LOUISIANA DEPARTMENT OF EDUCATION
SCHOOL FOOD SERVICE SECTION
PROTOTYPE ~ DIET PRESCRIPTION FOR MEALS AT SCHOOL.

Student's Name , _ Age

School Grade/Classroom

Parent's Name

Address _ Telephone { )
_ (Street or P. O, Box)

City State

Does the student have a disability that requires a special diet? Yes No

If Yes, describe the major life activities affected by the disability.
{See back of form for further infermaticn.)

If the student is not disabied,' list the medical condition that reqUires special nutrifional or feeding needs.

Diet Prescription (Check all that apply.):

{) Diabetic (} Increased Calorie #keal
() Food Allergy {) Reduced Calotie fkeal
() Hypoglycemic () Texture Modification
Chopped___ Ground_
{} PKU Pureed Liguified
() Other (JTube Feeding

Liquified Meal Formula

Foods Omitted and Substitutions
(Please check food groups o be omitted. identify specific foods to omit and fist foods to he substituted, If necessary, atfach additional

information or instruckions regarding the diet or feeding.)

Food Groups to Omit () Meat and Meat Alfernatives () Milk ane Milk Products
{} Bread and Cereal Products {) Fruits and Vegetables
Specific Foods to Omit Specific Foods to Substitute

i certify that the above named student neads special school meals prepared as described above because of the student's disability or
chronic medical condition.

Office Addrass _ Office Telephone #( )

1Licensed Physician/Recognized Medical Authority Signaturs Date

1Signature of Licensed Physician required if the studentis disabled,




Narme: D.0.B.: PLACE

PICTURE
Allergy to: _ HERE
Waight: ths, Asthma: [ 1 Yes (higher risk for a severe reaction) [ 1No

NOTE: Do not depend on ant;histammes or inhalers (bmnchadilatom) to freat a severe reactmn USE FPINEPHRINE.

Extremaly reactive m the foltowing foods:
THEREFORE:

[ 1if checked, give epmephrm immediately for ANY symptams if the allergen was Itkely gaten.
[ 11 checked, give epinephrine immediately if the allsrgen was deﬂmte!y eaten, even if no symptoms are noted.

FOR ANY OF THE FOLLOWI NG

SEVERE SYMPTONS

L-G

MEART THROAT MOUTH
Short of breath, Pale, blue, Tight, hoarse, Significant
wheezing, faink, weak trouble swefling of the
repetitive cough puise, dizzy breathing  fongue andfor Hps

swallowing

about v happen,
anxiety, confusion

- L3 L1
INJECT EPINEPHRINE IMMEDIATELY.
Call 91 1. Tell them the child is having anaphylaxis and may
need epinephrine when they arrive.
«  Consider giving additional medications following epinephring:
»  Antihistarmnine
» .Inhaler (bronchodilator) if wheezing -

»  Laythe person flat, raise legs and keep warm. T breathing Is
difficult or they are vomiting, et them sl up or lie on théir side.

o I sympiorns do ot improve, of symptoms return, mara doses of

redness diarrhea

MY s

s Aleri emergenicy coftacls.
o Transport them fo ER even if symptoms resclve. Person stiould
remain in ER for at least 4 hours because symptoms may return.

el gRA

_ GOMBINATION |
SKIN GUT OTHER of symptoms
Many hives over Repetitive Feeling from different
body, widespread vomiting, severe  somathing bad is body areas. .

wm SYMPTOMS

MOUTH  SKIN GUT
Hohyfrunny  Hohy mouth  Afew hives, Mild nauses/
nose, mild itch discomfort
sneezing

NOSE

"FOR MILD SYMPTONS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
AREA, FOLLOW THE DIRECTIONS BELOW:
1. Antihistamines may be given, if ordared by a
healthcare provider.
2. Stay with the person; alert emergenicy contacts.
3. Waich closely for changes. If symptoms worsen,
give apinephrine.

Antihistamine Brand or Generic,

epinephring pan be given about 5 minutes or more after the last dose.

MEDICATIONS/DOSES

Epinaphrine Brand:

Epinephrine Dose: [ 1015 mgiM € 103 mgiM

Artinistamine Dose: ] "

Qthar {e.g., inhaler-bronchodilator if wheezingh:

PARENT/SUARDIAN AUTHORIZATION SIGNATURE " DATE

PHYSICIANHOP AUTHORIZATION SIGNATURE DATE

FORM PROVIDER COURTESY OF FOUD ALLERGY RESEARCH & EDUCATION (FARE) (NWWFODDALLERGY.ORG] 52014




EP‘!F‘ELNQ{EP!NEPI%MNE) AUTO-INJECTOR DIRECTIONS
Rermove the EpiPen Auto-Injector from the plas_ﬁc carrying case.

Pull off the blue safety release cap.

Swing and firmly push orange tip against mid-outer thigh.
Hold for approximately 10 seconds, .
Remove and massage the area for 10 seconds.

G RN

AUvE@™ (ﬁPlNEPHR!Nﬁ INJECTION, USP) DIRECTIONS

1. Remove the outer case of Auvi-Q. This will attornatically activate the voice
instructions.

Pull off red safety guard.

Place black end against mid-outer thigh.
Press firmby end hold for 5 seconds.
Rermove from thigh.

apBEN

ﬁ ADRENASL!QK‘BIADRENACLICK@’ GENERIC DIREC T¥0N$
: Remove the guler case.

Remove gréy caps labeled “17 ang “2%,

Place red rounded Hp against mid-oufer thigh.
Press down hard unti needie panetraies.

Hold for 10 seconds. Remove from thigh.

SRR S S ol

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

Treat the person before calling émergency contacts. The first signs of a reaction can be mild, but symptoms can gel worse quickly. o

EMERGENCY CONTACTS - CALL 911 OTHER EMERGENCY CONTACTS
NAME/RELATIONSHIP: -
RESCUE. SOUAD:
. PHONE:
DOCTOR: PHORE:
MAMEMELATOMNEHIP
PAREMT/GHARDIAM: FHONEY
PHOME:
’RﬂﬁNTfG‘UARUlﬂN.ﬂUTHOR%ZATION SIGNATURE ' . DATE

ORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE} (WWW.FOODALLERGY.ORG) £/2014




STATE OF LOUISIANA
HEALTH INFORMATION

x| “School,

MO

F Q
Student's Mailing Address: City: State: Zip:
Student's Physical Address: City: State: Zip:
iName of MothetfLegal Guardian Home Phone Work Phone - Cell Phone Employer
Name of Father/Legal Guardian Home Phone Work Phone Cell Phone . Employer
Name of pediatrician/primary care provider Phone No Name of medical speciafists/clinics  Phone No.

Parents: Please notify the school nurse of any changes in the student’s medical condition.

Parent/Legal Guardian Signature Date
Please check the type of heaith insurance your child has: U Private () Medicaid/LaCHIP 1 None
If your child does not have health insurance, would you like information on no-cost health insurance? (J Yes A No

In case of emergency, If parent or legal guardian cannot be reached, contact the following:

Name Phone Number Cell Phone Number

My child has a medical, mental, or behavioral condition that may affect his/her schoo! day: UNo Uyes

(If yes, please complete Part 2)

L] ALLERGIES
Allergy Type:
L Food (list food(s) : 0 Medication (list medication(s)

[ [nsect sting (list insect(s)

Q1 Cther (list)
Reactions- Date of last accurrence:

Q Coughing Date: U Swelling Date: LI Rash Date:
U Difficulty breathing Date; 0 Nausea Date: 0 Other
1 Hives Date: 1 Wheezing Date:

202




Health Information ~ Page 2 of 3

Currently prescribed medications and treatments:
[ Cral antihistamine (Benadryl, stc.) QEpt-pen [ Other

HASTHMA

Triggers {i.e., tobacco,dust, pets, pollen, etc.) {list)
Does your child experience asthma symptoms with exercise? O No (O Yes

Symptoms: O Chest tightness, discomfort, or pain 0 Difficulty breathing O Coughing 0O Wheezing
Q Other

Currently prescribed medications and treatments:

Date of last hospitalization related to asthma Date of last ER visit related to asthma

Does your child have a written asthma management plan? QNo UYes Is peak flow monitoring used? O No U Yes

o DIABETES
Currently prescribed medications and treatments: Q Insulin o Syringe O Pen O Pump
Q Blood sugartesting A Glucagon W Oral medication{s) List medication(s)

Is special scheduling of lunch or Physical Education required? UNe¢ QYes:

Q SEIZURE DISORDER

Type of seizure: @ Absence (staring, unresponsive) 1 Generalized Tonic-Clonic (Grand Mal/Convulsive)
Q Complex Partial 2 Other (explain)
Physical Education Restrictions: Q No 0 Yes

Medication{s}: O No U Yes List medication(s)

Date of last seizure Length of seizure

0 OTHER HEALTH CONDITIONS Chicken Pox: Date of disease:

0 Anemia 0 Digestive disorders O Sickle Cell Disease
0 ADD/ADHD 3 Psychological L Skin disorders

O Cancer 0 Juvenile Rheumnatoid Arthritis [ Speech problems
O Cerebral Palsy Q Hemophilia Q Other {explain)

O Cystic Fibrosis 0 Heart condition

Q Depression O Physical disability

Physical Education Restrictions: O No 0O Yes {explain):

Medication(s}): O No 0 Yes List medication(s)

Special procedures required (i.e., catheterization, oxygen, gastrostory care, tracheostomy care, suctioning): o
No 0 Yes (explain).

0 VISION CONDITIONS 0 Contacts/glasses o Other
0 HEARING CONDITIONS t1 Hearing aid(s) 0 Other:
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Health Information - Page 3 of 3

0 ENVIRONMENTAL ADJUSTMENTS DUE TO A HEALTH CONDITION

Special adjustments of the school environment or schedule needed? L No OYes (explain):
fi.e., seizures, limitations in physical activity, pericdic breaks for endurance, pari-time schedule, building

modifications for access)

Special adjustments to classroom or school facilities needed? L No O Yes (explain)
(i.e., temperature control, refrigeration/medication storage, avaflability of running water)

0

Special safety considerations required: O No O Yes (explaih):
(i.e., precautions In lifting or posilioning, transportation emergency plan, safely equipment, techniques for

positioning or feeding)

Special assistance with activities of daily living needed: QO No QO Yes (explain):
(i.e., eating, toileting, walking)

Special diet required? ONo U Yes (explain)
{i.e., blended, soft, low salt, low fat, iquid supplement):

Are there anticipated frequent absences or hospitalizations? O No UWYes (explain):

Nurse Notes:

School Nurse Signature Date
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Most Blessed Sacrament School

“Let go and let God”

PARENTAL CONSENT FOR MEDICATION ADMINISTRATION

Please give my child, . M
(Name of Child) :

the medication as ordered below by Dr.

I aceept the rules of the school concerning the giving of medication, 'inch‘idiug the Tollowing:

B} Them edzcaiwn must be prescribed by & physician, who must also certify in writing that it is
NECESSARY for the child to receive the medication during school hours, This cerlification
shail be obtained by having the physician compiete and sign the form below.

2y . The medication must be brought to the school by an adolt in a container with label from the
pharmacy, showing name of medication, dosage, child’s name and the time {o He given,
Supply must not exceed one months supply. The emply container wil) be sent home.

3) . This schopl or designated person administering the medication are held harmless for any
ynintentional mistakes or oversight in keeping or gmng my child’s medication.

Medication administered af home: - Time(sk
" Dosage:
Dntration:

{Parent or Guardiar Sigrature)

Parent or Guardian Address :
Home Teléphone #: _ ____ Work Telephone :




s—,

STATE OF LOUISIANA

MEDICATION ORDER
, TX, AR, OR MS LICENSED

Student’s Name:
DOB:
School: Grade:
Parent or Legal Guardian Name (print):
Parent or Legal Guardian Signature:
talf]

i

1. Relevant Diagnosis(es): . -

2. Student’s General Health Status:
3. Medication: Strengih of medication: _Dosage (amount to be given):

Frequency Time of each dose

Route: O By mouth [ By inhalation QU Other ______

ALL PRN MEDICATION MUST DENOTE TIME INTERVAL BETWEEN DOSAGE
School medication orders shall be limited to medication that cannct be administered before or after school hours.

Special circumstances must be approved by school nurse.

4. Duration of medication order; O Until end of school term (I Other
Desired Effect: _
Possible side-effects of medication:
Any contraindications for administering medication:
Allergies to food or medicine include:
. Other medications taken at home:
0.Next visit is:

S0 o b

Licensed Prescriber’s Name (Printed) Address Phone/Fax Numbers

Licensed Prescriber’s Signature Credentizals (i.e., MD, NP, DDS) APRN # Date

Each medication order must be written on a separate order form. Any future changes in directions for medication
ordered require new medication orders. Orders sent by fax are acceptable, Legibility may require mailing original to the
school. Orders to discontinue also must be written,

Inhalants / Emergency Drugs
Release Form for Students to be Allowed to Carry Medication on His/Her Person
Use this space only for studenis who will self~administer medication such as asthma inhealer.

1. Isthe student a candidate for self-administration? QYes WNo

2, Has this student been adequately instructed by you or your staff and demonstrated competence in self-administration
of medication to the degree that he/she may self-administer his/her medication at school, provided that the school

nurse has determined it is safe and appropriate for this student in his/her particular school setting? [ Yes QI No

Licensed Prescriber’s Signature Credentials (i.e., MD, NP, DDS) APRN# Date
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