Woodland Hills Junior Senior High School
2550 Greensburg Pike
Pittsburgh, PA 15221

Dear Parent/Guardian:
In order to provide the best possible care for your child with allergies, I have enclosed:

__Food Allergy Action Plan

_ Parent Request and Authorization for Epi Pen
___Medicine Permission Form

___Medical Statement for Children with Special Needs

Please complete the enclosed forms and return them to the School Nurse. If applicable,
please indicate if your child’s allergy is only ingestion or ingestion and/or direct contact
or inhalation.

In accordance with the district’s Medication Policy, you will need to provide a physicians
order for administration of an Epi-Pen along with the actual Epi Pen itself. The physician
must write specifically if the student is to carry the Epi Pen with him/her.

Please be advised to check with your child’s counselor when scheduling as to whether
there is a substance used in a specific class that should be avoided due to allergy (such as
in a lab).

If your child needs any special substitutions or services from food services, the enclosed
Medical Statement for Children With Special Needs form must be completed by both the
parent and the physician and returned to the Health Office.

Please continue to provide updates to the school nurse and cafeteria staff regarding any
changes in food allergies or medical status throughout the school year.

Thank you for your cooperation in this matter. We look forward to working with you.

Sincerely,

Certified School Nurses



Food Allergy Action Plan

Student’s
Name: D.O.B: Teacher:
ALLERGY TO;,
Asthmatic Yes* I____I NoD *Higher 1isk for severe reaction
4 STEP 1;: TREATMENT ¢

Place

Picture
Here

Child’s

3 - *(To be dgtormmedby physician authorizing
trestmenit)
®  Ifa food allergen has been ingested, but.zno sympioms: [ Epinephrine [ Antihistainine
» Mouth Ttching, tingling, or swelling of lips, tongue, mouth 0 Bpinephrine  [1 Antihistamine
mSkin Hives, itchy rash, swelling of the face or extremities [ Bpinephtine [ Antihistamine
= Gut Nausea, abdominal cramps, vomiting, diatthea 1 Bpivephiineg [ Antiliistamine
»  Throaty Tightening of throat, hoarseness, hacking cough [ Bpinephtine £} Antihistamine
*  Dungt Shortness of breath, tepetitive coughing, wheezing [0 Bpinephrine [ Antihistamine
=  Heatf  Weak or thready pulse, low blood pressure, fainting, pale, blueness O Bpinephrine [ Antihistamine
= Otherf [ Bpinephiine [ Antilistamine
= If reaction i§ progressing (several of the above areasaffected), give: O Epinephrine [ Antihistamine

1Potentially life-thieatering. The severity of symptoms can quickly change.

Fpmephrine inject intramuscularly (circle one) EpiPen® EpiPen® Jr. Twinject® 0.3 mg Twinject® 0.15 mg

(see reverse side for instructions)

Axntihistamine: give
medicatior/dose/ronte

Other: give

médication/dose/rotits

IMPORTANT: Asthina inhalers and/or antihistamines camnot be depénded on to replace epinéphirine in anaphylaxis.

W e LIl 42 Ao Vo oAy

1. Call 911 (or Rescue Squad:

) State that an allergic reaction has been treated, and additional epinephrine may beneeded.

2. Dr. Phone Number:
3, Parent Phone Number(s)
4. Emergency contacts:
Name/Relationship Phone Numbei(s)
a, 1) 2)
b. 1) 2,)

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY!

Parent/Guatdiar’s Signature

Doctor’s Signature

Reqirod)
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Date

Date




PARENT REQUEST AND AUTHORIZATION FOR EPI-PEN

My name is , my address is
and my telephone number is

[ am the parent/guardian of : Gr___ who attends

[ request and authorize the school and the school personnel to administer an EPI-PEN to
my child, , in accordance with the written instruction attached
hereto and submitted by my child’s physician,

I recognize that a teacher, counselor, or administrator in emergency situations may
administer the medication when a certified school nurse is unavailable to do so. I
specifically approve this practice.

I hereby release the Woodland Hills School District, its School Board members, officers,
and the employees, from any damages, liability, or loss resulting from compliance or
attempted compliance in good faith with this Request and Authorization and specifically
agree to indemnify, defend, and hold Woodland Hills School District, its School Board
members, officers, and employees, harmless from any claims, costs, or expenses,
including the cost of attorney fees, that may be asserted against or incurred by the
District, its School Board members, officers, and employees, as a result of claims or
lawsuits by any other party or entity alleging claims, damages, liability, or loss of any
kind or nature arising out of, related to, or connected in any way with the administration
of an EPI-PEN to my child.

Dated:
Signature of Parent/Guardian:

After discussion with my child’s doctor it has been determined that
, does not require an EPI-PEN in school.

Dated:
Signature of Parent/Guardian:

*If an EPI PEN is unavailable and an EXTREME ALLERGIC EMERGENCY occurs,
the Certified School Nurse and/or their designee will notify 911 for emergency treatment
and transport to the nearest hospital.



Emergency Care Plan

Name: DOB:
School: Grade:
Parent/Guardian Emergency Contact:

Telephone (h): : (w): (cel)
Parent/Guardian Emergency Contact:

Telephone (h): (w): (cel)

Emergency Contact (if Parent/Guardian not available)/Relationship/Telephone Number:

Healthcare Provider/Telephone:

KNOWN ALLERGIES:

HEALTH PROBLEM:

IN A HEALTH EMERGENCY (STUDENT) LOOKS LIKE:

PLEASE DO THE FOLLOWING:
Parent/Guardian Signature: Date:
Certified School Nurse Signature: Date:

Adapted from J. Selekman, School Nursing: A Comprehensive Text, 2006



pennsylvania

DEPARTMENT OF EDUCATION
Children with Disabilities and Special Dietary Needs

Schools participating in a federal school meal program (National School Lunch Program, School
Breakfast Program, Fresh Fruit and Vegetable Program, Special Milk Program, and Afterschool Snack
Program) are required to make reasonable accommodations for children who are unable to eat the
school meals because of a disability that restricts the diet.

1. Licensed Medical Authority’s Statement for Children with Disabilities

U.S. Department of Agriculture (USDA) regulations at 7 CFR Part 15b require substitutions or
modifications in school meals for children whose disabilities restrict their diets. School food authorities
must provide modifications for children on a case-by-case basis when requests are supported by a
written statement from a state licensed medical authority.

The third page of this document (“Medical Plan of Care for School Food Service”) may be used to obtain
the required information from the licensed medical authority. For this purpose, a state licensed medical
authority in Pennsylvania includes a:

Physician,

Physician assistant,

Certified registered nurse practitioner, or

Dentist.

The written medical statement must include:
¢ An explanation of how the child’s physical or mental impairment restricts the child’s diet;
e An explanation of what must be done to accommodate the child; and
e The food or foods to be omitted and recommended alternatives, if appropriate.

2. Other Special Dietary Needs

School food service staff may make food substitutions for individual children who do not have a medical
statement on file. Such determinations are made on a case-by-case basis and all accommodations must
be made according to USDA’s meal pattern requirements. Schools are encouraged, but not required, to
have documentation on file when making menu modifications within the meal pattern.

Special dietary needs and requests, including those related to general health concerns, personal
preferences, and moral or religious convictions, are not disabilities and are optional for school food
authorities to accommodate. Meal modifications for non-disability reasons are reimbursable provided
that these meals adhere to Program regulations.

3. Rehabilitation Act of 1973 and the Americans with Disabilities Act

Under Section 504 of the Rehabilitation Act of 1973, the Americans with Disabilities Act (ADA) of 1990
and the ADA Amendments Act of 2008, a person with a disability means any person who has a physical
or mental impairment that substantially limits one or more major life activities or major bodily functions,
has a record of such an impairment, or is regarded as having such an impairment. A physical or mental
impairment does not need to be life threatening in order to constitute a disability. If it limits a major life
activity, it is considered a disability.

Major life activities include, but are not limited to: caring for oneself, performing manual tasks, seeing,
hearing, eating, sleeping, walking, standing, lifting, bending, speaking, breathing, learning, reading,
concentrating, thinking, communicating, and working. A major life activity also includes the operation of a
major bodily function, including but not limited to: functions of the immune system; normal cell growth;
and digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive
functions.

Revised June 2022 1



4. Individuals with Disabilities Education Act

A child with a disability under Part B of the Individuals with Disabilities Education Act (IDEA) is described
as a child evaluated in accordance with IDEA as having one or more of the recognized thirteen disability
categories and who, by reason thereof, needs special education and related services. The Individualized
Education Program (IEP) is a written statement for a child with a disability that is developed, reviewed,
and revised in accordance with the IDEA and its implementing regulations. When nutrition services are
required under a child's IEP, school officials need to ensure that school food service staff is involved
early in decisions regarding special meals. If an IEP or 504 plan includes the same information that is
required on a medical statement (see section 1, above), then it is not necessary to get a separate
medical statement.

School Nutrition Program Contact

For more information about requesting accommodations to school meals and the meal
service for students with disabilities, contact:

Click here to enter local contact name and information.

USDA Nondiscrimination Statement

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights
regulations and policies, this institution is prohibited from discriminating on the basis of race, color,
national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or
retaliation for prior civil rights activity.

Program information may be made available in languages other than English. Persons with disabilities
who require alternative means of communication to obtain program information (e.g., Braille, large print,
audiotape, American Sign Language), should contact the responsible state or local agency that
administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact
USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA
Program Discrimination Complaint Form which can be obtained online at:
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-
508-11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter
addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a
written description of the alleged discriminatory action in sufficient detail to inform the Assistant
Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The
completed AD-3027 form or letter must be submitted to USDA by:

1. mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or

2. fax: (833) 256-1665 or (202) 690-7442; or
3. email: program.intake@usda.gov.
This institution is an equal opportunity provider.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you.
Contact your child’s school.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica.
Communiques con la escuela de su nifio.

Revised June 2022 2



Medical Plan of Care for School Food Service
Please read pages 1 and 2 before completing this form.

Student's Name Date of Birth Grade Level/Classroom

Name of School/Site

Name of Parent/Guardian Phone Number of Parent/Guardian

Signature of Parent/Guardian Date

1. Provide an explanation below of how the student’s physical or mental impairment restricts the student's diet:

2. Describe the specific diet or necessary modifications prescribed by the state licensed medical authority to accommodate the
student’s needs:

3. List the food or foods to be omitted (please be specific) and recommended altermnatives, if appropriate.
Foods to be omitted:

Suggested substitutions:

4. Indicate texture modifications, if applicable:
[J Chopped/Cut into bite-sized pieces [ Diced/Finely Ground [ Pureed [1 Other:

5. List any required special adaptive equipment:

Name of Physician/Medical Authority & Title (Please Print) Provider Phone Number

Signature of Physician/Medical Authority Date

Signing the following section is optional but may prevent delays by allowing the school to speak with the physician/medical authority.

Health Insurance Portability and Accountability Act Waiver

In accordance with the provisions of the Health Insurance Portability and Accountability Act of 1996 and the Family Educational
Rights and Privacy Act, | hereby authorize (medical authority) to release such
protected health information of my child as is necessary for the specific purpose of Special Diet information to

(school/program) and | consent to allow the physician/medical authority to
freely exchange the information listed on this form and in their records concerning my child with the school program as necessary.
| understand that | may refuse to sign this authorization without impact on the eligibility of my request for a special diet for my child.
| understand that permission to release this information may be rescinded at any time except when the information has already
been released. My permission to release this information will expire on (date). This information is to be
released for the specific purpose of Special Diet information.

The undersigned certifies that he/she is the parent, guardian or representative of the person listed on this document and has the
legal authority to sign on behalf of that person.

Parent/Guardian Signature: Date:

Revised June 2022 3




'EMERGENCY CARE PL!

Name: D.0.B.:
Allergy to:
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.

Extremely reactive to the following allergens:

THEREFORE:

O If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
O If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ® ®

LUNG HEART THROAT MOUTH

Shortness of Pale or bluish Tight or hoarse Significant
breath, wheezing, skin, faintness, throat, trouble  swelling of the

repetitive cough weak pulse, breathing or tongue or lips
dizziness swallowing
COMBINATION
SKIN GUT OTHER of symptoms
Many hives over Repetitive Feeling from different
body, widespread vomiting, severe  something bad is  body areas.
redness diarrhea about to happen,
anxiety, confusion
dL L1 J1

1. INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency
responders arrive.

» Consider giving additional medications following epinephrine:

»  Antihistamine
»  Inhaler (bronchodilator) if wheezing

e |Lay the 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

e Alert emergency contacts.

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

MILD SYMPTOMS

® ©®

NOSE MOUTH SKIN GUT
ltchy or Iltchy mouth A few hives, Mild
runny nose, mild itch nausea or

sneezing discomfort

FOR MILD SYMPTOMS 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 ordered by a
healthcare provider.
2. Stay with the person; alert emergency contacts.

3. Watch closely for changes. If symptoms worsen,
give epinephrine.

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

MEDICATIONS/DOSES

Epinephrine Brand or Generic:

Epinephrine Dose: (o mg IM Oo.as mg IM Cos mg IM

Antihistamine Brand or Generic:

Antihistamine Dose:

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

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 5/2018



Food Allergy Research & Education

FARE  FO0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA

HOW TO USE AUVI-Q® (EPINEPRHINE INJECTION, USP), KALEO 9
1. Remove Auvi-Q from the outer case.

Pull off red safety guard.

Place black end of Auvi-Q against the middle of the outer thigh.

Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds.

Call 911 and get emergency medical help right away.

Ol S D

HOW TO USE EPIPEN® AND EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN e o

1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. i |
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.

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).

Remove and massage the injection area for 10 seconds.

Call 911 and get emergency medical help right away.

SURORROTE -8 COR00

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), USP
AUTO-INJECTOR, IMPAX LABORATORIES

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

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.

Put the 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.

Remove and massage the area for 10 seconds.

Call 911 and get emergency medical help right away.

SROROTE SR W

HOW TO USE TEVA'S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR, TEVA PHARMACEUTICAL

INDUSTRIES

1. Quickly twist the yellow or green cap off of the auto-injector in the direction of the “twist arrow” to remove it. 6 !
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward.

3. With your other hand, pull off the blue safety release. '

4. Place the orange tip against the middle of the outer thigh (upper leg) at a right angle (perpendicular) to the thigh.

5. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’.

6. Hold firmly in place for 3 seconds (count slowly 1, 2, 3).

7. Remove and massage the injection area for 10 seconds.

8. Call 911 and get emergency medical help right away.

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.):

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATIONSHIP: PHONE:
DOCTOR: PHONE; o 22 oo, NAME/RELATIONSHIP: PHONE:
PARENT/GUARDIAN: PHONE: NAME R E RTINS, BHENES

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 1/2019



