GLOUCESTER COUNTY SPECIAL SERVICES SCHOOL DISTRICT
PERMISSION FOR EMERGENCY ADMINISTRATION OF EPINEPHRINE

THIS ORDER MUST BE RETURNED IN ITS ORIGINAL FORM. FAXES AND COPIES WILL NOT BE ACCEPTED.

£ “»arent/guardian of authorize my child, a pupil at
{Name of Student) : {Nonpublic School)

I 4

School to be administered a pre-filled, single dose auto-injector mechanism containing epinephrine (provided by me)
prescribed by our physicianfor nurse practitioner as described below for anaphylaxis since he/she has a documented
history of anaphylaxis and does not have the capability for self-administration of the medication.

has been designated to administer a pre-filled, single dose auto-injector

(Name of Designee)
mechanism containing epinephrine for anaphylaxis to my child. The designee has been properly trained by the school
nurse using the “Protocol and Implementation Plan for the Emergency Administration of Epinephrine by a Delegate Trained

by the School Nurse” established by the Department of Education in consultation with the Department of Health and Senior
Services.*

| understand that this permission is valid only for this school year and must be renewed for each school year, should my
child's condition require it. | further understand that neither the GCSSSD Board of Education, any district employee,
chief school administrator of a nonpublic school, nor nonpublic school employee shall be responsible for any
liability as a result of any injury arising from the procedures utilized for emergency administration of epinephrine
to my child and that I shall indemnify and hold harmless the district or nonpublic school and its employees or
agents against any claims arising out of the administration of a pre-filled, single dose auto-injector mechanism
containing epinephrine to my child.

Parent/Guardian Signature Date

PHYSICIAN'S/OR NURSE PRACTITIONER’S AUTHORIZATION/ASSURANCE STATEMENT FOR
EMERGENCY ADMINISTRATION OF EPINEPHRINE

| &o.dfy that is under my care for _ , a life-threatening condition and
has a documented history of anaphylaxis. | am recommending that the above named student be administered a pre-filled,
single dose auto-injector mechanism containing epinephrine for anaphylaxis since he/she does not have the capability for
self-administration of the medication.*

Name and purpose of medication:

Indications for emergency administration of epinephrine (specific signs and symptoms):

Identification of chronic medical problems:

Prescribed dosage and schedule:

Length of iime medication be taken:

Possible side effects and/or special precautions:

Prescribing Physician's/Nurse Practitioner's Signature Date

PLEASE PRINT NAME AND ADDRESS OF PRESCRIBING PHYSICIAN TELEPHONE #

*. ase note: The training of a designee and/or the physician’s order for a medication does not guarantee the

$chool nurse or designee will be available during all school hours

https:/fgeacnjorg.sharepoint. com/sites/Non-Public73/Shared Documents/General/Non Public/Nursing/NPN Handbook/D/D.43a.doc
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Name: ... D.0.B.: i
A]Ieréy fo; - : R
Weight: _~ - Ibs. Asthma: [ ] Yes (higﬁer risk for a severe reaction) [ 1No _
NOTE: Do not depend on antthistamines or inhalers (bronchodilators) to freat a severe reaction. USE EPINEPHRINE.
Extremely reaetwe ta the foliowmg foods:
- THEREFORE: . '
[ 1M checked, give epmephrme immediately for ANY symptoms if the allergen was likely eaten.
[ ] It checked, give epmephrme im medlately if the a!lergen was defmlteiy eaten, even if no sym ptoms are noted
Navyed = N NOSE. MOUTH SKIN  GUT
LUNG HEART THROAT MOUTH [tchylrunny ftehy mouth  Afewhives, Mild nausealsj
Short of breath, Pale, blue, Tight, hoarse, Significant nose, mild ifch dis_c__qr_n_fqrt
wheezing, faint, weak trouble swelling of the sneezing : R
repetitive cough pulse, dizzy breathing/  tongue and/or lips — = .
' swallowing FOR MILB SYMPTOMS FROM MORE THAN ONE - -
' SYSTEM AREA GIVE EPINEPHRINE
OR A
No’/  comBimaTion || FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe something bad is ~ body areas. healthcare"provider.

about to happen,
anxiety, confusion

£ 4 Ik

INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911, Tell them the child is havinganaphylaxis and may
need epinephrine when they arrive.

s Consider giving additional medications following epinephiring:

»  Antihistarnine
» Inhaler (bronchodilator) if wheezing

¢ |ay the person flat, raise legs and keep warm. If breathing is
difficuit or they are vomiting, let them sit up or lie on their side.

o If symptoms do not improve, or symptoms return, more doses of

redness diarrhea

[

epinephrine can be given about 5 minutes or more affer the last dose.

o Alert emergency contacts,

e Transport them to ER even if symptoms resolve. Person should
remain in ER for at least 4 hours because symptoms may return.

2. Stay with the person; alert emergency contacts.
3. Watch Cldsely for changes. |f symptoms worsen,

give epinephrine.

MEDICATIONS/DOSES

Epinephrine Brand:

Epinephrine Dose:  { 10.15 mgiM [ 10.3mgIM

Antihistamine Brand or Generic:

Antihistamine Dose:

Qther {e.g., inhaler-bronchodilator if wheezing):

ARENT/GUARDIAN AUTHORIZATION SIGNATURE BATE

PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE
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NEY CARE PLAN

EPIP"EL‘HQ(EPINEPHRINE) AUTO-INJECTOR DIRECTIONS _ //
1. Rembove the EpiPen Auto-Injector from the plastic carrying case. (2] - ,i'b [
2. Pulloff the blue safety release cap. ' B Rt
3. SWiqg_ and firmly push orange tip against mid-outer thigh.”© // .
4, 7 Hold for approximately 10 seconds, ’ e o
5. Remove and massage the aria for 10 seconds. : o

1-Q™ (EPINEPHRINE INJECTION, USP) DIRECTIONS
Remova, the outer case of Auvi-Q. This will automatically activate the voice

Place black end agaifistynid-outer thigh.
Press firmly and hold for 53
Remove from thigh.

O oW

ADRENACLICK/ADRENACLICK®
1. Remove the outer case.
Remove grey caps labelg

10 seconds. Remove from thigh.

OTHER DIRECﬁONSﬁ&FﬁRMAﬂON (may séif—carry epfnephrine, may seEf;adminis’fer epinephrine, efc.):

Treat the person before calling erhergency contacts. The first signs of & reaction can be mild, but symptoms cém gat \fvc’ar}e\quick]y.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS N

NAME/RELATIONSHIP;

RESCUE SQUAD:

PHONE:
DOCTOR: ___ PHONE:

MAME/RELATIONSHIP:
FARENT/GUARDIAN: PHONE:

PHONE:

i
PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION [FARE) (WWW.FOODALLERGY.ORG) §/2014
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