AHigher Sodl

DATE: 2020-2021 School Year

TO: All Parents/Guardians

FROM: Tom Argersinger, Head Administrator

RE: Annual Physical Examination Requirements for Grades 9-12

Every Veritas student is required to have a physical evaluation and all completed paperwork returned to the
school BEFORE the student can start the 2020-21 school year.

These students must use the state-mandated physical evaluation forms which are included in this packet and
are also on the Veritas website. Please be diligent when visiting your healthcare provider to ensure that all
forms are completed, including current medication orders, and most recent immunization records.

The following forms must be signed by parent and physician:

1. Physician’s Medication Order Form

2. Universal Child Health Record — Use this form if student is NOT participating in any sports; OR
Pre-Participation Physical Evaluation—Use this form if student will participate in SPORTS during the year

3. Asthma Treatment Plan — If applicable

4. Food Allergy Action Plan — If applicable

The following two forms for ALL students must be read and signed off by parent and student:

5. Sudden Cardiac Death in Young Athletes
6. Sports Related Concussion and Head Injury Fact Sheet and Acknowledgement

The following form must be completed if the student’s exam took place within the last physical year (so you
are unable to schedule another exam) and is more than 90 days old:

7. Health History Update Questionnaire — If applicable

Lastly, this form must be signed by parent, physician, and student:

8. Self-Medication Form — If applicable

As a reminder, all completed forms are due BEFORE the student starts the 2018-19 school year. This includes
current medication orders with parental signature and a copy of the immunization record.

If you choose to make a religious exemption for immunizations, please create a letter to the school stating
that it is due to religious beliefs, including student’s name, reasons why you are making this choice, with
scripture verse(s), parental signature and date.






AHigher Sodl
VERITAS CHRISTIAN ACADEMY

385 Houses Corner Road
Sparta, NJ 07871

STANDING ORDERS

PHYSICIAN’S MEDICATION ORDER FORM

School Year

(Student’s name) may receive the following medications,
with written parental permission only:

( ) Acetaminophen 325 mg tablets. May take 2 tablets every 4 hours as needed for
minor aches, pains, headache or a fever > 101.

( ) Ibuprofen 200 mg tablets. May take 2 tablets every 4-6 tablets every 4-6 hours as
needed for minor aches, pains, headache or a fever > 101.

( ) Tums 500 mg tablets. May chew 2-4 tablets as needed. May repeat in one hour;
may be used for acid indigestion or heartburn.

() Cough drops. One lozenge every 2 hours as needed for cough or sore throat.

( ) Benadryl 25 mg tablets. 1-2 tablets every 4 hours as needed for allergic reaction.

Parent Signature: Date:

Physician Signature: Date:
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UNIVERSAL

ENUUISEY Y.

AIRTILES) AGEUBHIY O} FEMRUILS, (New JRISuy b"tlpl.ﬂl
New Jersey Academy of Family Physicians

CHILD HEALTH RECORD New Jersay Department of Health
COMate [ Femate / /
“Does Child Have Health Insuranca? If Yas, Name of Child’s Health Insurance Carrier
[ClYes [ONo
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number

Parent/Guardian Name

Home Telephone Number

Work Telephone/Celi Phone Number

I give my consent for my child’s Health Care Provider and Child Care Frovider/School Nurse to discuss the information on this form.

Signature/Date This form may be released to WIC.
OYes Ino
OMPLETED BY:HEALTH GARE PROVIDER . v 0.
Results of physical examination normal? Cves [Ono
Abnormalities Noted: Welght (must be taken
within 30 days for WIC)
Height {must be taken
within 30 days for WIC)
Head Circumference
(if <2 Years)
Blood Pressure
(if >3 Years)
(-] Immunization Record Attached
IMMUNIZATIONS [[] Date Next Immunization Due:
MEDICAL CONDITIONS
Chronic Medical Conditions/Related Surgeries ] None Comments
= List medical conditions/ongoing surgicat ] Special Gare Plan
concerns: Attachad
Medicatlons/Treatments L] None Comments
; . [ spscial Care Pian
¢ List medications/treatments: Attached
Limitations to Physical Activity H m:m S Comments
o Llist limitations/special considerations: " Attached
Spedial Equipment Needs Ell g::;a[ Care Plan Comments
¢ List items necessary for daily activities Attached
Allergies/Sensitivities L] None Comments
o Lis allergies: L1 Special Gare Pian
Attached
Special Diet/Vilamin & Mineral Supplements B :;::I { Core Plan L
o Llist dietary specifications: Attached
Behavioral Issues/Mental Health Diagnosis E 's““e —_ Comments
s List behavioralfmental haalth issues/concerns: Apeda' are Flan
ttached
Emergency Plans [ None Comments
= List emergency plan that might be needed and | [ Spedial Gare Plan
the signisymptoms to watch for: Attached
PREVENTIVE HEALTH SCREENINGS
Type Screening Date Porformed Record Value Type Screening Date Performed Note If Abnormal
Hgb/Hct Hearing
Lead: [ Capillary [ Venous Vision
TB (mm of Induration) Dental
Other: Developmental
Other: Scoliosis

O

I have examined the above student and reviewed his/her health history. If is
participate fully In all child care/school actlvities,

my opinlon that he/she is medically cleared to
Including physical education and competitive contact sports, unless noted above.

Name of Health Care Provider (Print)

Signature/Date

Health Care Provider Slamp:







HISTORY FORM

PREPARTICIPATION PHYSICAL EVALUATION

(Nota: This form Is to ke filisd out by the patfent and parsnt prior to sesfug the physician, Tiha physician should keep a copy of this form in the charl)

Date of Exam

Data of birth

Sex Age Grade School

Sport(s) ___

Mudicines and Alfergles: Please st af of the prescyiption and aver-the-countar medicines and supplements (herbal and nutritional) that you are curremtly taking

Do you have any allergles?
O Medicines 3 Peliens

O Yes [ No If yes, please dentify spacific allergy below.
0O Food

D Stinglng nsects

Explaln *¥os" answars below. Circle questions you don't know the answers fa,

mmuummus

-Yos

1. Hea 2 dockar ever denled nrmhiclsdwurpaﬂdpaﬂon fn sports for
any reason?

2. Do you have any ongoing medica! condlitions? I 5o, please identily
ge"?vnl]hﬂm I snemis ) Disbeiss D) Infections
B

MED|CAL- GUESTIONS -

26, Doywmuphwhnm,urluwﬁﬂnuhyhmmm dirlng or

2, Hmwumusedanmmurmnas&mummh?

28, Is there anyona In your famify who has asthma?

25, Were you bom withold or ars you missing a ddney, an eye, a testicls

18. Hava you ever had any broken or fractured bones or dielocatad folils?

19, Have you ever fad an Injury that required x-rays, MR, CT scen,
Injestions, thecapy, a brags, # cast, or crutches?

20 Have you ever had a etress fracture?

21, Hmmmbmwmuywmorhmmhwanx-uyfmmk
instabilly or atfantoaxial instabity? Down syndroms or dwariism)

22, Do you regularly u2e a brace, ortotics, or ofher assistive devica?

23. Do you have a bone, muscls, ar joint Injury that bathers you?

24. Do any of your Joints becoma palnful, swollen, feel warm, or kok red?

25. Do you hava any history of juvenile artteritis or connective tissue disssse?

3, Hmyoumnpmmﬁmmthohumn_" v, {moles), your splgen, ar any ather organ?
4. Haveyou sver hadsrgery? .. *- 0. Do you have groln pain or & painfol bisige or hemia in the grob area?
HEART HEALYH GUEST{OS ABOUT VDI Yei:| No-:| |31, Have you had Infeclious moncmudeosls (mone) within the fast morkn?
B. Hava you ever passed out or nearly passed a18 DURING or 32, Do you have any rashes, pressure sores, of other afdn problems?
AETER axpratso? 33. Have you hed & horpea or MRSA ki infection?
6. mmmmmﬂmmmehm 34, Havo you ever had & head infury or concussion?
7. Does your heast ever race or sitp beats {imegubar beats) during exercise? o mmwmﬁﬁmmmm
i ey e N T g Tt ot s, 38, Do you have a history ofsetae dstrder?
O mmprm E1 A heart musmur 37. Do you have headaches wih exerciss?
O High cholesterl I A hemat Infacton 38, Have you ever had nimbness, fingling, or weakness in your ams of
3 Kawasakl dispase - Other: _ legs sfier being hit or faling?
9, Has a doctor ever arderad a inst for your heart? (For exampls, ECB/EKG 39, Heve you ever been unablo to move your amms or legs afler being bt
eshocardlogresn) or felling?
'10. Do you get Hghiheded or feol more short of brealh than expected 40. Have you ever becoma I while exerclsing in the heat?
during anercise? 41. Do you gt frequent muscia crimps when exsrciaing?
11. Have yoa ever had an unexplalned setzure? 42. Do you or semecne i your family hava sickle coll trak or disease?
12 Dnmuammﬂredorahoftofwmmmqmdynmmmu 49, Have you had any prabisis with your eyas or vislon?
g e : - ——{ |4 Have you had sy oo s
HEART HEALTH QUESTIONS ABOUT VOUR FAHILY Yos | No | - Do youwenr glassas or contast brsoa?
1 ""qu lmmuglml au"m""mgrfm’mmmmr 48. Do you wear profective eyewss, such as goggles or a fera shiaki?
drovirdng, imexplained cxancldant.crsuddanhlnmmumyndms}? 47, Do you wony ahout your weight?
14. Does anyone In your family have hypertrophic cardiomyopathy, 48, Ara you trylng to or hags anyona recommended that you gain or
mm’mmﬁmngm ormmmnﬁw T:?mm dlet or do you avold cartaln types of foods?
3 o
AR vork vt tadouded Bo.Hwey:uMu:s:pl;?an mmﬁm —
N mmmmmmmmmmm 81, Dnmhaveany_mnmmatmwauldllwhdkuusammamm
16, Hes anyone I your farally hed unexplaingd fainting, unsxplained FEMALES ONLY- - :
soizures, or near drowning? B2, Haveyouwlmdamnnstmdpubd‘l
BONEAND JEINT QUESTIONS . Yos | Mo ‘| | 63, How old wera you when you had your first mensirual period?
17. Huveymmhﬂilnmrybnhnm nmu:le.llnammt.ormdnn ﬁHnwmmthamym_:hadlnﬂnhmzmmhﬂ
that caused you to miss & practice or a game? Explain "yes® nswers here

1 hereby state that, to the best of my knowledge, my answars to the above questions ars complete and comract.

Signetis of aliets

Bignakere of parenl/geardian

Dats

OMGMMAIIWWFJMP&W Amarican Academy of Pediatrics, Amevican Co¥ogsa of Sports Madicing, Amerivan Medicel smtymmmmhm Orthopaadic

Swhqh'Spammm and American Ostaopathic Acadsmy
MstmayDepwmmnIEWcame Pursusnt to P.L.2018, 0.71

of Sporls Meticine. Permission Is granted io raprinl for noncommerchel, edvcational purposes with

B-25010410
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| nurse, or pnysician assISIanT; and ¢j completed Te Stuasni-Atniets Laralac ASSassment Hrolessional Uevelopiment moauile.

@ PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Name Dale of birth

PHYSICIAN REMINDERS
. Gonslder additional questions on mare sensitive issues
* Po you fee) stressed oul or under 3 Iot of pressure?
* Do you ever feel sad, hopeless, depressed, or anxjous?
* Do you feel safe at your home o residence?
® YHava you ever iried clgareties, chewing lobacco, snull, or dip?
* During the past 30 days, did you use chewing lobacco, snufl, er dip?
¢ Da you drink aicohol or use any other drugs?
* Have you ever taken anabolic sterofis or used any other performance supplement?
¢ Have you ever taken any supplements to hielp you galn or lose welght or improve your performance?
* Ds you wear 2 seat bieH, use a helmet, and use condoms?
2. Consider reviewing questions on cardiovascular symplems (queslinns5-1 4.

-

Correcied DY D N
."VABHOHMALFINDMGS DE

Appearance
¢ Marlan stigmala [iyphoscoliests, high-arched palate, pectus excavatum, arachnadactyly,
am span > helght, hypertaxity, myopia, MV, aoriic insufficlency)

Eyes/ears/nosesthroat

» Pupils equal

¢ Hearing

iymph nodes

Heart*

* Munnurs (ausculiation standing, supine, +/- Valsalva)
« Location of point of maximal bnpuise (PM)
Pulses

s Simultaneous femoral and sadial pulses

Lungs

Abdomen

Genllovrinary (malss only)*

Skin

» HSV lesfons supgestive of MRSA, tinea cosporis
Newologic©
"MUSGULOSKEFETAL” 25
Nagh

Back .

Shaulder/arm
Elhow/forearm
Wiist/hand/fingers
HipAthigh

Xnes

Leg/ankie =
Foot/loss
Functional
o Duck-walk, single Jog hop : I

*Consider £CG, echocardiogrom, and refesral lo cardiclogy far shaormal cardiac histery or axam.
YCansider 6U exam if kn privale aeting. Having Giid party gresant is recommended.
*“Constder cognitive avaluation os baseflne neuropsychialric testing ¥ a history of significant conqussion.

O Cleared for al) spors without restriction
O Cleared for al sporis without restriction with recornmendtations for further evaluation of treaiment for o B

O Not deared
O Peniling furiher gvajuation
O Forany spots
D Fer criain spors
Asason S~
Recommendations =

1 have examined the above-named sludeni and completed the preparticipation physical evaluation. The athlele does not present apparent clinica) conlralndizalions lo practice and
pariicipale In the sporl{s) as outlined above. A copy of 1he physical exam Is an record In my offiee and can be made avalable 1o the school at the request of the parents. If condhiions
arlse after the alhiete has been cleared for participation, o physlclan may rescind the ¢lparance untit the prablem Is reselvad and the petential consequences are completely explained
to the athiete {and parente/guardians). .

Name of physician, advanced practice nwsa (APN), physician assistant {PA) {print/iype) Dalg

Address _ Phone

Signatura of physician, APN, PA

©2010 American Avademy of Family Physfclans, American Acsdemy of Pediatrics, Ameslcan Coflage of Sports Medicine, Amarican Medisal Sociely for Sports Medicins, Ameri:ananhapam
SociﬂlylorSpMsMadicfm ang American Osteopathic Acadermy of Sparis Madicine. Permission is granted to reprinl for noncommercial, aducalional purposes with acknowisdgment.

NanBlssy Department of Education 2014; Pursvant to P.L 2013, ¢.71

§-263L0410
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B PREPARTICIPATION PHYSICAL EVALUATION
THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of Exam
Name Date of birth
Sex Age Grade School Sport(s)
[ 1. Type of disabily T
2. Dale of disabiily B

3. Classification {if availabis)
4. Cause of disability {birth, disease, acciden/imuma, other)
5. List the sporis you are Infesested In playing

6. Do you regularly use a brace, a&ﬂshvedevice otpmsmeﬁc?
'7. Do you use any special brace or assistiva devica for eponis?
8. Do you have any rashes, pressurg sores, or Bny other skin problems?
| Duyuuhavnat:_simgloss?wyauuseahmald?
10. Do you have a visual impairmant?
11. Do you use any specfal devices for bowet or bladder henction?
12, Do youhave burming or tiscomort when urinaling?
13. Have you had autonomic dysreftexia?
14. Have you ever been diagnosad with a hest-related (fryperthermia) of cold-relaled fhypathenna) Blness?
15. Do you have muscle spasticity?
6. Do you have fraquent selzures that cannot be contratled by medication?

Explain “yes" answers hers

L]

Piaase indicate if you have ever had any of the following,

2

L
*

Malﬂoaxlal instabllity .

S-ray evaluation for attantoaxial instobifity
Distocated jolnts {mare than ons)

Easy bieeding

Enlarped spleen

Hopatitls

Osteopenia or osteoporosis

Diificulty controlling bowel

Dificulty controlling bladder
Nismbness or tingling In arms or hands
Nwnbness ar tingling in legs or fest
Woakness In arms ar hands

Weakness in Jegs or feet

Recent change in coardination

Recen! change ki abilty to walk

Spina bifida

Latax plergy

Explain "yes" answers here

| hareby state that, to the best of my knowledge, my answers to the abave quosiians are complets and corvect.

Signatre of alhiste Signalure o guardl Oate

©2010 American Academy of Family Physicians, AmemmAcademy wmmmmmwmmmm.mmmmwm far Sporis Medicins, American Orthopaedic
Soclaly for mmﬁ,a wedmn Osteopathic Academy of Sports Meditine. Permission 1s granted to reprint for noncommercial, edut atémmmsmmmmmw

WNow Jersey Depastment of Educalion 2014; Pursuant fo P.L 2613, ¢.71







B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name Sex DM OF Age. ~ Dateolbih
[ Gleared for all sports withaut resiriction
O Cieared for all sparts without resiriction with recommendations for furlher evaluation o treatment for

O Not cleared
3 Pending further evaluation
O For sny sports
03 For certain sporls S _—
Reason

Recommendations

EMERGENCY INFORMATION

Allergies
Other information
HCP OFFiCE STAMP SCHOOL PHYSICIAN:
Reviewed on _
(Date)
Approved Not Approved
Signature:

I have examined the abova-named student and completed the preparticipation physical evaluation. The athlete does not present apparent
clinical contralndications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office
and can be made available to the schoot at the request of the parents. If conditions arise after the athlete has been cleared for participation,
the physictan may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
{and parents/guardians).

Name of physiclan, advanced praciice nursa (APN), physician assistant (PA) . Date
Adidress S Phene .

Signature of physician, APN, PA
Completed Cardiac Assessment Professlonal Development Module

Date __ Signature =

©2010American Academy of Famfly Physiclans, American Academy of Pedialeics, American Coftege of Sporis Madicine, American Madical Soclely for Sports Medicine, American Orihopasdic
Soclely for Sposts Medicine, and Amertcan Osteopalhic Academy of Sporis Medicine. Permission Is grantad fn fepeint for noncommercial, educations! paposes with acknowledgment,
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Asthma Treatment Plan — Student
Parent Instructions

The PACNJ Asthma Treatment Plan is designed fo help everyone understand the steps necessary for the
individual student to achieve the goal of controlled asthma.

1. Parents/Guardians: Before taking this form to your Health Care Provider, complete the top left section with:
¢ Child’s name s Child's doctor’s name & phone humber * Parent/Guardian’s name
= Ghild’s date of birth + An Emergency Contact person’s name & phone number & phone number

2. Your Health Care Provider wil complete the following areas:
= The effective date of this plan
» The medicine information for the Healthy, Caution and Emergency sections
« Your Health Care Provider will check the box next to the medication and check how much and how often to take it
« Your Health Gare Provider may check “OTHER" and:
& Write in asthma medications not listed on the form
< Write in additional medications that will control your asthma
% Write in generic medications in place of the name brand on the form
» Together you and your Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parenis/Guardians & Health Cave Providers together will discuss and then complete the following areas:
» Child’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form

» Child's asthma triggers on the right side of the form

+ Permission to Self-administer Medication section at the bottom of the form: Discuss your child’s ability to self-administer the

inhaled medications, check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
* Make copies of the Asthma Treatment Plan and glve the signed original to your child’s school nurse or child care provider
» Keep a copy easily available at home to help manage your child’s asthma
* Glve copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after schoot program staff, coaches, scout leaders

PARENT AUTHORIZATION

I hereby give permission for my child to recelve medication at scheo) as prescribed in the Asthma Treatment Plan, Medication must be provided
in its original prescription container properly labeled by a pharmacist or physiclan. 1 also give permission for the release and exchange of
information between the schaol nurse and my child's health care provider concerning my child’s health and medicatlons. In addition, |
understand that this information will be shared with school staff on a need to know basis.

Parent/Guardian Signature ) Phone i)ate
FILL OUT THE SECTIDN BELOW ONLY IF YOUR HEALTH CARE PROVIDER GHECKED PERMISSION FOR YOUR CHILD TO

SELF-ADMINISTER ASTHMA MEDICATION ON THE FRONT OF THIS FORM.
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR ONLY AND MUST BE RENEWED ANNUALLY

[ I do request that my child be ALLOWERD to carry the following medication for self-administration
in school pursuantto N.J.A.C:.6A:16-2.3, | give permission far my child to self-administer medicatlon, as prescribed in this Asthma Treatment

Plan for the current school year as | consider him/her to be responsible and capable of transporting, storing and seli-administration of the
medication. Medication must be kept in its original prescription contalner. | understand that the school district, agents and ts employees
shall incur no liability as a result of any condition or injury arising from the seli-administration by the student of the medication prescribed
on this form. | indemnify and hold harmless the School District, its agents and employees against any claims arising out of self-adminisiration
or lack of administration of this medication by the student.

[11 DO NOT request that my child seif-administer his/her asthma medication.

Parent/Guardian Signature Phone Date
The Pediatric/Adult muﬂﬁ’gﬁnh ki G -;apu;summu:wmn Tt B e e byl s o Sponsored by
Asthma Coalition h"ﬁmﬂ uﬁmwgfm m:nhmdnhmam w oo by %%@;DWW “'“% AMERICAN
of New Jersey AT A e e e e B e B g e bk e L o LUNG
W"-‘m:‘m mgg'm" mw:-maﬁmammwnnmmmnmmu sty hiszy lwumwmm el lml(l’\TIQN-
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The Pediatric/Adult by
Asthma Treatment Plan — Student  Cramei® o oo
{This asthma action pian meets N.f Law N.LS.A 184:40-12.8) (Physiciaw’s Orders} M‘:”;;; ,4:-::-3 r ASSOCIATION.
{Please Print) o
Name - Date ot Birth Effective Date
Doclor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone T

HEALTHY (Green Zone) IIII» 5

You have ali of these:
« Breathing is good
s ® No cough or whesze
<% » Slasp through
the night
= Can work, exsrciss,
and play

MEDICINE HOW MUCH to take and HOW OFTEN to take it
O Advair® HFA 45,3115, 0230 __ 2 pufis twice a day
O Aerospan™ 31,0 2 puffs twice a day

3 Alvesco® [ 80, (0 160
{3 Dulera® [J 100, [0 200
O Flovent®[J 44, (1 110, [J 220 .
O AQvar® 40,080

711,03 2 pufts twice a day
2 puffs twice a day
2 puffs twice a day
711,32 puffs twice a day
[ Symbicori® 3 80, [1160 11,02 putts twice a day
J Advair Diskus® [ 100, 1 250, (0500 1 inhalation fwice a day
O Asmanex® Twisthaler® J 110, 0 220_________ [11,002inhalations [ once or [1twice a day
] Flovent® Diskus® 3 50110000250 _______ 1 mhalatlon twice a day
O Pulmicort FAexhaler® 190, 0180___________ [ 1,02inhalations [ ence or (1 twice a day
{7 Pulmicort Respules® {Budesontde) (7 0.25, 17305, 1.0__1 unit nebulized (7 onca or [ twice a day
O Singulair® {(Montelukast) (1 4, (05, 00 10mg ____1 tablet daily
(3 Other
[ None

And/or Peak flow above

Remember to rinse your mouth after taking inhaled medicine.
puff(s) minutes before exerclse.

If exercise triggers your asthima, take

 Triggers

; Check all tams

that ringer
patient's asthma:

Q CaldsAlu
Dy Exercise
Q Allergens
o Dust Mites,
dust, siuffed
animals, carpet
o Polfen - traes,
grass, weeds
o Mold
o Pgis - animal
dander
o Pests - rodents,
cockroaches
Q Odors {Hrritants)

o Gigaretie smoke
& second hand
smoke

o Perfumes,
cleaning
products,
scentad

oducts
Yg:u:;:"e e °f"‘°s° MEDICINE “ HOW NUCH to take and HOW OFTEN to ake I o Smoke fom
. o burning wood,
« Mild whoaze [ Albuterol MDI (Pro-2ir® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed inside gr outside
«Tight chest [ Xopenex® 2 puffs every 4 hours as needed 0 Weather
» Coughing at night O Albuterol [71.25, (1 2.5 mg 1 unit nebulized every 4 hours as needed | o gygden
« Other: [ Ducneb® 1 unit nebulized every 4 hours as needed temperature
O Xopenex?® (Levalbutero)) (7 0.31, (10,63, [ 1.25 mg _1 unit nebulized avery 4 hours as needed o ‘é‘:{:‘;‘:ﬂ wealhar
If quick-relief medicine doss not help within [ Combivent Respimat® 1 inhalation 4 {imes a day - hot and cold
15-20 minutes or has been used more than O Increase the dosa of, or add: © Ozone alerl days
2 times and symptoms persist, call your L1 Other i 0 Foods:
doctor or go to the emergency room. » If quick-relief medicine Is needed more than 2 times a o
And/or Peak flow from to week, except before exercise, then call your doctor. o
o
EMERGENCY (Red Zone) I [Take these medicines NOW and CALL 911, |20t
opeigR) Your asthma is Asthma can be a life-threatening iliness. Do not wait!  |°
j gotiing waree last: | MEDICINE HOW MUCH to take and HOW OFTEN to take t | o —
not help within 15-20 minutes | CJ Albuterol MDI (Pro-2ir® or Proventil® or Ventolin®) __4 puffs every 20 minutes
« Breathing is hard or fast [ Xopenex® 4 puffs every 20 minutes This asttima freaiment
+ Nose opans wide » Ribs show | {J Albuterot [31.25,(12.5 mg 1 unit nebulized every 20 minutes | plan Is meant {o assist,
« Trouble walking and talking | (J Ducneb® 1 unit nebulized every 20 minutes | not repface, the clinical
» Lips blue * Fingernalls blue | (] Xopenex® {Levatbuteral) (1 0.31, (3 0.63, (11.25 mg ___1 unit nebulized every 20 minutes | decision-maldng
Peak flow. * Other: _ | Combivent Respimat® 1 inhalation 4 times a day vetulred to meat
below £ Other individual patient needs,
mnhmnuuﬁmm \
iR, mn.g"_ﬁ%‘:ﬁm Peymission to Self-administer Medicafion: | PHYSICIAN/APN/PA SIGNATURE DATE
S Eeisisdastia | 1 This studant is capabis and has been instrctad Physiclan’s Orders
:hn.. .':‘.';.‘;‘ﬁ""‘::'-k::“‘m K i in the proper method of self-administering of the
et sose | AOR-TEDUIZE Inha!ac‘i] madications named above | PARENT/GUARDIAN SIGNATURE
‘ Srsbusioeatesn; | i acoordance with NJ Law.
;'-‘-.'E“'j:“{a,.w‘?."“ m:'g (] This student is not approved o seii-medicate. | PHYSICIAN STAMP
obians z

REVISER AUGUST 2014
Farmission 30 regroduee blank fores -

Make a copy for patent and for physician file, send original to scheot nurse or child care provider.






Food Allergy Action Plan 4 —

Student’s . .
Name: D.OB: Teacher:; . Pl'ac.:e
Child’s
ALLERGY TO: Picture
Here

Asthmatic Yes*® D NOD *Higher risk for severe reaction

) ¢ STEP 1: TREATMENT ¢ ' —
Symptoms: Give Checked Medication**; |,
. *#(To be determined by physician authorizing
“treatment)
" Ifafood allergen has been ingested, but no symproms: a Epénephrine 03 Antihistamine
= Mouth Itching, tingling, or swelling of lips, fongue, mouth 0 Epinephrine L] Antihistamine
= Skin Hives, itchy rash, swelling of the face or cxtremities [1 Epinephrine [ Antihistamine
®= Gut . Nauses, abdominal cramps, vomiting, diarthea O] Epinephrine [J Antihistamine
= Throatt Tightening of throat, hoarseness, hacking cough O Epinephrine [ Antihistamine
= Lungt Shortness of breath, repetitive coughing, wheezing - [1 Epinephrine [J Antihistamine
= Heartf = Weak or thready pulse, low blood pressure, fainting, pale, blneness O Epineplirine [ Antihistamine
w  Otherf [ Epinephrine [ Antihistamine
= Ifreaction is progressing (several of the above areas affected), give: L1 Epinephrine [ Antihistamine

tPatentially life-threatening. The severity of symptoms can quickly change.

DOSAGE : i .
Epinephrine: inject intramuscularly (circle one) EpiPen® EpiPen® Jr. Twinject® 0.3 mg Twinject® 0.15 mg

(see reverse side for instructions)

Antihistampine: give
medicationfdase/route

Other: give :
medication/dose/route-

IMPORTANT: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis.
@ STEP 2: EMERGENCY CALLS ¢

1. Call 911 (or Rescue Squad: ). State that an allergic reaction has been treated, and additional epinephrine may be needed.

2.Dr. Phone Number:
3. Parent _ Phone Number(s)
4. Emergency contacts:
Name/Relationship Phone Number(s)
a, 1) 2)
b, . D | 2)

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY!

Date

Parent/Guardian’s Signatore

Date

Doctor’s Signature
{(Required)
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State of New Jersey
DEPARTMENT OF EDUCATION

Sudden Cardiac Death Pamphlet
Sign-Off Sheet

Name of School District:

Name of Local School: .

I/'We acknowledge that we received and reviewed the Sudden Cardiac Death in Young Athletes pamphlet.

Student Signature: _ —

Parent or Guardian
Signature:

Date:

New Jersey Department of Education 2014: pursuant to the Scholastic Student-Athlete Safety Act; PL, 2013, ¢.71

E14.00385



as Dankt

LR

“} s

e

4

-

l.-- _—



Sports-Related Concussion and Head Injury Fact Sheet and
Parent/Guardian Acknowledgement Form

A concussion is a brain injury that can be caused by a blow to the head or body that disrupts normal
functioning of the brain. Concussions are a type of Traumatic Brain injury (TBI), which can range from mild
to severe and can disrupt the way the brain normally functions. Concussions can cause significant and
sustained neuropsychological impairment affecting problem solving, planning, memory, attention,
concentration, and behavior.

The Centers for Disease Control and Prevention estimates that 300,000 cencussions are sustained during sports
related activities nationwide, and more than 62,000 concussions are sustained each year in high school contact
sports. Second-impaci syndrome occurs when a person sustains a second concussion while stil] experiencing
symptoms of a previous concussion. 1t can lead to severe impairmeni and even death of the victim.

Legislation (P.L. 2010, Chapter 94) signed on December 7, 2010, mandated measures to be taken in order to
ensure the safety of K-12 student-athletes involved in interscholastic sporis in New Jersey. It is imperative that
athletes, coaches, and parent/guardians sre educated about the nature and treatment of sports related
concussions and other head injuries. The legislation states that:

e All Coaches, Athletic Trainers, School Nurses, and School/Team Physicians shall complete an
Interscholastic Head Injury Safety Training Program by the 2011-2012 school year.

e All school districts, charter, and non-public schools that participate in interscholastic sports will distribute
annually this educational fact to all student athletes and obtain a signed acknowledgement from each
parent/guardian and student-athlete.

» Each school district, charter, and non-public school shall develop a written policy describing the
prevention and treatment of sports-related concussion and other head injuries sustained by interscholastic
student-athletes.

s  Any student-athlete who participates in an interscholastic sports program and is suspected of sustaining a
concussion will be immediately removed from competition or practice. The student-athlete will not be
allowed 1o return to competition or practice until he/she has written clearance from a physician trained in
concussion treatment and has completed his/her district’s graduated return-to-play protocol.

Quick Facts

¢  Most concussions do not involve loss of consciousness

* You can sustain a concussion even if you do not hit your head

¢ A blow elsewhere on the body can transmit an “impulsive” force to the brain and cause a concussion

Signs of Concussions (Observed by Coach, Athletic Trainer, Parent/Guardian)

e Appears dazed or stunned

» Forgets plays or demonstrates short term memory difficulties (e.g. unsure of game, opponent)
o Exhibits difficulties with balance, coordination, concentration, and attention

e  Answers questions slowly or inaccurately

» Demonstrates behavior or personality changes

» Is unable to recall events prior to or after the hit or fall

Symptoms of Cencussion (Reported by Sindent-Athlete) :
e Headache ; e Sensitivity to light/sound

e Nausea/vomiting o Feeling of sluggishness or fogginess
* Balance problems or dizziness e Difficulty with concentration, short term

» Double vision or changes in vision memory, and/or confusion



PR RS
- N : ....
- i
I- B
" S
. i
4d p-
I
i ]
u ‘IkL“
o



What Should a Student-Athlete do if they think they have a concussion?

* Don’t hide it. Tell your Athletic Trainer, Coach, School Nurse, or Parent/Guardian.

* Report it. Don’t return to competition or practice with symptoms of a concussion or head injury. The
sooner you report it, the sooner you may return-to-play.

* Take time fo recover. }f you have a concussion your brain needs time to heal. While your brain is
healing you are much more likely to sustain a second concussion. Repeat concussions can cause
permanent brain injury.

What can happen il a student-athlete continues to play with a concussion or returns to play to soon?

+ Continuing to play with the signs and symptoms of a concussion leaves the student-athlete vulnerable 1o
second impact syndrome.

» Second impact syndrome is when a student-athlete sustains a second concussion while still having
symptoms from a previous concussion or head injury.

*  Second impact syndrome can Jead to severe impairment and even death in extreme cases.

Should there be any temporary academic accommodations made for Student-Athletes who have suffered

a concussion?

* To recover cognitive rest is just as important as physical rest. Reading, texting, testing-even watching
movies can slow down a student-athletes recovery.

¢  Stay home from school with minimal mental and social stimulation until all symptoms have resolved.

¢ Students may need to take rest breaks, spend fewer hours at school, be given exira time to complete
assignments, as well as being offered other instructional strategies and classroom accommodations.

Student-Athletes who have sustained a concussion should complete a graduated return-to-play before

they may resume competition or praetice, according to the following protocol:

¢ Step 1: Completion of a full day of normal cognitive activities (school day, studying for tests, watching
practice, interacting with peers) without reemergence of any signs or symptoms. 1f no return of symptoms,
next day advance,

* Step 2: Light Aerobic exercise, which includes walking, swimming, and stationary cycling, keeping the
intensity below 70% maximum hearl rate. No resistance training. The objective of this step is increased
heart rate. . |

*  Step 3: Sport-specific exercise including skating, and/or running: no head impact activities. The objective
of'this step is to add movement.

*  Step 4: Non contact training drills (e.g. passing drills). Student-athlete may initiate resistance training,

» Step 5: Following medieal clearance (consultation between school health care personnel and student-
athlete’s physician), participation in normal training activities. The objective of this step is to restore
confidence and assess functional skills by coaching and medical staff.

*  Step 6: Retum to play involving normal exertion or game activity.

For further information on Sports-Related Concussions and other Head Injuries, please visit;

www.cdc.gov/concussion/sports/index.html www.nfhs.com
www.ncaa.org/health-safety www.bianj.org www.atsnj.org
Signature of Student-Athlete Print Student-Athlete’s Name Date

Signature of Parent/Guardian Print Parent/Guardian’s Name Date
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