Fort Lee Public Schools

SEIZURE ACTION PLAN (SAP) @smgm- END EPILEPSY

Name: _ Birth Date:
Address: Phone:
Emergency Contact/Relationship Phone:
Seizure Information

Seizure Type ‘ How Long It Lasts | How Often What Happens

How to respond to a seizure (check all that apply) IZI

O First aid — Stay. Safe. Side.
O Give rescue therapy according to SAP

[0 Notify emergency contact

O First aid for any seizure

O STAY calm, keep caim, begin timing seizure

O Keep me SAFE — remove harmful objects,
don’t restrain, protect head

g

SIDE — turn on side if not awake, keep airway clear,
don’t put objects in mouth

STAY until recovered from seizure
Swipe magnet for VNS

Write down what happens

O000O

Other

[J Notify emergency contact at

O Call 911 for transport to . -

O Other .

When to call 911

[J Seizure with loss of consciousness longer than 5 minutes,
not responding to rescue med if available

[0 Repeated seizures longer than 10 minutes, no recovery between
them, not responding to rescue med if available

[0 Difficulty breathing after seizure
O Serious injury occurs or suspected, seizure in water

When to call your provider first

[0 Change in seizure type, number or pattern

[0 Person does not return to usual behavior (i.e., confused for a
long period)

[O First time seizure that stops on its’ own

O Other medical problems or pregnancy need to be checked

ﬁ When rescue therapy may be needed:

WHEN AND WHAT TO DO

If seizure (cluster, # or length)

Name of Med/Rx

How much to give (dose)

How to give

If seizure (cluster, # or length)

Name of Med/Rx

How much to give (dose)

How to give

If seizure (cluster, # or length)

Name of Med/Rx

How much to give (dose)

How to give




Fort Lee Public Schools

Care after seizure
What type of help is needed? (describe)

When is person able to resume usual activity?

Special instructions

First Responders:

Emergency Department:

Daily seizure medicine

Medicine Name Total Daily Amount

Tab/Liquid (time of each dose and how much)

Amount of ‘ How Taken

Other information
Triggers:

Important Medical History

Allergies

Epilepsy Surgery (type, date, side effects)

Device: JVNS [ORNS [1DBS Datelmplanted

Diet Therapy [ Ketogenic [ Low Glycemic [ Modified Atkins L[] Other (describe)

Special Instructions:

Health care contacts

Epilepsy Provider: Phone: ____ -

Primary Care: Phone:

Preferred Hospital. Phone:

Pharmacy: Phone: -
My signature ____Date —

Provider signature Date .
Epilepsy.com
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FORT LEE SCHOOL DISTRICT
FORT LEE, NEW JERSEY

REQUEST FOR GIVING MEDICATION AT SCHOOL
FORM 02-D-18

This form is required for all over-the-counter and/or prescription medication(s) to be
administered during school hours. The medication(s) will be supplied by the parents and brought
to the school nurse in the original container appropriately labeled by the pharmacy and
physician. All medication must be picked up at the end of the school year.

Student’s Name: Date of Birth:

Allergies: Grade: Current Weight:

Diagnosis/Medical Condition:

Name of Medication: Dose to be administered:

Route: Time to be administered: am/pm (please circle)

Possible side effects of medication:

Intervention o be rendered for an adverse reaction:

Dates to be dispensed (Please check): [ School year to 0O Half days O Field

Trips (including overnight trips) [ Other prescribed time period:

x
PHYSICIAN SIGNATURE DATE

x PHYSICIAN STAMP
PHYSICTAN PRINTED NAME (TO INCLUDE ADDRESS & PHONE NUMBER)

This section is to be completed by the Parent/ Legal Guardian
Please initial the following:

e [ hereby give the school nurse/school physician permission to administer the above stated

medication, Initial:
« Talso, give the school nurse/school physician permission to contact my child’s physician
regarding the ordered medication, as needed. Initial:
Parent/ Guardian Signature Emergency contact number Date
Received by school and reviewed hy School Nurse-teacher
Name Schaol Dactor

On




FORT LEE SCHOOL DISTRICT
FORT LEE, NEW JERSEY

FORM 02-D-02
Endorsad by:  American Academy of Pedistrics, New Jersey Chepter
UNIVERSAL New Jersey Academy of Famlly Physicians
CHILD HEALTH RECORD New Jersey Deparimont of Health
. SECTION | --TO BE COMPLETED BY PARENT(S)
Child's Name {Last) (First) ] Gender Date of Birth
| CMale [J Female / /
Daes Child Have Health Insurance? if Yes, Name of Chlid's Health Insurance Carler
OYes [CONo
Parent/Guardian Name Home Telephone Number Work Telephone/Cell Phone Number
( ) . ( ) =
Parent/Guardlan Name Home Telephane Number Work Telephone/Call Phone Number
( ) - ( ) .
1 give my consent for my chlid's Health Care Provider and Child Care Provider/School Nurse to discuss the Information on this form.
Signature/Date { This form may be releasad to WIC.
| Oves CINo
SECTION il - TO BE COMPLETED BY HEALTH CARE PROVIDER
T
Date of Physical Examination: | Results of physlcal examination normal? Yes OONo
Abnormalities Noted: Waelght (must be taken
within 30 days for WIC)
Helght (must be taken
within 30 days for WIC)
Head Clrcumference
{if <2 Yesrs)
Blood Prassure
{if >3 Years)
IMMUNIZATIONS ‘ Immunization record must be attached to this form,
MEDICAL CONDITIONS
Chranic Medical Conditions/Relaled Surgeries l [ Nene Comments
» List madical conditions/ongoing surglcal ] Speclal Cara Plan
concerns: i Ateched
Medications/Treatments i E Nene ! Comments
¢ List medications/treatments: ! Sﬁi:':e:a“’ Plan
| Limitations ta Physical Activil L L
| o List imilations/special considerations: Special Care Plan
Aliashad
| Special Equipment Needs g g:::ial P ol
| » Listitems necessary for dally actlvitles Allsched
Allergies/Sensitivities L Nare Eomments
« List allorgles: [ speclal Care Plan
___Altached
Special DietVitamin & Mineral Supplements E g;::' T RS
« List dietary specifications: Attached |
Behavioral Issues/Mental Health Dlagnosis 8 g°"°l ol Cers Pla Comments
» List bahavioralmental health issuesiconcerns: pec e Flan
Altached
Emergancy Plans L] Nons Comments
« Llst emergancy plan that might be needed and | [ Speclal Care Plan
the slgn/symptoms lo watch for: Agtached
PREVENTIVE HEALTH SCREENINGS
| Type Screening Date Performed Record Value Type Screening Date Parformed Note If Abnormal
Hob/Het Hearing
tead: [] Caplllary L[] Venous Vislon
TB (mm of (ndurelion) Dental
Other: Developmental
Other: Scoliosls
D 1 have examined the above student and reviewed his/her heaith history. It s my opinion that he/she Is medically cleared to
participate fully in ail child care/schoal activitles, Including physical education and compeliiive contact sports, unless noted above.
Name of Haallth Care Provider (Prinl) Hazilh Care Provider Stamp:
Signature/Date _:
|




Fort Lee Public Sehools -z

Authorization for Use or Disclosure of Protected Health Information
In order to share protected health information with the Fort Lee School District, your healthcare provider may require completion of the form below
to comply with the requirements of the Health Insurance Portability and Accountahility Act {HIPAA). Please complete, sign and give the form to your
healthcare provider and/or to your school nurse to avoid delays in care for your child.

l, , authorize my child’s healthcare provider(s) listed below:
Name Phone FAX
Name Phone FAX
Name Phone FAX
to release the medical records of my child, ,DOB

to the Fort Lee School District’s: CdMedical Director [School Nurse O Athletic Trainer (AT)
OCounselorOccupational Therapist (OT) OPhysical Therapist (PT) LI Psychologist (3 Social Worker(ISpeech
Therapist (ST) [0 Administration CJAthletic Director [1 Local Health Department [ SAC

O other

The healthcare provider may disclose the following information: (Parent/School: check all that apply)
Xlimmunizations [XIHealth Appraisals XIPast/Current Medical Conditions and impact on attendance,
athletics, or school programming or therapy [XIOther

The Protected Health Information may be used, disclosed or received for the following purpose(s):
(Parent/School: check all that apply)

(JTo develop care or therapy plans for routine and emergent schoal management

OTo design appropriate educational, school, or athietic programs

(OTo assess the impact of the medical condition(s) on school programming and/or attendance

OTo share school observations/concerns surrounding behavior

(0To assess a medical basis for maodification of transportation and/or home tutoring

(OIMedication delivery or therapy prescriptions

CJAt patient’s request with no specified purpose

JOther

PARENT: Please select one.

[XIThis authorization is valid for the entire academic school year
[XIThis authorization is valid for the duration of attendance within the Fort Lee School District
X This authorization shall expire on / / (MO/DD/YR)

| acknowledge that | have the right to revoke this authorization at any time by sending written notification to the Privacy Officer at my healthcare
provider’s office and to the District Administration Building. | understand that the revacation of this authorization is not effective if the Healthcare
Provider or District has used the authorization for disclosure of the Protected Health Information before receiving my written revocation notice. |
understand that any Protected Health Information disclosed as a result of this Authorization to anyone not covered by the state and federal privacy
laws and regulations may be subject to re-disclosure and may no longer be protected by federal or state law. | understand that my child’s treatment
is not dependent on my agreement to release or withhold information. | acknowledge that the district will share relevant school informatian with
my healthcare providers and when applicable with those governmental agencies as required for reimbursements. | give permission for the school
representatives above to share and disclose information as indicated above with the Thealth care provider listed.

X
Signature of Parent/Guardian or Student if over 18 Relationship Date

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION
A SIGNED COPY OF THIS AUTHORIZATION MUST BE GIVEN TO THE ADULT PATIENT OR PARENT OFTHE MINOR CHILD



