Group Day Care Homes, licensed Family Day Care Homes, and licensed Youth Camps
regarding the Administration of Medications described In the State Statutes and

Id shall provide the program with appropriate written authorization(s) and the
nal container and labeled with child's name, name of medication,

In Connecticut schools, licensed Child Day Care Cenlers end
administering medications to chidren shall comply with all requirements
Regulations. Parents/guardians requesting medication administration to thair chl
medlcation before any medications are administered. Madications must be In the origi
directions for madication's administration, and date of the prescription.

Authorized Prescriber's Order (Physiclan, Dentist, Optometrist, Physiclan Assistant, Advanced Practice Ragistered Nurse or

Podiatrist):
Name of Child/Student Date of Birth / / Today's Date Plfl ==
Address of Child/Student Town

Medlcation Name/Generic Name of Drug Controlled Drug? (J YES [ NO

Condition for which drug Is being administered:
Specific Instructions for Medication Administration

Dosage Method/Route
Time of Administration If PRN, frequency,
Medication shall be administered: Start Date: if / End Date: _f /

Relevant Slde Effects of Medication ] None Expected

Explain any allergies, reaction to/negative interaction with food or drugs

Plan of Management for Side Effects

Prescriber's Name/Title Phone Number (

Town
Dals / /

)

Prescriber's Address
Prescriber's Signalure

School Nurse Signalure (if applicable)

Parent/Guardian Authorization:
O | request that medication be administered to my child/student as described and directed above

([ 1 hereby requast that the above ordered medication be administered by school, child care and youth camp personnel and | give pemission for the
exchange of information batween the prescriber and the school nurse, child care nurse or camp nurse necessary {o ensure the safe administration of

this medication. | understand that | must supply the schoof with no mora than a three (3) month supply of medication (school only.)
[J 1 haye sterad & sg of the medication to m I it adverse effects. (For child care only)
Parent/Guardian Signatura Ralatlonship. Date / /
Parent /Guardian's Address Town State
E-mail: Cell Phone # ( ) - Other Phone # ( ) -

Self-administration of medication may be authorized by the prescriber (when applicable) and school nurse (when applicable) and must be authorized by
parent/guardian in accordance with board policy, In a school: 1. Inhalers for asthma and cartridge Injectors for life-threatening allergies require
autharization by the preseriber and parant/guardian only; 2. students may possess, self-administer or possess and self-administer medications for
medically-dlagnosed life-threatening allergies; and 3. students who are slx years of age or older may possess and self-apply an over-the-counter
sunscrean product with only the parent/guardian written authorization.

1, Student to self-administer medication specified on this form: YES NO
2, Student to possess medication specified on this form: YES NO
Prescriber’s Authorization and Signature: Date:
Parent/Guardian Authorization and Signalure: Date:
School nurse (RN) Approval of self-administration (If applicable): Date:

Printed Name of Individual Recelving Written Authorization and Medication
Title/Position/ Date: =
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Anaphylaxis Emergency Action Plan
Age:

Patient Name:

Allergies:
Asthma []Yes (high risk for severe reaction) ] No

Additional health problems besides anaphylaxis:

Concurrent medications:

Symptoms of Anaphylaxis
MOUTH itching, swelling of lips and/or tongue
THROAT* itching, tightness/closure, hoarseness
SKIN itching, hives, redness, swelling
GUT vomiting, diarrhea, cramps
LUNG* shortnaess of breath, cough, wheeze
HEART* weak pulse, dizziness, passing out

Only a few symptoms may be present. Severity of symptoms can change quickly.
*Some symptoms can be life-threatening. ACT FASTI

Emergency Action Steps - DO NOT HESITATE TO GIVE EPINEPHRINE!
1. Inject epinephrine In thigh using (check one): [[] Adrenaclick (0,15 mg) [C]Adrenaclick (0.3 mg)

[J Auvi-Q (0.15 mg) [ Auvi-Q (0.3 mg)

[] EplPen Jr (0.15 mg) [] EpiPen (0.3 mg)
Epinephrine Injection, USP Auto-Injector- authorized generic
[] (0.15 mg) [] (0.3 mg)

[Jother (0.15 mg) [J other (0.3 mg)

Specify others:
IMPORTANT: ASTHMA INHALERS AND/OR ANTIHISTAMINES CAN'T BE DEPENDED ON IN ANAPHYLAXIS.

2. Call 911 or rescue squad (before calling contact)

3, Emergency contact #1: home work cell
Emergency contact #2: home work cell
Emergency contact #3: home work cell

Comments:

Doctor's Signature/Date/Phone Number

Parent's Signature (for Individuals under age 18 yrs)/Date

This information Is for general purposes and Is not Intended to replace the advice of a quallfied health professlonal. For more lnfonnafga;islt
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