050 Mamaroneck Avenue | While Plains, New York 10605
T: (914) 9464800 | #: (914) 684-2081 | www.stepinac.org

Welcome to Archbishop Stepinac High School

Per New York State Education Law:

+  COMPLETED IMMUNIZATION RECORD TO BE PROVIDED which is part of the
registration process and required to complete registration.

« NYSTATE REQUIRES A PHYSICAL EXAM on all students entering 9th and 11th grade
and all new entrants to the school. The physical exam must be performed within the
year prior to the start of the school year. This form must be signed and stamped by the
Health Care Provider and submitted to the nurse. If your son will be participating in
sports, the physical must be completed using the enclosed form.

Administration of Medication Form:

* Medications may be administered in school (see forms enclosed). For your child to receive
any medication in school, over-the-counter or prescription, a written order from a physician
and written consent from the parent must be on file in the Health Office. Orders are valid for
12 months. Daily medications must be administered by the nurse and kept in the Health
Office.

+ All medications must be in the original container. Please be certain to check the expiration
dates of all medications.

Lillian O’Grady, RN

School Nurse

Office: (914) 946-4800 ext. 250
Fax: (914) 684-2591
logrady@stepinac.org



REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
IF AN AREA IS NOT ASSESSED INDICATE NOT DONE
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-Kor K, 1, 3,5, 7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Special education (CPSE).

STUDENT INFORMATION

Name: Affirmed Name (if applicable): DOB:
Sex Assigned at Birth: [ Female [ Male Gender Identity: [JFemale [ Male [JNonbinary [ X
School: Grade: Exam Date:

HEALTH HISTORY

If yes to any diagnoses below, check all that apply and provide additional information.

Type:
L1 Allergies o .
[0 Medication/Treatment Order Attached [ Anaphylaxis Care Plan Attached
C Intermittent | Persistent [ Other:
(1 Asthma
[0 Medication/Treatment Order Attached [ Asthma Care Plan Attached
Type: Date of last seizure:
1 Seizures .
[ Medication/Treatment Order Attached [1 Seizure Care Plan Attached
Type: O1 [ 2
1 Diabetes o
[J Medication/Treatment Order Attached [ Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors:Family Hx
T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m2
Percentile (Weight Status Category): [C<5% [O5M49" [O50%-84% |O85M-94t [Jos™-98"  [J99%and >
Hyperlipidemia: [ Yes [ Not Done Hypertension: [T Yes [T Not Done
PHYSICAL EXAMINATION/ASSESSMENT
Height: Weight: BP: Pulse: Respirations:

Lead Level

Laboratory Testing Positive = Negative Date Required for PreK & K

TB-PRN [ [

Date

Sickle Cell Screen-PRN C O [0 TestDone [ LeadElevated >5 ug/dL

[C] System Review Within Normal Limits
[C] Abnormal Findings — List Other Pertinent Medical Concerns Below (e.g., concussion, mental health, one functioning organ)

] HEENT ] Lymph nodes ] Abdomen [ Extremities [ Speech

[] Dental [] Cardiovascular ] Back/Spine/Neck ] Skin ] Social Emotional

] Mental Health | [J Lungs [ Genitourinary ] Neurological ] Musculoskeletal

L] Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code*
O Additional Information Attached *Required only for students with an IEP receiving Medicaid
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(1 *Family cardiac history reviewed — required for Dominic Murray Sudden Cardiac Arrest Prevention Act

FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS*/PLAYGROUND/WORK

Name: Affirmed Name (if applicable): DOB:
SCREENINGS
Vision & Hearing Screenings Required for PreKor K, 1, 3,5, 7, & 11
Vision With Correction [T1Yes [l No Right Left Referral Not Done
Distance Acuity 20/ 20/ L1 Yes O
Near Vision Acuity 20/ 20/ [l
Color Perception Screening [(DPass [ Fail O
Notes
Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 Hz; Not Done
for grades 7 & 11 also test at 6000 & 8000 Hz.
Pure Tone Screening Right [ Pass ] Fail | Left [ Pass [ Fail Referral [] Yes O
Notes
Negative Positive Referral Not Done
Scoliosis Screening: Boys grade 9, Girls grades 5 & 7 0 O [ Yes O

[] student may participate in all activities without restrictions.
If Restrictions Apply — Complete the information below

[ Student is restricted from participation in:

Hockey, Lacrosse, Soccer, and Wrestling.

] Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball.

[ Other Restrictions:

Tanner Stage: [ m v Eyv

[] Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice

] Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the
high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

below to explain.

[] Other Accommodations*: (e.g., brace, orthotics, insulin pump, prosthetic, sports goggles, etc.) Use additional space

*Check with the athletic governing body if prior approval/form completion is required for use of the device at athletic competitions.

MEDICATIONS

] Order Form for medication(s) needed at school attached

COMMUNICABLE DISEASE

[] Confirmed free of communicable disease during exam ] Record Attached

HEALTHCARE PROVIDER

IMMUNIZATIONS

[] Reported in NYSIIS

Healthcare Provider Signature:
Provider Name: (please print)
Provider Address:

Phone: Fax:

Please Return This Form to Your Child’s School Health Office When Completed.

5/2023
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WHITE PLAINS CITY SCHOOL DISTRICT
Permission to Administer Multiple Medications

Student Name: DOB:
Grade: Teacher/HR: School:
To Be Completed By Health Care Provider
Diagnoses
Medication Name Dose Route Time Initial applicable boxes below

O AM OFT [OSSA
OSelf-Directed O Self Admin-Self Carry
O AM OFT [OSSA
[ISelf-Directed [ Self Admin-Self Carry
OAM OFT [OSSA

[Self-Directed [ Self Admin-Self Carry

Prescriber please use codes below for each medication ordered:

AM Nurse may administer missed morning dose indicated after verbal or written notification from parent.
Please advise parent to send in additional medication
FT Medication is needed on field trips
SSA Medication is needed school sponsored extra-curricular activities
Self- | assess this student is self-directed regarding their medication. They understand the purpose, name, amount,
Directed dose, timing, and effect of taking or not taking the medication, can recognize the medication and refuse to
take it inappropriately and can ingest, inhale, apply or calculate and administer the correct dose of
the medication independently.
Self- | have determined this student is consistent and responsible in taking their own medications (Self-Directed)
Administer/ | and in addition, give them permission to self- carry and self-administer this medication. They will be
Self-Carry considered independent in medication delivery and need intervention only during emergencies.

Name and Title of Licensed Prescriber (Please Print)

Prescriber’s Signature

Date Phone

To Be Completed By Parent

| give permission for the above medication to be administered to my child as ordered by my health care
provider. | will furnish the medication in the original pharmacy container, properly labeled with directions
and dosage, or original over-the-counter medication container/packaging with my child’s name on it.
Note: Students may only self-carry Epinephrine Auto Injectors or asthma inhalers.

Parent/Guardian Signature Date Phone

Self-Administer/Self Carry
Parent permission and provider consent is required for students to self-administer and self-carry medication.

Students with this designation are considered independent in taking their medication at school and require
no supervision by the nurse. Parents assume responsibility for ensuring that their child is carrying and taking
their medication as ordered. Schools may revoke the self-carry/ self-administer privilege if the student
proves to be irresponsible or incapable. To request this option please sign below:

Parent/Guardian Signature Date Phone
School Nurse: School
Phone: Fax: Email




STUDENT MEDICAL HISTORY FORM

STUDENT DOB

PARENT CONTACT INFORMATION

PAST AND PRESENT HEALTH ISSUES

___Anemia __ Headaches __ Asthma __ Heart Disease

__ Cancer __ Hypertension __ Diabetes _____Immune Deficiency
__ Hearing Loss __ Seizures __ Skin Rash __ Fainting
___Vision Loss __Allergies to food or medicine

Emotional Disability or Mental lliness

IF YOU ANSWWERED YES TO ANY OF THE ABOVE, PLEASE EXPLAIN:

Has your son ever had a serious injury / fracture or other issue that required hospitalization or surgery?
If yes, please explain:

Does your son require glasses/contacts or hearing aids? Does your son take medication on a regular
basis?

I DO give the nurse permission to discuss my son’s health issues with his educational team on a”
need to know basis”

I DO NOT give the nurse permission to discuss my son’s health with his educational team.



F A R E FOOD ALLERGY & ANAPHYLAXIS

Food Allergy Research & Education EM ERG EN CY CARE PLAN

PLACE
Allergic to: HERE

Weight: Ibs. Asthma: [ Yes (higher risk for a severe reaction) [ No

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

[] Special Situation/Circumstance - If this box is checked, the child has an extremely severe allergy to the

following food(s)

Even if the child has MILD symptoms after eating (ingesting) this food(s), Give Epinephrine immediately.

For ANY of the following MILD SYMPTOMS

@SEVE%E)SYM%OMS@ @ @ @ @

NOSE MOUTH  SKIN GUT

LUNG HEART THROAT MOUTH ftchy or ftohy -~ Afew Mild
Shortness of Pale or bluish Tight or hoarse Significant runny mouth hlvgs, mild nfausea or
breath, wheezing, skin, faintness, throat, trouble swelling of the nosg, ftch discomfort
repetitive cough weak pulse, breathing or tongue or lips sneezing
dizziness swallowing
FOR MILD SYMPTOMS FROM MORE THAN ONE BODY
@ @ @ SYSTEM, GIVE EPINEPHRINE.
FOR MILD SYMPTOMS FROM A SINGLE BODY
SKIN GUT OTH,ER ORA SYSTEM (E.G. SKIN, GI, ETC.), FOLLOW THE
Many hives over Repetitive Feeling COMBINATION DIRECTIONS BELOW:
body, widespread ~ vomiting, severe  something bad is of symptoms - _ _ _
redness diarrhea about to happen, from different 1. Antihistamines may be given, if ordered by a
anxiety, confusion body areas healthf:are provider.
2. Stay with the person; alert emergency
v v v contacts.
3.  Watch closely for changes. If symptoms
1. INJECT EPINEPHRINE IMMEDIATELY. worsen, give epinephrine_

2. Call911. Tell emergency dispatcher the person is having anaphylaxis and
may need epinephrine when emergency responders arrive.

e Consider giving additional medications following epinephrine:
»  Antihistamine MEDICATIONS/DOSES
»  Inhaler (bronchodilator) if wheezing Epinephrine Brand or Generic:

e Laythe person flat, raise legs and keep warm. If breathing is difficult or they
are vomiting, let them sit up or lie on their side.

e |[f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about 5 minutes or more after the last dose. Antihistamine Dose:

e Alert emergency contacts. Other (e.g., inhaler-bronchodilator if wheezing):

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

Epinephrine Dose: [] 0.1 mgIM [] 0.15 mg IM [] 0.3 mg IM

Antihistamine Brand or Generic:

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE HEALTHCARE PROVIDER AUTHORIZATION SIGNATURE DATE

Form provided courtesy of Food Allergy Research & Education (FARE - FoodAllergy.org) - January 2023



F A R E FOOD ALLERGY & ANAPHYLAXIS

Food Allergy Research & Education EM ERG EN CY CARE PLAN

HOW TO USE AUVI-Q® (EPINEPHRINE INJECTION, USP), KALEO
1.  Remove Auvi-Q® from the outer case. Pull off red safety guard.

2. Place black end of Auvi-Q® against the middle of the outer thigh. £ 2
3. Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds. N
4. Call 911 and get emergency medical help right away. J
HOW TO USE EPIPEN®, EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION
1. (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN e
2. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube.
3. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand, remove
the blue safety release by pulling straight up.
4.  Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 3
seconds (count slowly 1, 2, 3). b 3
5. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.
HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), USP AUTO-INJECTOR, AMNEAL Push | J

PHARMACEUTICALS . (A
N

1. Remove epinephrine auto-injector from its protective carrying case.

A e 1
2. Pull off both blue end caps: you will now see a red tip. Grasp the auto-injector in your fist with the red tip pointing ! ¢ |
downward. T\ 1
L B
|

3. Putthe red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh. Press down
hard and hold firmly against the thigh for approximately 10 seconds.
4. Remove and massage the area for 10 seconds. Call 911 and get emergency medical help right away. |

2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand, pull off
3. Place the orange tip against the middle of the outer thigh at a right angle to the thigh. 5

4.  Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 3

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR, TEVA PHARMACEUTICAL INDUSTRIES o
1.  Quickly twist the yellow or green cap off of the auto-injector in the direction of the “twist arrow” to remove it. /
the blue safety release. A

hs
seconds (count slowly 1, 2, 3). ;“-;:>
5. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away. o

HOW TO USE SYMJEPI™ (EPINEPHRINE INJECTION, USP)

1.  When ready to inject, pull off cap to expose needle. Do not put finger on top of the device. e

2. Hold SYMJEPI™ by finger grips only and slowly insert the needle into the thigh. SYMJEPI™ can be injected through
clothing if necessary.

3. After needle is in thigh, push the plunger all the way down until it clicks and hold for 2 seconds.

4. Remove the syringe and massage the injection area for 10 seconds. Call 911 and get emergency medical help right
away.

5. Once the injection has been administered, using one hand with fingers behind the needle slide safety guard over
needle.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:

1. 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 emergency room.

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries.

3. Epinephrine can be injected through clothing if needed.

4. Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

Epinephrine first, then call 911. Monitor the patient and call their emergency contacts right away.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATIONSHIP: PHONE:
DOCTOR: PHONE: NAME/RELATIONSHIP: PHONE:
PARENT/GUARDIAN: PHONE: NAME/RELATIONSHIP: PHONE:

Form provided courtesy of Food Allergy Research & Education (FARE - FoodAllergy.org) - January 2023




Asthma Action Plan

Name Date of Birth Grade/Teacher

Health Care Provider Health Care Provider’s Office Phone Medical Record Number
Parent/Guardian Phone Alternate Phone
Parent/Guardian/Alternate Emergency Contact Phone Alternate Phone
DIAGNOSIS OF ASTHMA SEVERITY ASTHMA TRIGGERS (Things That Make Asthma Worse)

(] Intermittent [ Persistent [OMild O Moderate O Severe] [ Smoke [ Colds [] Exercise [ Animals [] Dust [ Food
[] Weather [ ] Odors [] Pollen [ Other

You have ALL of these: ‘ [ No daily controller medicines required

* Breathing is easy . s .
« No cough or wheeze [] Daily controller medicine(s):

e Can work and play 0 _
e Can S|eep all n|ght Take pu"(S) or tahlet(S) . dallv.
[] For asthma with exercise, ADD:
puffs with spacer minutes before exercise

ALWAYS RINSE YOUR MOUTH AFTER USING YOUR DAILY INHALED MEDICINE.

YELLOW ZONE: CAUTION! Continue DAILY CONTROLLER MEDICINES and ADD QUICK-RELIEF Medicines

You have ANY of these: Take daily controller medicine if ordered and add this quick-relief medicine when you have breathing problems:

¢ Cough or mild wheeze 0 inhaler meg

* Tight chest Take puffs every hours, if needed. Always use a spacer, some children may need a mask.

e Shortness of breath buli / |

* Problems sleeping, working, O - nebulizer mg/__ m
or playing Take a nebulizer treatment every hours, if needed.

] Other

If quick-relief medicine does not HELP within minutes, take it again and CALL your Health Care Provider
If using quick-relief medicine more than times in hours, CALL your Health Care Provider
IF IN THE YELLOW ZONE MORE THAN 24 HOURS, CALL HEALTH CARE PROVIDER.

RED ZONE: EMERGENCY! Continue DAILY CONTROLLER MEDICINES and QUICK-RELIEF Medicines and GET HELP!
You have ANY of these: ] inhaler mcg
c :\/Aeré/ short of brﬁa}h Take puffs every hours, if needed. Always use a spacer, some children may need a mask.
e Medicine is not helping 0 nebulizer m
. L g/ mi
Breathing is fast and hard Take a nebulizer treatment every hours, if needed.
* Nose wide open, ribs showing,
can’t talk well (] Other
* Lips or fingernails are grey CALL HEALTH CARE PROVIDER AGAIN WHILE GIVING QUICK-RELIEF MEDICINE. If health care provider cannot
or bluish be contacted, CALL 911 FOR AN AMBULANCE OR GO DIRECTLY TO THE EMERGENCY DEPARTMENT!

REQUIRED PERMISSIONS FOR ALL MEDICATION USE AT SCHOOL
Health Care Provider Permission: | request this plan to be followed as written. This plan is valid for the school year -
Signature Date

Parent/Guardian Permission: | give consent for the school nurse to give the medications listed on this plan or for trained school staff to assist my child to take them
after review by the school nurse. This plan will be shared with school staff who care for my child.

Signature Date

OPTIONAL PERMISSIONS FOR INDEPENDENT MEDICATION CARRY AND USE AT SCHOOL

Health Care Provider Independent Carry and Use Permission: | attest that this student has demonstrated to me that they can self-administer this rescue medication
effectively and may carry and use this medication independently at school with no supervision by school personnel.

Signature Date

Parent/Guardian Independent Carry and Use Permission (If Ordered by Provider Above): | agree my child can self-administer this rescue medication effectively and
may carry and use this medication independently at school with no supervision by school personnel.

Signature Date

4850 New York State Department of Health 517
COPY FOR PATIENT
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