORM / GENERAL MEDICATION FORM
¢ Guidelines for Medications at School — On Page 2 of Medication Authorization Form
¢ This form includes a section for epinephrine auto-injector orders including self-carry
option if ordered by your child’s Health Care Provider (HCP)
¢ Most oral allergy medications can be given at home before or after school, but if an oral
asthma medication must be given at school, please complete this form
e Must be signed by parent and Health Care Provider (HCP)
Signed form and medication should be brought to school by a responsible adult
Both the parent (in Parent/Guardian Authorization section) and HCP (in Prescriber
authorization section) need to check the box for self-carry if inhaler is not kept in the
clinic
3) ALLERGY ACTION PLAN
¢ Your Health Care Provider’s Allergy Action Plan form works (but Medication
Authorization Form / General Medication Form is also needed) or you may use the
SCHOOL ALLERGY ACTION PLAN included. This form combines the ALLERGY
ACTION PLAN with the Medication Authorization form so you won’t need form #2
above.

If your child already has a current Allergy Action Plan, please bring it in for the school nurse to
copy. If not, please ask for one at your child’s next appointment.

4) SPECIAL DIET ORDER FORM — FOR NUTRITIONAL SERVICES - Please have this form
completed and signed by your Health Care Provider and turn in to the school nurse each school year.
Your school nurse will email/fax the form to nutrition services and keep a copy for your child’s
health records.

5) AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Questions? - Please call your school nurse

STUDENT ALLERGY HISTORY
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PUBLIC SCHOOLS Health Services Department
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Parents: Please complete information below so your school nurse can provide care and create an Emergency Action
Plan for your child, if needed. Please return this form to your school nurse.

CONTACT INFORMATION:

Student’s Name; Date of Birth: School Year:
School: Grade: Homeroom:

Parent/Guardian Name: Email:

Parent Guardian Tel: (H) (W) (C)

Allergy Physician: Tel:

Primary Care Doctor: Tel:

Significant medical history or conditions:

ALLERGY INFORMATION:

1. Has your child been diagnesed with allergies/anaphylactic reactions by a healthcare provider?
UNo UOYes Ifyes, at what age or year?

2. Please list all of your child’s allergies, including foods:

3. Isit necessary to avoid physical contact or inhalation of allergen(s)? UNo UYes

4. How soon after exposure does your child react?

5. What are the early signs and symptoms of your student’s allergic reaction? (Be specific; include
things the student might say.)

6. List any symptoms your child has had in the past?

7. How responsible is your child in preventing and responding to an allergen(s)? (Check all that
apply)
O My child knows what allergen(s)/foods to avoid
U My child knows to ask about ingredients in food, if unsure
My child knows to immediately tell an adult if exposed to an allergen

OMy child knows to always have someone go with them for help if having an allergic reaction or
after having administered their emergency medication

UMy child can give their own injection with an epinephrine auto-injector (Epipen) if prescribed by
their healthcare provider
QOOther

8. Does your child wear a medic alert? ONo OYes

9. Does your child require emergency medication at school? ONo OYes
If Yes, Indicate Medication Needed: QEpinephrine auto-injector OBenedryl QOther

Note: [KA school Medication Authorization Form is required if any medication is given at school
and must be completed/signed by a Health Care Provider (HCP) and parent.
K New forms are required each school year.
[KFor a student to *“self-carry” their epinephrine auto-injector if prescribed by a HCP and a
back-up epinephrine auto-injector must be kept in the clinic per ORC 3313.718.

STUDENT ALLERGY HISTORY
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10. What medical care was given in the past? (Check and complete all that apply)
U Orat medication prescribed: What oral med was used? _

Qinjection prescribed: What was used?

O Treatment in doctor’s office

OTreatment in the Emergency Room

0 Kept in hospital as in-patient

W Cold compress (in cases of a sting) and URemoval of insect stinger
QOther

1 authorize Dayton Public Schools to communicate ond share health information with appropriate school personnel to create an
emergency action plan if necessary and to oid in present and future educational decisions.

Parent Signature: Date:

Reviewed by School Nurse: Date:

O Original in student medical folder
0O Copy in medication book if medications given at school
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DAYT N Madication Authorization Form

PUBLIC GCHOOLS General Medication Form
{includes Asthima Inkaler and Epineplarine Auto-injector Use)

Student Information

Student name Date of birth
Student address

School GradeiClass Teacher Schootyesr
School Murse Phone: Fax:

Prescribar Authotization

Name of medication Diagnosis

Dotage Route Tane/interval
Date tobegin medication Datz toend medication

Special instructions

Treatment inthe svent of an advorss raction

Epinephrine Aonjocior (seb-carry] O Nok spplcable

T Yea, uv the prescriber | have determined thal this student is capable of possessing and using this autoinjector appropristely and have provided the
studest with training in the proper uss ¢l the suloingecior.

Asthena Inhaler {seff-carry} Q Mot applicable
 Yis, Nconditions are satished per ORC JM7.T44, the student may possess and wee the inhaler ot school or af any sctivity event or program sponsorsd by
o inwhich the studerl’s school in a participant.

wloyses if the student ks unsble to administer the medication of if it does nol produce the sxpected reliek:

Procedures for school

Possibie Soverw Adverse Reactionjs) pes ORC nu m o IMLHE
1] Tothestudentforwhom ilis prescribad { that

L L ¥

b Toa student lor whom ttanot prescribed who receives sdose

List any known drug allergies and reaction.

Prescribessignature Dats Phone fax

Prescribername (print)

Reminder note for prescriber: GRC X748 requires bachup epineplyine sutoinjecior and best praciica recommends backup asthom ishaler,

Parent/Guardian Authorization
7] mm-nmuomummmnomnmnmmmm tunderstand that soditional pareniipresceiber signed siaterments wil banecessary if e dosage
is changed. 711 also guthosi he schoal naroe for the _school pearto cond -itl!i( p garding my

mmmmmumummtoﬂnnﬁm b it t du
[ 74] Mmmmﬂemmdhhwbﬁv‘.mumm andfor the achool rurse. k0 |ummtummduﬂummhmmmemmum

lebaled with e sindent's nams, prexcriber's name, date of prescription, name of medicslion, dosage, strength, time interval, route of administration wnd the date of drug expiration
whenappropriste.

ParentiGuardian signature Date # contact phone #2 contact phone

Parent/Guardian Self-Carry Authorization

= RuEpineplyineAulo-injecior: Asth Nithisstudent, fauthorie my chidiop apinepirine auto-ingedior, aspresarbed, at the schociandany actidly, event, or
mmmmmmsma i aith hoal emploiee wili yrequest acsi rpency mediay! servios provider Fiiis
msm:ﬂmmmmdx dicabontothe schoolprincipal quiredbyiaw.

c Famhmmmmmr*’*‘ horize mychld iop | inhalerasprescribed oo wactivily, event, orprogran 5p dix

the student s school S0 NI

ParestiGuardian signature Date #1 contact phone #2 contact phone

Received by [school nnse): Date:,

Adapted from Ohio Depordiment of Heath: Revised May 2016, Renviewed Feb 2020

Poage 1of 2
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Guidelines for Medications at School

- DPS has one Medication Authorization form for all medications—oral, injectable,
emergency (ex. Epinephrine Auto-Injector, asthma inhalers), and student self-
carry medications.

+ Any student needing to take medication during school hours must have a
Medication Authorization form completed and signed by the parent and
physician/prescribing healthcare provider.

+ All medication must be in the container in which it was dispensed by the pharmacist
or healthcare provider.

+ The medication and Medication Authorization form must be brought together to the
school by a parent or responsible adult.

+ School personnel may not give over-the-counter medications unless prescribed by a
healthcare provider. A Medication Authorization form must be completed and signed.

- No new medication can be given until the school nurse has reviewed it and checked it in.

+ Routine injectable medication can only be given by a school nurse, parent (or parent-
designated adult), or self-administered by the student.

+ Changes in medication must be provided by the healthcare provider.

+ Routine daily medication ordered three times a day or less may not need to be taken at
school. The medication should be given before school, after school and at bedtime unless
it is time-specific for during the school day. It is best for morning medication to be
given at home.

+All medication orders must be renewed each school year.

- Parents are notified in writing to pick up all remaining medications at the end of the school
year. Per DPS policy, any unused medications not claimed by the last day of school each
year will be destroyed.

+ Parents will be required to pick up all medications with the exception of inhalers and
Epinephrine Auto-Injectors that the student already has written permission from their
primary healthcare provider to carry on him/herself,

Original: 2015; Revised: 2015, 2018, 2020

Page 202
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FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Name: DOB:
Address: School Building/Class -

Allergy to:

Weight: ibs. Asthma: [ Yes (higher risk for a severe reaction} [ Mo

NOTE: De not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremsly reactive to the following allergens:
THEREFORE:

00 1f checked, give epinepirine immediately if the allergen was LIKELY eaten, for ANY symptoms.
{3 If checked, give epinephrine immediately if the allergen was DEFINITELY aten, even if no symptoms are apparent,

FOR ANY OF THE FOLLOWING: M I LB SYM PTO MS
E .E @ @ @ NOSE MOUTH SKIN  GUT
LUNG HEART THROAT MOUTH ltechyor  lichy mouth A few hives, Mild
Shortness of Pale or bluish  Tight or hoarse Significant runny nose, mild itch nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
@ @ @ SYSTEM AREA, GIVE EPINEPHRINE.
GRA
COMBINATION ||  FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER for sys??ecms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling rom different T an
body, widespread  vomiting, severe  something bad is  body areas. = :’2;:?:;:;‘ l;:ir:;:: be given; Hiordared by 2
redness diarthea about to happen, . )
anxiety, confusion 2. Stay with the person; alert emergency contacts.
o {0 o 3. Watch closely for changes. If symptoms worsen,
give epinephrine.
1. INJECT EPINEPHRINE IMMEDIATELY.
{ | 2. Call 911. TeHl emergency dispatcher the person is having
| anaphylaxis and may need epinephrine when emergency MEDICATIONS/DOSES
responders arrive. Epineshring Brand or -
| | = Consider giving additional medications following epinephrine:
| »  Antihistamine Epinephrine Doze: 101 mg 1 T 0a5mgis O o3mgm
» |nhaler {bronchodilator} if wheezing
+ Lay the person flat, raise legs and keep warm. If breathing is Antihrstamine Brand or Generic:
difficult or they are vomiting, let them sit up or lie on their side. o
» | symptoms do not improve, or symptoms retum, more doses of AmibisamineDose ...
epinephrine can be given about § minutes or more after the last dose. i .
Other (e.g., inhaler-bronchodilator if wheezing):
¢ Alert emergency contacis.
+ Transpert patient to ER, even if symptoms resolve. Patieat should
remain in ER for at least 4 hours because symptoms may return.

PATEENT QR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAKMCP AUTHORIZATION SIGNATURE DATE
ADAPTED FOR DPS MARCIH 2020 FROM FORM PROVIDED COURTESY OF FOOD ALLERGY AESEARCH & EDUCATON (FARE) {FCORDALLERGY.ORGH 52018
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DAYT N

PUBLIC SCHOOLS Health Services Department
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FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

HOW TO USE AUVI-G® {(EPINEPRHINE INJECTION, USP), KALEQ

Remove Auvi-Q from the outer case,

Pull off red safaty guard.

Place black end of Ayvi-Q egainst the middle of the outer thigh.

Prass firmly until you hear a click and hiss sound, and hald in place for 2 seconds.
Call 911 and get emergency medical help right away.

il bt A [

HOW 70 USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED
GENERIC OF EPIPEN®}, USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN N 4

Remove the EpiPen®™ or EpiPen Jr* Auto-Injactor from the clear carrier tuba. e
Grasp the auto-injectar in your fist with the erange tip (needla end) pointing downward.

With your other hand, remove the blue safety release by pulling straight up. F
Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks”. |
Hold fitmly in place for 3 seconds (count slowly 1, 2, 3). |
Remove and massage the injection area for 10 seconds, I l
Call 911 and get emergancy medical help right away. o

Naoewh -

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), USP |
AUTO-INJECTOR, IMPAX LABORATORIES ‘__‘_ a
Remove epinephrine auto-injector from its protective carrying case. /‘ iy {
Pull off both blue end caps: you will now see a red tip. \‘1!‘5/ uﬁ; .~
Grasp the auto-injector in your fist with the red tip pointing dowrward,
Put the red tip against the middle of the outer thigh st a 90-degree angle, perpendicular to the thigh, |
Press down hard @nd hold firmly against the thigh for approximately 10 seconds. |5y
Remove and massaga the area for 10 saconds. |
Call 911 and get emergency medical help right aweay. L

o b B G L

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR, TEVA PHARMACEUTICAL
INDUSTRIES

Quickly twist the yellow or graen cap off of the auto-injactor in the dinection of the "twist arrow"” to remove it. e
Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward.
With your other hand, pull off the blue safety release. i
Piace the orange tip against the middla of the outar thigh (upper leg} at a right angle { perpendicular} to the thigh. Ty
Swing and push the auto-injector firmly into the middle of the auter thigh until it 'clicks’. W
Hold firmly in place for 3 seconds {count alowly 1, 2, 3). :::ﬁ.
Remove and massage the injection area for 10 saconds.

Call 911 and get emergancy medical help right away.

DN AR WD -

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

L. Do not put your thumb, fingers or hand over the tip of the auto-injector or inject into any body part other than mid-outer thigh. In case of
accidental injection, go immediately to the nearest emesgency room.

2. It administering to & young child, hold their leg firmly in place before and during injection to prevent injuries.
3. Epinephrine can be injected through clothing if naeded.
4. Call911 immediately after injection.

OTHER DIRECTIONS/INFORMATIGN {may self-cary epineplrine, may sel-administer epinephrine, etc.

Treet the person before calling emergency contacts. The first signs of a reaction can be mild, but symptorns can worsen quickly.

EMERGENCY CONTACTS — CALL 511 OTHER EMERGENLY CONTACTS

RESCUE SQUAD: NANERELATIONEHIP: PHONE;

BOCTOR: PHEHE: NANERELATIONEHP: PHOME: (5
FARENTICUARDIAN: PHONE: MAVERELATIONSHF: PHONE:

ADAPTED FOR DES March 200 fsen: FORM PROYIDED COURTESY OF FOOD ALLERGY AESEARCH & EDUCATION IFAREHFOCOALLERGY.0AG L2019
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Student Name:

Health Services
Return Form to Building School Nurse
SPECIAL DIET FORM - NUTRITION SERVICES

Please Return Form to Building School Nurse
(School Nurse Will Forward to Nutrition Services)

DOB:

School:

Grade: Home Room:

Year:

PART A - Please complete this form if your child requires special meals.
Current information must be submitted at the beginning of each school year

Does the child have a disability as defined in Section 504 of the Rehabilitation Act of 1973, Yes No

and the Americans with Disabilities Act (ADA) of 19907 (Disability) (Disability}

If Yes, describe the major life activities affected by the disability.

Does the child have special nutritional or feeding needs? Yes No

If Yes, have Health Care Provider complete and sign Part B. (Special Nutritional (Special Nutritional

Needs) Needs)

If the child is not disabled, does the child have special nutritional or feeding needs? Yes No

If Yes, please have your Health Care Provider complete and sign Part B. (Medical Reasons— {Medical Reasons—
No Disability) No Disability)

If the child does not have a disability, does the child have special dietary needs? Yes No

If Yes, please complete Part B and have it signed by the Parent/Legal Guardian. (Religious Reasons— (Religious Reasons—
No Disability) No Disability)

PART B — TO BE COMPLETED BY A PHYSICIAN OR PRESCRIBING HEALTH CARE PROVIDER

Please B check mark any food allergies or intolerances child has and list the foods that are 1o be omitted & substituted.
Please make notation if it is a SEVERE/LIFE-THREATENING allergy. Note: Beverage substitutions may be limited due to regulations.

MILK ALLERGY Q SEVERE/LIFE-THREATENING
Q Milk and uncooked dairy products only

(Ex. Fluid milk, yogurt, cheese, etc.)

Q Milk, dairy, and ALL milk products (includes cooked &
denatured milk products. Ex. Breads, cookies, etc.)

Q) Fluid milk only

Q Lactose lntolerant

Foods to be omitted:

EGG ALLERGY (1 SEVERE/LIFE-THREATENING
O Eggs only (Ex. Boiled, scrambled, individualized eggs

Q Eggs and ALL egg products (This includes cooked and denatured egg
preducts. Ex. Breads, muffins, etc.)

Foods to be omitted:
Substitutions:

Foods to be omitted:
Substitutions:

Substitutions:

NUT ALLERGY 0 SEVERE/LIFE-THREATENING | SQOY ALLERGY O SEVERE/LIFE-THREATENING

Q Peanuts Q Soy only {(Ex. Soy milk, soy yogurt, eic.)

8 Tree nuts 0O Soy and ALL soy products {This includes cooked and denatured soy
Other

products. Ex. Taco meat, chicken tenders, burger patty, etc.)

Foods to be omitted:
Substitutions:

OTHER ALLERGIES ([ SEVERE/LIFE-THREATENING
Foods to be omitted:

Substitutions:

Do foods need to be modified in texture?

If yes, please describe the modifications needed (i.e. chopped, finely ground, pureed, etc.}:

Yes No
(Texture Modified) {Texture Modified)

Additional Dietary Restriction or Special Diet or Comments on child’s eating/feeding concerns? Please describe,

Religious Restrictions (Does not need to be completed by a physician or medical authority) Please list foods restricted:

Parent/Guardian Signature

Best Daytime Phone Date

Physician, or Medical Authority’s Signature

Phone Date

Please have Health Care Provider complete the Medication Authorization Form if medication(s) are ordered,

L2 Reviewed by school nurse & forwarded to Nutrition Services on

Revised March 2021

(date) {School Nurse Signature)
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D AYT N Authorization for Dayton
Release of Public
PUBLIC SCHOOLS Student Medical Information Schools
5 Last name First name Middie
g Address City State Zip
&
E Birthdate Other passible names Phone #
@
B |school Attending: Grade: Home Room:
o
53 Immunization record | __|Neurclogical
e General / Medical | |Surgical
E 8 Counsseling Record | __|Orthopedic
..g 5 | Emergency / Urgent care record |__|Otorhinolaryngology (ENT})
£ & other: Ophthamology
Mail Copies
Fax copies
This information may be disclosed to and used by  |The following individual or organization is authorized to
Dayton Public Schools. make lhe disciosure.
Mail to:
c |schoal
2
(U School Representative Tite
Address |Address
City Slate 2p City State Zip
Phone# Faxd# Phone# Faxg#
SE Continuity of Medicai Care | |Legal Reasons
ﬁ § |__JAt request of the Individual | |Spacial Education
& Z| Jschoot Related Other:
| hearby authorize Dayton Public Schools {DPS) to release andfor receive medical information, to/from the|
above party. This authorization may include release of information concerning treatment of drug or alcohol
abuse, drug related conditions, Human Immunodeficiency Virus (HIV) test results, diagnosis or AIDS related
conditions, alcoholism, and/or psychiatric/psychological conditions.
| understand that this authonzation shall remain in effect for the school year 20 -20 , unless an
earlier expiration date is specified in this space { ). | also understand that | may withdraw this
5 authorization at anytime by written nofification to-the above parties involved. However, this written notification
= |cannot effect actions that have taken place based on my prior authorization
3
3 1 understand that if the person or entity that receives the above information is not a healthcare provider or
& |health plan covered by federal privacy regulations, the information described above may be re-disciosed by,
such person or entity and will likely no longer ba protected by the federal privacy regulations.
Signature of Parent or Guardian |Date
Retationship to Student
Signature of School Representative Date
Health Services 2/2004; Rev March 2020
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