Washington Township High School
SCHOLASTIC STUDENT-ATHLETE SAFE TY ACT
INFORMATION FACT SHEET
FOR PARENTS/GUARDIANS

1. The PPE may ONLY be completed by a licensed physician, advanced practice nurse {APN) or physician
assistant (PA) that has completed the Student-Athlete Cardiac Assessment Professional Development
module. It is recommended that you verify that your medical provider has completed this module before

scheduling an appointment for a PPE.

2. The required PPE must be conducted within 365 days prior to the first official practice in an athletic
season. The PPE form is available in English and Spanish

httg:waw,state,ﬁi.usfeducation/students(sa_fetv/heaIth/records/athletfcphzsicaisform.pﬁ.

3. The parent/guardian must complete the History form (page one) and insert the date of the required
physical examination at the top of the page.

4. The parent/guardian must complete The Athlete with Special Needs: Supplemental History Form (page
two), if applicable, for a student with a disability that limits major life activities and, insert the date of the
required physical examination on the top of the page.

5. The licensed physician, APN or PA who performs the physical examination must complete the remaining
two pages of the PPE and insert the date of examination on the Physical Examination Form (page three)

and Clearance Form (page four).

6. The licensed physician, APN or PA must also sign the certification statement on the PPE form attesting to
the completion of the professional development module. Fach board of education and charter school or
non-public school governing authority must retain the original signed certification on the PPE formto
attest to the qualification of the licensed physician, APR or PA to perform the PPE,

7. The school district must provide written notification to the parent/guardian, signed by the school
physician, indicating approval of the student’s participation in a school -sponsored interscholastic or
intramural athletic team or squad based on review of the medical report, or must provide the reason(s)
for the disapproval of the student’s participation.

8. For student-athletes that had a medical examination completed more than 90 days prior to the first
official practice in an athletic season, the Health History Questionnaire (HHQ) form must be completed
and signed by the student’s parent/guardian. The HHQ must be reviewed by the school nurse and, if
applicable, the school’s athletic trainer. The HHQ is available at
mp:f/www,state,ni.usr’education/students/safety/health/records!HeaIthHistorvUpdate.pdf.

For more information, please review the Frequently Asked Questions which are available at
http://www.state‘ni.us/education!studentsz's_aiet_vi!}eaith/services/athIeticffaq.ndf. You may also direct questions

to: .
Mrs. Theresa Cotton, School Nurse (grades 9/10), 856-589-8500 x7631

Mrs. Kathleen Luckiewicz, School Nurse (grades 11/12), 856-589-8500 x 7044
Mr. Kevin Murphy, Assistant Principal/Director of Athletics, 856-589-8500 x7219



' Washington Township High School
Department of Athletics

Student Athlete Physical and Registration Information

According to New Jersey State Code (N.J.A.C. 6A:16), students must have their sports physicals performed at their “medical
home” (family physician). If you do not have a “medical home”, contact the Athletic Office to make alternative arrangements.

Please note the following information about Sports Physicals: DO NOT GIVE PHYSICAL TO YOUR SPORT
COACH
* Allphysicals must be completed using the forms provided by the school.
e No other forms will be accepted. These forms may be downloaded from the District website at www.wips.org (go to
High School/ Athletics page) or picked up from the athletic office.
¢ Sports physicals must have been completed within 365 days of the first day of tryouts for any given sport.
All physicals must be reviewed by a WTHS School Nurse and reviewed and approved by the WTHS School
District Physician, per regulation. Therefore, they must be submitted by the deadline. Failure to submit on
time will result in being declared medically IN-eligible to practice/participate.

1. Ifyou answer YES to question 2 on the History Form, then your physician must complete the Asthma Action Plan.
(download from WTHS web page/pick up in Athletic office)

2. Special Needs Supplement only needs to be completed if your child has a special need.

3. All forms must be completed in full or they will be returned as incomplete.

NOTE: Student’s physician must sign, date and stamp the Clearance Form

All Forms and Registrations must be submitted by the following dates per sport season:

Fall  July 1
Winter October 15t
Spring February 15t

No Athlete will be allowed to participate/tryout until ALL of the above steps are completed by the
deadlines mentioned above and ALL of their paperwork has been processed through the Athletic Office.

We are now offering the convenience of online registration through

FamilylD

REGISTRATION PROCESS:

Parents/Guardians should register by using this link:
https://Iwww.familyid.com/washington-township-high-school

Follow these steps:
1. Tofind your program, click on the link provided by the Organization above and select the registration form under the

word Programs.

2. Next click on the green Register Now button and scroll, if necessary, to the Create Account/Log In green buttons. If
this is your first time using FamilyID, click Create Account. Click Log In, if you already have a FamilyID account,

3. Create your secure FamilylD account by entering the account owner First and Last names (parent/guardian), E-mail
address and password. Select / Agree to the FamilylD Terms of Service. Click Create Account.

4. You will receive an email with a link to activate your new account. (If you don’t see the email, check your E-mail filters
(spam, junk, etc.).

5. Click on the link in your activation E-mail, which will log you in to FamilylD.com

6. Once in the registration form, complete the information requested. All fields with a red* are required to have an
answer.

7. Click the Save & Continue button when your form is complete.

8. Review your registration summary.

9. Click the green Submit button. After selecting ‘Submit’, the registration will be complete. You will receive a completion
email from FamilyID confirming your registration. ,

At any time, you may log in at www.familyid.com to update your information and to check your registration(s).

To view a completed registration, select the 'Registration’ tab on the blue bar.

SUPPORT: If you need assistance with registration, contact FamilylD at: support@familyid.com or 781-205-2800. Support is
available 7 days per week and messages will be returned promptly.

Thank you for your cooperation. If you have any questions, please contact the Athletic Department, 856-589-8500
Ext. 7219.

Revised, July 2020



B FPREPARTICIPATION PHYSICAL EVALUATION

Date of Exam

HISTORY FORM

(Note: This form is to be filled out by the patient and parent prior to seeing the pliysician, The physician should keep a copy of this form in the chart.)

Slgnature of uthly ”M

©2010 American Academy of Family Physicians, American Academ iy of Pediatrics,

New Jersey Departrnent of Education 2014; Pursuant to P.L.20 13, ¢.71

American College of Sports Medicine, American

Society for Sports Medicing, and Amarican Osteapathic Academy of Sports Medicine. Permission is granted to reprint for noncomm

HEDS0J

Name Date of birth

Sex Age Grade School Sport(s)

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutrltional) that you are currently taking
[

Do you have any allergies? 0O Yes I No Ifyes, please Identify specific allergy below,

O Medicines O Pollens O Food 7 Stinging Insects

Explaln “Yes" answers below. Circle questions you don't know the answers to.

GENERAL QUESTIONS Yos | No MEDICAL QUESTIONS Yes | No
1. Has a doctor ever denied or restricted your participation In sports for 26. Do you cough, wheeze, or hav diffculty breatning during or
any reason? after exercise?
2. Do you have any ongoing medical conditions? f so, please idantify 27, Have you ever used an inhaler or taken asthma medicine?
below: [J Asthma [ Anemia [J Dlabstes [ Infections 28. Is there anyana in your family who has asthma?
Other: 29. Were yout born without or are you missing a kldney, an eye, a testidle
3. Have you ever spent the night in the hospital? (males), your splaen, or any other organ?
4. Have you ever had surgery? 30. Do you have groin paln or a painful biulge or hernia in the groin area?
HEART REALTH QUESTIONS ABOUT YOU Yes | Ko 31. Have you had Infectious mononucieosis (mono) within the last month?
5. Have you ever passed out or nearly passed out DURING or 32. Do you have any rashes, pressure sores, or other skin problems?
AFTER exercise? 33. Have you had a herpes or MRSA skin infection?
6. Hr?vet)am:!ever hatc!'diicomfon, pain, tighiness, or pressure In your 34. Have you ever had a head injury or concussion?
est duting exerclse?
£ L - - - 35. Have you ever had a hit or blow to the head that caused confuslon,
7. Does your heart ever race or skip beats (iregular beats) during exercise? pralonged headache, or memory problams?
8. Has a doctor ever toid you that you have any heart problems? If o, 36. Do you have a history of selzure disorder?
check all that apply: - -
[1 High blood pressure O Aheart murmur 37. Do you have headaches with exercise?
O High cholesterol 0 Aheart Infection 38. Have you ever had numbness, tingling, or weakness in your arms or
O Kawasaki disease Other: tegs after being hit or falllng?
9. Has @ doctor ever ordered a test for your heart? (For example, ECG/EKG, 39. Have you ever been unable to move your arms or legs after being hit
echocardiogram) or falling?

10. Do you get lightheaded or feel more short of breath than expacted 40. Have you ever become iflwhile exercising in the heat?
during exercise? 41. Do yau get frequent muscle cramps when oxercising?

11. Have you ever had an unexplained seizure? 42. Do you or someone i your family have slckle cell trait or disease?

12. Do you get more tired or short of breath more quickly than your friends 43. Have you had any problems with your eyes or vision?
during exerclse? 44. Have you had any eye njuries?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY - Yes | Mo 45, Do you wear glasses or contact lenses?

13. Has any family member or relative died of heart problems or had an >
unexpected or unexplained sudden death before age 50 (including 46. Do you wear proteciive syewear, such as gogalas or a tace shield?
drowning, unexplained car accident, or sudden infant death syndrome)? 47. Do yau worry about your welght?

14. Daes anyane in your family have hypertraphic cardlomyopathy, Marfan 48. Are you trying to or has anyone recommended that you gain or
syndrome, arrhythmogenle right ventricular cardiomyopathy, long QT ) lose weight?
syrumrnei;lslmn G:T-sryndm;na. EJ‘L}iQ;ldﬂ syndrame, or catacholaminergic 49. Are you on a special dist or do you avoid certain types of foods?

= go ymprpnic \;entr cufar t?c :’ card;:] fre 7 50. Have you ever had an ealing disorder?

; a a m, pacemaker, or - - - -
ir::;ntr;ydoggfigr}ill?::‘t:);ml Viave aearliprobiemap 51. Do yau have any concerns that you would like to discuss with a doctor?

16. Has anyone in your family had unexplained fainting, unexplained FEMALES ONLY
selzures, or near drowning? 52. Have you ever had a menstrual period?

BONE AND JOINT QUESTIONS Yes | No 53. How old were you when you had your first menstryal periog?

17. Have you ever had an Injury to a bone, muscle, ligament, or tendon 54. How many periods have you had In the fast 12 months?
that caused you to miss a practice or a game? Explain “yes” answers here

18. Have you ever had any broken or fractured bones or dislocated Joints?

19. Have you ever had an injury that required x-rays, MAl, CT scan,
Infections, therapy, a brace, a cast, or crutches?
20. Have you ever had a stress fracture?
21, Have you ever been told that you have or have you had an x-ray for neck
Instability or atiantoaxial Instability? (Down syndrome or dwarfism)
22. Do yau regularly use a brace, orthotics, or other asslstive device?
23. Do you have a bone, muscle, or oint injury that bothers you?
24. Do any of your joints become painful, swuollan, feel warm, or look red?
25. Do you have any history of Juvenlle arthritis or connective tissug disease?
I hereby state that, to the best of my knowledge, my answers to the ahove questions are complete and correct,
Slgnaturs of pas M_ Daty

Medical Society for Sports Medicine, American Orthopaedic
rcial, educational purposes with acknowledgimeni.

9-2681/0410



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. Typa of disabllity
2. Date of disabllity
3. Classification (if available)
4. Causs of disablllty (birth, disease, accident/trauma, other)
5. List the sports you are Interested in playing
Yes No

6. Do you regularly use a brace, assistive device, or prosthetic?
7. Do you use any special brace or assistive device for sports?
8. Do yau have any rashes, pressuro sores, or any other skin problems?
9. Do you have a hearing loss? Do you use a hearing aid?
10. Do you have a visual Impalrment?
11. Do you use any speclal devices for bowel or bladder function?
12, Do you have buming or discomfort when urinaiing?

13. Have you had autonomic dysreflexia?
14. Have you ever been diagnosed with a heat-related (hyperihermia) or cold-related {hypothermia) illness?

15. Do you have muscle spasticity?
16. Do yau have frequent ssizures that cannot be controlled by medication?

Explaln “yes” answers here

Please indicate If you have ever had any of the following.

Yes No

Atlantoaxial Instabilily
X-ray evaluatlon for atlantoaxial Instablllty
Dislocated joints {more than one)

Easy bleeding

Enlarged spleen
Hepatitis

Osteopenia or osteoperosis

Ditficulty controlling bowel
Difficulty controlling bladder

Nurmbnass or tingling In arms or hands

Numbness or tingling In legs or feet
Weakness in arms or hands

Weakness In legs or feet

Recent change In coordination
Recent change In abllity to walk

Sping bifida

Latex allergy

Explain "yes” answers here

1 hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.
Date

Signature of athtely N Signature of pamm/guamlanx
n Moiical Sociaty for Sports Madicine, American Grihopaedic

D2010 Amenican Academy of Family Physiclns, American Academ y of Pediatrics, American College of Sports Medicine, Amerfca
Saclety for Sports Medicing, snd American Osteopathlc Academy of Sports Medicine. Permission is granted to reprint for noncommertial, edycational Purpases with acknowledgment.

New Jerssy Department of Education 2014; Pursuant to P.L.2013, ¢.71



NOTE: The preparticiaption physical examination myst be conducted by & health ¢are provider who 1) is a llcensed physiclan, advanced prectician
nurse, or physician assistant; and 2) completed the Student-Athlete Cardiac Assessment Professional Development Module.

B PREPARTICIPATION PHYSICAL EVALUATION
PHYSICAL EXAMINATION FORM

Date of birth

Name i
PHYSICIAN REMINDERS

1. Gonslder additional questions on more sensitive issues

* Do you foel sftressed oul or undera lot ol'dpmssure? il
* Do you ever feel sad, hopeless, depressed, or anxlous? 3 [ ? . . o
* Do :nu foel safo at your home or resldence? D ate Of P hys'lcal EJ@] 1nat10n°
* Have you ever fried clgarettes, chewing tobacco, snuff, or dip?
* During the pasi 30 days, did you use ehewing 1obaceo, snufl, or dip?
* Da you drink alcohol or use any other drugs?
* Have you ever laken anaholic steroids or used any other performance supplement?
* Have you ever taken any supplements to help you gain or lose weight or improve your performance?
* Do you wear a seat belt, use a helmot, and use condoms?

2, Conslder reviewing questions on cardiovascular symploms (questions 5-14).

EXAMINATION
Height Weight 0O Male [ Female

BP / { / ) Pulse Vision R20/

MEDICAL

Appearance
* Marfan sligmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly,

arm span > height, hyperlaxity, myopia, MVP, aortic insufficiancy)
Eyes/ears/nose/throat
* Pupils equal
* Hearing
Lymph nodes

Heart*
* Murmurs (auscultation standing, suplne, +/- Vaisalva)

* Locatfon of point of maximal impulse (P

Pulses
= Simultaneous femoral and radial puises

Lungs
Abdomen
Genitaurtnary (males only)"

Skin
» HSY, lesions siggestive of MASA, tinea corporis

Neurologic®
MUSCULOSKELETAL
Neck

Back
Shoulder/arm
Elbow/forearm
Wrist/hand/ingers
Hip/thigh

Knee

Leg/ankle
Foot/toes

Functional
* Duck-walk, single leg hap

*Cansider ECG, echocargiogran, and reforral to cardiology for abinermal cardias hlstory or exam.

*Conisider GU exam if in privata setting, Having hird party present is recommendsd.
*Consider eognit) Iuaion or baseling hiatrie testing it a history ot significant concussion.

L 20/ Corecled O Y O N
NORMAL ABNOAMAL FINDINGS

O Cleared for all sports without restriction
O Cleared for alt sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further gvaluation
O For any sports
OO For certaln sporis
Reason

Recommendations

I have examined the above-named student and completed the preparicipation physical evaluation. The athlete does not Present apparent clinical contraindications to practice and
participate in the sport(s) as outlined above. A copy of the physlcal exam Is on record fn my olfice and can be made available 1o the schoal at the request of the parents. If conditions
arise affer the athlete has been cleared for participation, a physlcian may rescind the clearance until the problem is resolved and the potentlal consequences are completely explained

1o the athiete (and parents/guardians).

Name of physician, advanced practice nurse (APN), physician assistant (PA) (print/lypea) Date

Phone

Address
Signature of physiclan, APN, PA 38

©2010 American Academy af Family Physicians, American Academ y of Pediatrlcs, American College of Sparts Medicine, American Medical Society for Sports Medicine, American Orthopaedic
Society for Sports Medicine, and American Osteopathic Acadermy af Sports Medicine. Pectnission is granted to reprint for nencommercial, educational purposes with acknowledgment.

HE0503
New Jersey Department of Education 2014; Pursuant to P.L.2013, ¢.71

9-2681/0410



PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM Date of Examination:

Sex OM OF Age Date of birth

Name
O Cieared for all sports without restriction
O Cleared for all sports without restriction with recommendations for further evaluation or treatment for

O Not cleared
O Pending further evaluation

O For any sports

L1 For certain sporis

Reason

Recommendations

EMERGENCY INFORMATION

Allergies

Other information

HCP OFFICE STAMP SCHOOL PHYSICIAN:
Reviewed on
(Date)
Approved Not Approved
Signature;

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

(and parents/guardians).
Date

Name of physician, advanced practice nurse (APN), physician assistant {PA)
Phone

Address

Signature of physician, APN, PA

Completed Cardiac Assessment Professional Development Madule

Date Slgnatur

e of Sporls Medicine, American Medical Saciety for Sports Medicine, American Orthopaedic

©2010 American Academy of Family Physicians, American Academ )y of Pediatrics, American Colleg
grantad to reprin! for noncommercial, educational purposes with acknowledgment.

Saciely for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is
New Jersey Department of Edycation 2014; Pursuant to P.L.2013, c. 71



Washington Township High School

i & E ' Department of Atlletics

329 Horlfvile-Cross Keys Road » Sewell. N ORORO = (§56) S89-8500 ext. 721y « Fax {856 256-8024

Kevin . Mumphy, Dircetor of Athletics

Grade

Student Name

Sport

Dear Parent/Guardian:

This letter serves as written notification that your son/daughter can/cannot
participate in athletics at Washington Township High School for the current
year pursuant to N.J.A.C 6A:16-2.2. Please be advised that this letter
reflects the recommendation of the examining physician who completed
and signed the Athletic Pre-Participation Examination submitted to the
school on behaif of your son/daughter.

[f your child is deemed unable to participate based on an incomplete form,
please ensure that the original examining physician completes the form and
returns it to the school to be reviewed for eligibility.

Thank you for your cooperation.

Examining Physician’s School Physician/Provider’s
Stamp and Initials

Stamp and Initials
Date Approved:

Date Approved:

School RN Initials__ Date Reviewed




New Jersey Department of Education
Health History Update Questionnaire

Name of School:

To participate on a school-sponsored interscholastic or intramural athletic team or squad, each student whose physical
examination was completed more than 90 days prior to the first day of official practice shall provide a health history update
questionnaire completed and signed by the student’s parent or guardian.

Student: Age: Grade:

Date of Last Physical Examination: Sport:

Since the last pre-participation physical examination, has your son/daughter:

1. Been medically advised not to participate in a sport? Yes[] NoD

If yes, describe in detail:|

2. Sustained a concussion, been unconscious or lost memory from a blow to the head? Yes| |No
ry

If yes, explain in detail;

3. Broken a bone or sprained/strained/dislocated any muscle or joints? Yes DNO D

If yes, describe in detail.

4. Fainted or “blacked out?” Yes DNOE
If yes, was this during or immediately after exercise?|

5. Experienced chest pains, shortness of breath or “racing heart?” YesD No[]

If yes, explain

6. Has there been a recent history of fatigue and unusual tiredness? YesD NOD
7. Been hospitalized or had to go to the emergency room? YesDNoD

If yes, explain in detail |

8. Since the last physical examination, has there been a sudden death in the family or has any member of the family under age
50 had a heart attack or “heart trouble?” YesD NOD
9. Started or stopped taking any over-the-counter or prescribed medications? YesD NoD
10. Been diagnosed with Coronavirus (COVID-19)? Yes| |Noj ]
If diagnosed with Coronavirus (COVID-19), was your son/daughter symptomatic? Yes[_] NOD

If diagnosed with Coronavirus (COVID-19), was your son/daughter hospitalized? YesD NoD
11. Has any member of the student-athlete’s household been diagnosed with Coronavirus (COVID-19)? YesD NoD

Date: Signature of parent/guardian:

Please Return Completed Form to the School Nurse’s Office ]




Asthma Treatment Plan — Student

(This asthma action plan meets NJ Law N.J.S.A. 18A:40-12.8) (Physician’s Orders)

{Plaase Print)

by
e .
PAGINL 4 gz, [

Pedivtie/Adult Asthmu Coulition

e R

Date of Birth

Name Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone

HEALTHY (Green Zone) |HE

And/or Peak flow above

.

You have all of these:

= Breathing is good
» No cough or wheeze

# « Sleep through

the night
= Can work, exercise,
and play

B

Take dallycontrol medicme{s) :

nore effectlue with'a fspacey - use lf'dlrectedl

‘| Triggers

.| Check all items

— that trigner

MEDICINE

HOW MUCH to take and HOW OFTEN to take it

[0 Advair® HFA [0 45, [1 115, [0 230
[J Aerospan™

2 puffs twice a day
[11, 0 2 puffs twice a day

[0 Alvesco® (] 80, [ 160

711, [ 2 puffs twice a day

O Dulera® ] 100, (7 200

2 puffs twice a day

OJ Flovent® 1 44, 0 110, (1 220
[ Qvar® [ 40, E] 80

2 puffs twice a day
11,02 puffs twice a day

O Symbicort® (1 80, [J 160

[J1,032 puffs twice a day

O Advair Diskus® D 100, (3 250, (0 500
[J Asmanex® Twisthaler® (] 110, [J 220
[ Flavent® Diskus® (3 50 [ 100 [J 250
[ Puimicort Flexhaler® (130, (] 180

[J Pulmicort Respules® (Budesonide) (73 0.25, (1 0.5,(11.0

1 Inhalation twice a day

31,0 2 inhalations [J once or [ twice a day
1 Inhalatjon twice a day

[C11, 12 inhalations (] once or [ twice a day
Ll unlt nebulized [J once or [ twice a day ’

[ Singulair® (Montelukast) (14, [1 5, D 10 mg 1 tablet dally

[J Other
1 None

patient's asthma:

0 ColdsAtu -
Q Exercise
0 Allergens
o Dust Mites,
dust, stuffed
animals, carpet

o Pollen - trees,
grass, weeds

o Mold

0 Pets - animal
dander
o Pests - rodents,
cockroaches
0 Odors (Irritants)
o Clgarette smoke

& second hand

Remember to rinse your mouth after taking inhaled medicine. smoke
If exercise triggers your asthma, take puff(s) minutes before exercise. 4 Perfumes,
- e S = v e cleanlng
@AMW@[&U (Vellow Zone) 1] U* COntmue dally control medlcme(s] and ADD qulcl( rehef medlcme(s) Eg‘gﬂ{‘;gs
You hav f th products
) goug: © A OTINeSE TMEDICINE HOW MUCH to take and HOW OFTEN to take it & Emakadom
} ai ® in® 7 burning wood,
« Mild wheeze [ Albuterol MDI (Pro-air® or Proventll® or Ventolin®) _2 puffs every 4 hours as needed Inside or outside
« Tight chest [ Xopenex® 2 puffs every 4 hours as needed 0 Weather
« Coughing at night [ Albuterol [0 1.25, [0 2.5 mg 1 unit nebulized every 4 hours as needed |, sydgen
« Other: ] Duoneb® 1 unit nebulized every 4 hours as needed temparaturg
[ Xopenex® (Levalbuterol) [ 0.31, [J 0.63, [11.25 mg _1 unit nebulized every 4 hours as needed . "E:ﬂgr:e weather
If quick-relief medicine does not help within i Eaamb e RSP Tinhalation 4 imes a day - hot and cold
15-20 minutes or has been used more than | L InCrease the dose of, or add: o Ozone alert days
2 times and symptoms perslst, call your [ Other i . . Q Foods: ‘
doctor or go to-the emergency room. e If quick-relief medicine is needed more than 2 times a P —
And/or Peak flow from to week, except before exercise, then call your doctor. |0 s
(o]
EMERGENCY (Red Zone) [II> [Take these medicines NOW and CALL 811, |20
<6 Yott;r asthma o Asthma can be a life-threatening iliness. Do not wait! X
g e tast 4 | MEDICINE HOW MUCH 1o take and HOW OFTEN to take it | o
not help within 15-20 minutes | Albuterol MDI (Pro-air® or Proventll® or Ventolin® __ 4 puffs evéry 20 minutes
= Breathing is hard or fast (J Xopenex® 4 puffs every 20 minutes This asthma treatment
« Nose opens wide « Ribs show | Albuterol [11.25, [0 2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
= Trouble walking and talking | ] Duoneb® 1 unit nebulized every 20 minutes | not replace, the clinical
And/or « Lips blue = Fingernails blue | ] Xopenex® (Levalbuterol) (1 0.31, (3 0.63, (1 1.25 mg ___1 unit nebulized every 20 minutes | decision-making
Peak flow  *Other: [ Combivent Respimat® 1 inhalation 4 times a day required to meet
below [ Other individual patient needs.
::.'2"“;’.. -nLLr .-:-l-m:nar uA.u-rJ..an-runuan
e sryrnr Permission o Self-administer Medicatian: . [ PHYSICIAN/APN/PA SIGNATURE DATE
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Permission 10 reproduce blank form - www).pacn).org

b b itz I'..s.lmm.x.hl =p.u-.l'mw$r-£

(] This student is capable and has been instructed
in the proper method of self-administering of the
non-nebulized inhaled medications named above
in accordance with NJ Law,

(] This student is not appraved to self-medicate.

PARENT/GUARDI

PHYSICIAN

Maka 2 ooy for pavani and {or physielan §ils, send sriglnal &

Physician's Orders

AN SIGNATURE

STAMP

5 scheal nerse or child care provider,




