
ORCHARD VALLEY MIDDLE SCHOOL

OFICINA DE ENF'ERMERA ESCOLAR

MICHELINA TENUTO, BSN, CPN, CSN

(856) 582-5353 ext. 5631

Email: mtenuto@wtps.org

Consejos sobre formas deportivas
Estimado Padre / Tutor,

Paru garantizar los resultados de aprobaci6n m6s r6pidos por parte del m6dico del distrito, siga estos irtiles
consejos antes de enviar su documentaci6n fisica deportiva. Por favor asegfrese de que:

o Se completa un Cuestionario de actualizacion del historial m6dico (HHQ) si la fecha del examen fisico es mfs
de 90 dfas antes del inicio del deporte, las pruebas o las prfcticas. Si marc6 "si" para CoVid+, agregue la
fecha en que su hijo dio positivo. Si su hijo dio positivo en CoVid DESPUES de la fecha del examen fisico,
necesitarii una nota de autorizaci6n para volver apracticar deportes.

o Cualquier nuevo problema de salud identificado en el HHQ tiene una carta de autofizacion de su m6dico,
especialmente lesiones ortop6dicas/musculares, conmoci6n cerebral o problemas cardiacos.

o Si su hijo tiene asma/anaftlaxis, se adjunta un plan de acci6n para el asma/alergia.

o Usted y su hijo han leido y firmado la hoja informativa sobre muerte cardiaca sirbita.

*xx Recuerde que los ex6menes fisicos son v6lidos exactamente por un aflo calendario (365 dias) a partir de la
fecha del examen.

Plazos fisicos deportivos

Otoflo - 15 de junio

Invierno - I de noviembre

Primavera-ldefebrero

Tenga en cuenta que hay un tiempo de respuesta de 10 a 14 dias para las aprobaciones. A ningrin atleta se le
permitir6 participar/probar hasta que TODA la documentaci6n haya sido completada, enviada a la enfermera de
la escuela y aprobada por el medico del distrito. No se garantiza la aprobaci6n para participar si los documentos
se reciben despu6s de estas fechas.

Estos documentos deben ser minuciosos y completos para que el mddico del distrito apruebe la participaci6n de
su hijo en deportes. La enfermera de la escuela no puede hacer adiciones o cambios a estos documentos. Los
formularios incompletos se devolver6n a casa y retrasar6n la capacidad de su hijo para participar en el deporte
que desea.

CONSEJO UTIL: Puede devolverme los documentos por coffeo electr6nico (preferido) o su hijo puede
devolv6rmelos en la Oficina de Salud. Si decide enviarlo con su hijo, le recomiendo que conserve una copia de
los documentos completos en caso de que se extravien o se pierdan.

Saludos cordiales,

Michelina Tenuto, RN



This fornr should tre maintainetl by the healthcare provider conrpleti,g the physical exarn (rnedical home). It shoultl ,ot be sharedr'ithschools'ThcMedicalEligibilityFornt istheonlyfbrmthatshouklbesirbnrittedtoascho.l..thephysicalexamr,.stbe
completed by a healthcare provitler wh, is a Iicensecl physician, advanced p.actice,urse ur yrhysician assistant rvho has completed theStudent - Athlete cardiac Assessnlent Prot'essional Development module hostetl b1.the New )ersey Departnrent ofF,ducati.,.

r EVALUACION FISICA PREVIA A tA PARTICIPACION (orientoci6n provisionol)
TORII,IU[ARIO DE HISTORIAI. Ctil{ICO
Notr:: Complete y firme este formulorio (con lo supervisi6n de sus podres si es menor de 1 g ofros) ontes de ocudir o su ciio.
Nombre:

Fecho de nocimienio:
Fecho del exomen m6dico: Deporie(s):
Sexo que se le osign5 ol nocer (f, M o intersexuol): 2Con cu6l g6nero se identifico? (F, M u oko):

2Ho tenido COVTD-,l9? (eliio uno opci6n) fl Si rJ No
2Ho recibido lo vocuno contro el covlD- 1 9? (eliio uno opci6n): n si r.l No si lo respuesto es si, usled recibi6: tr Uno dosis fl Dos dosis

fl Tres dosis Ll Fecho de lo dosis de refuerzo
Mencione los podecimienios m6dicos posodos y octuoles que hoyo ienido.

2A'lguno vez se le proclic6 uno cirugio? Si lo respueslo es ofirmotivo, h"g" ,rnlr- d" 
"d", "" 

*"gr*
previos.

Medicomentosysuplementos:Enumereiodoslosmedicomentos."."';J
y nutricionoles) que consume.

2Sufredeolg0ntipodeolergio?Si.lorespuestoesofirmoiivo,h"s",
mento, ol polen, o los olimentos, o los picoduros de insectos).

Cuestionorio sobre lo solud del pociente versi6n 4 (pHA-4)
Duronle los alilmos dos senronos, 2con qu6 frecuencia expterimento olguno de los siguientes problemas de sqlud? (Encierre en un^t--,,1^ l^ -^--..--a .rcirculo lo respuesfo)

Ning0n dio
Se siente nervioso, onsioso o inquieto 0
No es copoz de deiener o controlor lo preocupoci6n 0
Siente poco inter6s o sotisfocci6n por hocer cosos 0
Se siente triste, deprimido o desesperodo 0

Mds de lo
Vorios diss mitod de los dios

12
12
12
12

Cosi iodos
los dios

J

J

3
.)
J

(Uno sumo )3 se considero positivo en cuolquiero de los subescolos,
lpreguntos 1 y 2 opreguntos 3 y 4] ofin de obtener un diogn6stico).

1 . 2Tiene olguno preocupoci6n que le gustorio
discutir con su proveedor de servicios m6dicos?

2Alguno vez un proveedor de servicios m6dicos
le prohibi6 o restringi6 procticor deportes por olg6n
motivo?

3. 2Podece olg0n problemo m6dico o enfermedqd
reciente?

2Alguno vez se desmoy6 o estuvo o punto de
desmoyorse mienlros hocio, o despu6s de hocer,
eiercicio?

5, 2Alguno vez sinii6 molestios, dolor, compresi6n
o presi6n en el pecho mientros hocio eiercicio?

2Alguno vez sinti6 que su coroz6n se ocelerobo,
polpitobo en su pecho o loiio intermiteniemente

{con loiidos irregulores) mientros hocio ejercicio?

Z. 2Alguno vez un m6dico le diio que tiene
problemos cordiocos?

2Alguno vez un m6dico le pidi6 que se hiciero
un exomen del coroz6n? Por eiemplo, eleciroc-
ordiogrofio (ECG) o ecocordiogrofio.

9. Cuondo hoce ejercicio, 2se sienie moreodo o
siente que le fcrlto el oire mds que o sus omigos?

1 0. 2Alguno vez tuvo convulsiones?

(D6 uno explicoci6n poro los preguntos en los gue
coniesl6 "Si" , en lo porte finol de esle formulorio.
Encierre en un circulo los pregunlos si no sobe lo
respuesto).

PREGUNTAS SOBRE 5U SAIUD
CARDIOVASCUIAR

PREGUTTTAS SOBRE SU SATUD

(coNrrNuAcr6N)



1 I . 2Alguno de los miembros de su fomilio
o poriente muri6 debido o problemos
cordiocos o tuvo uno muerte s(bito e
inesperodo o inexplicoble ontes de los

35 ofros de edod (incluyendo muerte por
ohogomiento o un occidente outomovilistico
inexplicobles)?

12. 2Alguno de los miembros de su fomilicr

podece un problemo cordioco gen6tico

como lo miocordiopotio hiperir6fico (HCM),

el sindrome de Morfon, lo miocordiopotio
orritmog6nico del ventriculo derecho
(ARVC), el sindrome del QT lorgo (LaTS), el

sindrome del QT corto (SaTS), el sindrome

de Brugodo o lo toquicordio veniriculor
polim6rfico cotecolomin6rgico {CPW}?

'l 3. 2Alguno de los miembros de su fomilio
utiliz6 un morcoposos o se le imploni6 un

desfibrilodor ontes de los 35 onos?

I 4. 2Alguno vez sufri6 uno frocturo por estr6s o uno
lesi6n en un hueso, m[sculo, ligomento, orticuloci6n
o tend6n que le hizo foltor o uno prdctico o

iuego?

15. 2Sufr"e olguno lesi6n 6seo, musculor, de los

ligomentos o de los orticulociones que le couso
molestio?

16. 2Tose. sibilo o experimento olguno dificultod
poro respiror duronte o despuds de hocer
eiercicio?

17. {e folto un rifr6n, un ojo, un testiculo (en el

coso de los hombres), el bozo o cuolquier oh-o

6rgono?

18. 2Sufre dolor en lo ingle o en los testiculos, o
tiene olguno protuberoncio o hernio doloroso en

lo zono inquinol?

1 9. 2Podece erupciones cutdneos recurrentes o que
oporecen y desoporecen, incluyendo el herpes o
Stophylococcus oureus resistenle o lo meticilino
(MRSA)?

Por lo Presenie decloro que, seg0n mis conocimientos, mis respuestos o los preguntos de esfe formulorio
est6n Gompletos y son Gorrectqs.
Firmo del otleto:

Firmo del podre o tutor:

Fecho:

Proporcione uno explicoci6n oqui poro los preguntos en
los que contest6 "Si".

@ 2O23 A'mer.icott Acodemy of Fomily Physicions, Americon Academy of Pediotrics, Americon College o{ Sports Medicine, Americon Medicol Society for Sporrs Medicine,

educolivos no comercioles, siempre que se oforgue reconocimienlo o los oulores.

20. 2Alguno vez sufri6 un troumolismo croneoencef6lico

o uno lesi6n en lo cobezo que le cous6 confusi6n, un

dolor de cobezo prolongodo o problemos de memorio?

21. 2Alguno vez sinti6 odormecimiento, hormigueo, debili-

dod en los brozos o piernos, o fue incopoz de mover los

brozos o los piernos despu6s de sufrir un golpe o uno

coido?

22. 2Alguno vez se enferm6 ol reolizor eiercicio cuondo

hocio color?

23. ;Usted o olg6n miembro de su fomilio
tienen el rosgo o lo enfermedod de los

c6lulos folciformes?

24. 2Alguna vez tuvo o tiene olg(n problemo con sus oios o

su visi6n?

25. 2Le preocupo su peso?

26. 21sl6 troiondo de boior o subi. de peso, o olguien le

lecomerrd6 que boie o subo de peso?

27. 2Sigue olguno dieto especiol o evito cierios tipos o
grupos de olimentos?

28. 2Alguno vez sufri6 un desorden olimenticio?

29. 2Ho tenido ol menos un periodo
menstruol?

30 24 los cudrrlos ofros tuvo su primer periodo menstruol?

31. 2Cudndo fue su periodo menslruol m6s reciente?

32. 6Cudntos periodos menstruoles ho ienido en los iltimos
I 2 meses?

PREGUMAS SOBRE I.A SALUD

CARDIOVASCUIAR DE SU FAMITIA

No estd

sequro/o si No

PREGUNTAS SOBRE tOS HUESOS Y LAS

ARIICULACIONES si No

PREGUNTAS SOBRE CONDICTONES MEDrcAS si No

PREGUMAS SOBRE CONDICIONES MEDTAS
(CONI'NUAC'6N) si No

No estd

seguro/o

PREGUNTAS SOBRE Et PERiODO MENSTRUAT N/l si No



Cuestionario de actualizaci6n del historial m6dico del Departamento de Educaci6n de Nueva Jersey

Nombre de Escuela:

Para participar en un equipo o escuadr6n att6tico interescolar o intramuros patrocinado por la escuela,
cada esfudiante cuyo examen fisico se complet6 m6s de 90 dias antes del primer dia de pr6ctica oficial
deber6 proporcionar un cuestionario de acttalizaci6n del historial m6dico completado y firmado por
el oadre o tutor del estudiante.

Estudiante: Edad: Grado:

Fecha del riltimo examen fisico: Deporte:

Desde el fltimo examen fisico previo a la participaci6n, ;su hijo / a:

L iSe le ha recomendado mddicamente que no participe en un deporte? si il *" il

2. iHa sufrido una conmoci6n cerebral, ha estado inconsciente o ha perdido la memoria por un golpe en

la cabeza? Si il *" il

3. 1,Se ha roto un hueso o se ha torcido / dislocado / dislocado algin mrisculo o articulaci6n?

siI N"il

4. 6Desmayado? Si No

En caso afirmativo, describa en detalle:

En caso afirmativo, explique en detalle:

En caso afirmativo, describa en detalle:

iEn caso afirmativo, fue durante o inmediatamente despu6s del ejercicio?



5. iDolor en el pecho, dificultad respiratoria o "coraz6n acelerado?"
En caso afirmativo, describa:

sril x"il

6. 6Ha habido antecedentes recientes de fatiga y cansancio inusual? t, f] *" il
7. 6Ha sido hospitalizado o ha tenido que ir a urgencias?

Si es si, expliquelo en detalle:

8. Desde el irltimo examen fisico, ;ha habido una muerte sirbita en la familia o algrin miembro de la

t,il *"il

farnilia menor de 50 aflos ha tenido un ataque cardiaco o "problemas cardiacos"? Si f] *" il
9. lcomenz6 o dej6 de tomar algirn medicamento recetado o de venta libre? siil *"il
10. 6Le han diagnosticado Coronavirus (COVID-l9)?

Si se le diagnostic6 Coronavirus (COVID-19),

Si le diagnosticaron Coronavirus (COVID-19), 1,fue hospitalizado su hijo/a? sl il *" il

Firma del padre / tutor:

Devuelva el formulario completo a la enfermeria de la escuela.

siil *oil
6su hijo/a tuvo sintomas? Si il *" il

Fecha:



This form slrould fs maint,ined by the healthcare provider completing the physical e.'.a* (nnedical home). It shouldnot be sharcd
with scihools. The medical eligibilif forrn is the only forrn that should be submiued to a school. The physical exam must be
complete.d by a healthcare provider who is a licensed physician, advanced practice nurse or physician assistantniho has completed the
Surdent - Athlete Cardiac Assessment Professional Development module Ilosted by the NewJerseyDepargrrent of Education.

I PREPARTICIPATION PHYSICAI EVATUATION (lnterim Guidonce)
PHYSIOT TXAMINATION TORM

Nome: Doie of birth:

PHYSICIAN REMINDERS

I . Consider odditionol quesiions on more-sensitive issues.
. Do you feel stressed out or under o lot of pressure?
. Do you ever feel sod, hopeless, depressed, or onxious?
. Do you feel sofe ol your home or residence?
. Hove you ever tried cigoreites, e-cigoreltes, chewing lobocco, snuff, or dip?
. During the post 30 doys, did you use chewing toboico, snuff, or dip?. Do you drink olcohol or use ony other drugs?

' Hove you ever token onobolic steroids or used ony olher performonce-enhoncing supplement?

' Hove you ever token. ony supplements to help you goin or lose weight or improve your performonce?. Do you weor o seot belt, use o helmet, ond use condoms?
2. Consider reviewing questions on cordiovosculor symptoms (O4-O13 of History Form).

" Consider electrocordiogrophy (ECG), echocordiogrophy, referrol io o cordiologist for obnormol cordioc history or exorninoiion findings, or o combi-
notion of those.

Nome of heolth core professionol {print or hype):

Address:

Sigrroiure of heolth core professionol: MD, DO, NP, or PA

Dote:
Phone:

Height: Weight:

BP:/{/lPulse: Vision: R 20/ L2O/ Corrected: t-l Y tt N

Previouslyreceived COVID-lgvoccine: nY n N
AdrninisieredCOVID-lgvoccineotthisvisit: nY LIN IIyes: tlFirstdose flseconddose []Thirddose nBoosierdote(s)

Appeoronce

' Morfon stigmoto (kyphoscoliosis, high-orched polote, pectus excovotum, orochnodoctyly, hyperloxity,
myopio, mitrol Lqlve prolopse [MVP], ond oortic insufficiency]

Eyes, eors, nose, orrd throot
. Pupils equol
. Heoring

Lymph nodes

Heorl'
. Murmurs (ouscultoiion stonding, ouscuhotion supine, ond t Volsolvo moneuver)

Lungs

Abdomen

Skin

' Herpes simplex virus (HSV], lesions suggestive ol rnethicillin-resisionl StopAy/ococcus c)ureus {MRSA), or
tineo corporis

Neurologicol

Neck

Bock

Shoulder ond orm

Elbow ond foreorm

Wrist, hond, ond fingers

Hip ond thigh

Knee

Leg ond onkle

Foot ond loes

Functionol
. Double-leg squot tesl, single-leg squot tesi, ond box drop or step drop lest

ocknowledgment.

EXAMINATION

covlD-rg vAcctNE

MEDICAL NORMAT ABNORMAT TINDINGS

MUSCULOSKEI.ETAI NORMAT ABNORMAT FINDTNGS



This form should be maintained by the healthcare provider completing the physical exam (medical home). lt should not be
shared with schools. The Medical Eligibility Form is the only form that should be submitted to a school.

I PREPARTICIPAIION PHYSICAL EVALUATION

ATHLETES WITH DlsABlLm ES FORM: SUPPLEMENTTo THE ATHTETE HISTORY

Date of birth:

l. Type of disability:

2. Date of disabiliry:

3. Classif icatio n (if available ):

4. Cause of disability (birth, disease, injury, or other);

5. List the spor-rs you are playing:

5. Do you regularly use abrace, an assistive device, oraprosthetic device fordaily acrivities?

7. Do you use any special brace or assistive device for sports?

8. Do you have any rashes, pressure sores, or other sl<in problemsl

9. Do you have a hearing loss? Do you use a hearing aidl

0, Do you have a visual impairmentl

l. Do you use any special devices for bowel or bladder function?

2. Do you have burling or discomfort when urinating?

3. Have you had autonomic dysre{lexial

14. Have you ever beendiagnosed as having a heat-related (hyperthermia) orcold-related (hypothermia) illnessl
5. Do you have muscle spasticity?

16. Do you have frequent seizures rhat cannot be controlled bymedication?

Explain "Yes" answers here.

Atlantoaxial instability

jltoqaphic (x-ray) evaluation for arlanroaxial insubility
Dislocated joints (more than one)

Easy bleeding

Enlarged spleen

Hepatitis

Osteopenia o r osteoporosis

Difficulty conrolling bowel

Difficulty controlling bladder

Numbness or tingling in arms or hands

Numbness or tingling in legs or feet

Weakness in arms or hands

Weakness in legs orfeet
Recent change in coordination

Recent change in abiliry to wall<

Spina bif ida

Latex allergy

Explain "Yes" answers here.

Please indicate whether you have ever had any of the following conditions:

I hereby state that, to the best of my knowledge, my answers to the questions on this form are complete and correct.
Signature o{athlete:

Signature of parent or guardian:

Date:

@N19 American Academy of Fmily Physicians, Aneilcan Acfdemy ol Pediatrics, American CatteEe of Spcits |,ledicine,
Orlhopaedic Sociely ,0r Sporls Medlc,ne, ard Anerican Osleopalhic Aca.f-ny ot Sptrls lledicine. permission isgranted
acknowledgment.

Anerican Mdica! Suiety

Io teprinl fu noncomtnercial,

for Spols fuledicine Atnerican

educali on al purposes y/ilh

Yes No

Yes No



#slll,m,* *9,*llJ] gnl, IJ,1!l;"pJy 
d e nt PA@NJ r ffii"*. rmr ffi

lPlease Printl
Name Date of Birth Effective Date

Doctor

Phone

Parent/Guardian (if applicable)

Phone

Emergency Contact

Phone

HEATTHY (Green Zone) llll) 3E d?!lv control medicine(s|. some inhalers may be-'-' '---r more effective with a ,,spacer,, - use if directed,
MEDICINE HOW MUCH to take and HOW OFTEN to take it
t] Advairo HFA [J 45, I] 115, tr 230 _2 puffs twice a day
[lAerospanila []l []2puffstwiceaday
[-l Alvesco'], {.j 80, I 160 [ 1 l] 2 pufts twice a day

[] Flovent(, - 44 , A ] 1 0, t-l 220 ---'''.-'....'...'----2 pulls trarice a day
[] 0var(!' I-l 40, D B0 

-t] 

l, L- 2 puffs twice a day
[]Symbicortro|l80,l]]60-ll1]2pUf{StWiCeaday
E Advair Diskus(, fl 100, tr 250, [] 500 

--1 
inhalation tr,vice a day

[] Asmanex(i)Tvuisthaler(Ef] 110, Ll 220 v l, i-l 2 inhalations[] once orEtu,riceaday
U Flovent(! Diskus6) I_l 50 ll 100 i'. 2S0 ---l inhalation twice a day
fl Pulmicort Flexhaler'i f! 90, I-l 'l 80_------tr 1 I 2 inhalations l--l once or [_] h,vlce a day
| ] PulmicortRespules@(Budesonirte) I I0.25,I I0.5 t I1,0_l unitnebulizedi ronceori ltwiceaday

Lf Singulaif, (tvontetukasr)tl4, fl 5, Ll 10 mg _l tablet daily
U Other

[] Dulera(" tr 100, Ll 200

ll None

2 puffs turice a day

Remember to rinse your mouth after taking inhaled medicine.
lf exercise triggers your asthma, take

And/or Peak flow above

You have 411 of these:
. Breathing is good
. No cough or wheeze
. Sleep through

the night
. Can work, exercise,

and play

Triggers
Check all items

1 that trigger
palient's aslhma:

J COIdS/fIU

il Exercise

:J Allergens
r.> Dust [/ites,

dust, stufled
animals, carpet

:> Pollen - trees,
graSS, VrreedS

o Mold

l: Pets - animal
dander

o Pests - rodents,
cockroach es

ii 0dors (lrritants)

.) Cigarelte srnoke
& second hand
smoke

o Perfumes,
clean in g

prod u cts,
scented
prod ucts

o Smoke f rom
burning wood,
inside or outside

rl Weather

r> Sudden
tem peratu re
change

:) Extreme v/eather
- hot and cold

o 0zone alert days

U Foods:

_ puff(s) _minutes before exercise.

[,-ltt1]'fllt0Rll (Valtomr zome) [[ilft )
You have €ayof these:
. Cough
. [\i ild wheeze
. Tight chest
. Coughing at night
. Other:

lf quick-relief medicine does not help vuithin

1 5-20 minutes or has been used more than
2 times and symptoms persist, call your
doctor or go to the ernergency room.

And/or Peak flow from_ to

Gontinue daily control medicine{s) and ADD quick.relief medicine(sf.

MEDICINE HOW MUCH to take and HOW OFTEN to take it
r Albuterol MDI (Pro-air"r or Proventrl,) or Ventolinr)) _2 puffs every 4 hours as needed
n Xopenex@.

I Albuterol tr 1.25, [ 2.5 nrg

f Duonebo

2 puffs every 4 hours as needed

1 unit nebulized every 4 hours as needecl

1 unit nebulized every 4 hours as needed
r Xopenex{i (Levatbuteroi)l-l 0.31, Ll 0.63, r 1.25 mg _i unit nebulized every 4 hours as needed
[l Combivent Respimato I inhalation 4 times a day
n lncrease the dose of, or add:

tr 0ther
. If quick.relief medicine is needed more than 2 times a

week, except before exercise, then call your doctoh
EMEBGEiIGY (Bed zone) llll)

And/or
Peak flow
below

Your asthma is
getting worse fast:
. Quick-relief medicine did

not help within 15-20 minutes
. Breathing is hard or fast
. Nose opens wide. Ribs show
. Trouble walking and talking
. Lips blue. Fingernails blue
. 0ther:..--.---...-......-.-...-.--

Take these medicines NOW and GALL 9I i;
Asthma can be a life-threatenins illness. Da not waiil
MEDICINE HOW MUCH to tat<e and HOW OFTEN to take it
L l Allluter0l IMDI (Pr0-airo or Proventil@ or Ventolin(,) _-4 puffs every 20 minutes
l. 1 XoPenexrrr puf{s every 20 rninutes

I unit nebulized every 20 minutes
I unit nebulized every 20 minutes

E Albuterol L-l 1.25, lJ 2.5 nrg
fl Duoneb€)

r xopenex.r(Levalbuterot) r 0.31, r 0.63, tJ 1.25 mg 

-1 
Lrnit nebulized every 20 minutes

I Combivent Respimat(',
I Other

1 inhalation 4 times a day

U other:

()-

This asthma trealment
plan is meant to assist.

not replace, the clinical

decision-making

required to meet

individual patient needs,

Permission lo Sell-administer Medication:
l l This student is capable and has been instructed

in the proper method ol self-administering ol the

non-nebulized inhaled medications named above
in accordance lvith NJ Lau

t'l This student is not approved to selt-medicate.

PHYSI C IAN/APNiPA S IG NAIU B E

Physician's 0rders

PARENT/GUARDIAN SICNATU RE-

PHYSICIAN STAIMP

Make a copy for parent and for physician lile, send original to school nurse or child care provider.

')
o
,:)

Perfl sstor l0 reDroCucd llitn( loflr . vlvlv.prcnj.org



Asthma Treatment Plan - Student
Parent lnstructions
The PACNJ Asthma Trealmenl Plan is designed to help everyone understand the steps necessary for the
individual student to achieve the goal of controlled asthma.

1. Parents/Guardians: Before taktng this form t0 y0ur Heatth Care Provider,complete the top le{t section with:

'Child's name . Child's doctor's name & phone number . Parent/Guardian's name
' Child's date of birth . An Emergency Contact pers0n's name & phone number & phone number

2. Your Health Care Provider will complete the following areas:
. The effective date of this plan

'The medicine information for the Healthy, cautron ancl Emergency sections
' Your Health Care Provider will check the box next to the medication and check how much ancl how often to take it
. Your Health Care Provider may check "OTHER,' and:

* Write in asthma medications not listed on lhe form
* Write in additional medications that will conlrol your aslhma
.:. Write in generic medications in place of the name brand on the form

'Together you and your Health Care Provider will decide what asthma treatment rs best for your child to follow

3' Parents/Guardians & Health Care Providers together will discuss and then cornplete the following areas:
'Child's peak flow range in the Healthy, Caution and Emergency sections on the left side of thelorm
. Child's asthma triggers on the right side of the {orm

' Permission to Sel{-admtnister IVedicatton section at the bottom of the form: Discuss your child's ability to self-administer the
inhaled medications, check the appropriate box, and then both you and your Health Cire Provider musi sign and date the form

4. Parents/Guardians: After completing the fonn with your Heatth care provider:

' Make copies of the Asthma Treatment Plan ancl give the signed origrnal to your child's school nurse 0r child care provider
. Keep a copy easily avatlable at home to help manage your child,s aithma
'Give copies of the Asthma Treatment Plan to everyone who provides care ior your child, for example: babysitters,

betore/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

I hereby give permission for my child to receive medication at school as prescribed tn the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly labeled by a pharmacist or physician. I also give permission for the release and exchange of
information between the school nurse and my chilcl's health care proviciei concerning my child's health and medications. ln addition, I

understand thatthis tnformation willbe shared with schoolsta{f on a need to know basis.

Parent/Guardian Signatu re Phone Date

Parent/Guard ian Signatu re Phone Date

FILL OUT THE SECTION BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CHILD TO
SELF.ADMINISTER ASTHMA MEOICATION ON THE FRONT OF'THIS FORM.
RECOMMENDATIONS ARE EFFECTIVE FOR ONE (1) SCHOOL YEAR LNU AND MIIST BE BENEWED ANNIJALLY

llIdorequestthatmychild.b-e4!L01tr,tDtocarrythefollowingmedication forself-administration
inschoolpursuanttoN.J,A.C:.6A:16-2.3.lgivepermissionformychildtosffipieSCnbedmthisAsthmaTreatment
Plan for the current school year as I consider him/her to be res[onsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription container. I understand that the sdhool disirict, agents and its employees
shallincur no liability as a result of any condition or injury arising f rom the self-administration by the student of thi medication prescribed
on this form' I indemnifu and hold harmless the School District, itiagents and employees against any claims arising out ot self-administration
or lack of administration of this medication by the student.

i. l I D0 N0T request that my child self-administer his/her asthma medication.

NJ
Sponsored by

AMERICAN
LUNG
ASSOCTATTON



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form is the only form that should be submitted to
school. It should be kept on file with the student's school health record.

Student Athlete's Name

Datc oflExam

Date o1'Birth

Medically eligible tbr all sports rvithont r.estriction

N4edically eligible fcrr all sports without restriction with recommcntlations for further cvaluation or trcatlncnt of

o Mcdically eligiblc for cerrain sp<>r1s

o Not rnedically eligible pending f'urther evaluation

o Not nredically eligible fbr any sports

Itccommcndations:

I have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outiined on tt ir form. A copy of
the physical examination findings- are on record in my office and can be made uruilubl" to the-school at the request of the parents. Ii
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical e6gibitity until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

Signaturc of lrhysician, APN, PA

Acldress:

{.}ilici: sta* rp (:priiirL;ll}

Narre of healthcare prot-essional (print)

I certily I have completed the Cardiac Assessttrent Profcssioual Developrrent Moclule developed by the New .Icrsey l)epartment of
E,clucation.

Si gnature of healthcare provider

Shared Health Inlbrmation

A llergies

Medications:

0ther inf oruration:

Emeryr,ncy ContaOts:

pLt rpos es v i Ih a ckn ol;ledgmen t.

*This form has been modified to meet fhe sfatules set forth by New Jersey.

o

C)



tcl
o
:,n
oo
ng
o
cr
o
-o

.oofr
} EJ trg O* 3i fi'a agerDr:o-F

-ns;r\'i-: !.J{ Xo:l- lrt;JBEb'Oa b;'ax l^ie n3l o* i1i 5
rEa;+-E = 

(* o
3. EE# E9 P 2- o.i +" tct

s3q,q3 
=it;O,E5u

$i$$; flggiE$ ;$gg 
gsfi*fl grfiu1 Es[ii * rla$$$

gEi,'rE$$i[ s$ $rea I u 
3$"5' 

aril nfr $5 
ffi]$ 6lf g* 

,6ffi#,

=c
mv
{
In

o
7
E'
I\

o
D

o
C
tr
I
{
D
IrI

=

Tr
m-l
Do

L
o
m
2,
mo

oIt-
==ogl6U)
rt-t CLo f B)a+ \1, a+
$11 Oa o, at-. 

-o. ct ki
-v';$'q,

e88ooa
AE
,.+$s)

!Pvu
:iJiq
JU
:3:F:o,., A]ah
;(tits:\4
3O
i'u-(}

I ,-t
mO
t(A

ofc.-0)il=::--
eY:l.E*9rr-3: 

= 
gI 

= 
d &5i g:-o q b d s,D--a." ^ I a o o oo,Pb'deE-#t9=;:o=i^I^o)q 3 6 p e t 6 6--(,iX;c36i;6y.il _ ;; JD rD iD O!

o 9'; X o., o-oQ6
? 

= 
5 b';Q s eSi; l-l o ap! '' e_sg;aRU'E.se--ocusJ6-.'

,x 13 3 B e *E e*.31! *r;g &IrE;gBilX.3
=#q_a:iq1E(o-.o*or3o3or
ro.ilo - o-^'o TPR-ats 3 -:o B

i =r- - I :llr.dU:J

or-ho)
33
<o
oit
tua;Eto-
=il'oii
['r
PS:
Oor
-a
Cl
f^,

oaDht
rD *.

o.
.D

o

rDC'\:
h.-TrU, i {E
-At=B_E6 6i
rD or O_f
!- O- (D o)

- -: ni

BH 1rcEU?a (U - U
v-rn
aH66-
-n-i-
\JCrDO!2:fhO
-uo_c.-oor o-J
OOJ O rD

o;'o i
e 4e a
^'1-ds:.anr

=r^oJ:e f '3m

o:Sn r
dL'OO)
vvJ<
a O c.i
or4 i o
! rro.iYil=o
aTzi'oe:tu
<^-iO
O19fo):r:;on
uOhoJ+-o o IocclqrOO9.
3rooS
Qr-oJ.AQO

oiic=
3 -bE g'
oCO

='orlD ,

f

C
rD

o
a

O)

OJ
N
0l

o
(c

E
o
o.
a

o
?

>8.aa
(lH
E'E
R.g
=h

f-
\r

\
f-
=.N

€.

l-rDoo,b5-
5dJ

€ $E
;I vt iDiPe
'or=b*x
5.ed
s.o.J

^=;s

ffi

dE o)

,x .D o,E53
:J.-

P,= 6-rD*
9Eafi
aO-€'oo:r
^oib'3

!
o,
il

:r-
Ui OJ

o-{

rDU
+Io*
On
Jo
O-.
!9.qs
Pro
o69
o--
rD

rS

U
tTl

F(,:,q542
?FtA ITI

ZE;z
42
uiU=
Ea> rflH<
oz

C
m
7{
m
o
7
(,

+Hoo
tD u)

E3
ot t-

fE
oro
EEocL
1X'

0,

I.a



i$eE$+EiIEi'$gFi

f if,gf ft$$ur N H E5 E

$r$r[; +EEE$$ r$r-3;BEt '8 
I i +g $EEdEeXd :5s SH*!X] RE EdB ;.38

=* 
g$ &"u B=;i;"Si ' BEq€f, hd - 'H

a a a a a a a f :ra m
n t 6 Q g E FE i A U A P e = E F * p 3'E F',p s! :6' i= +[NF E'? $fi E g E g f :.ilt
'q[ a;tlxisl Ei $; sg 

-g rri*Sng;q' fq'e#; -eeE;*? :1Is=iE;f;driqrT E Ara q63na'a'; riei:5n i =q= lqgSsg: : [+i*oit -u 6 e6" f d.:go; j. u! -,:. =+.d + { o- ? 3 o o O'd X ,o'! d h < OJ <\Y 
^ ^ = 

d = Y - - v *)= _ ^.r-.L:.H = .o Id d AreBE6d € f ;[q=5 ry ; .f +no,a€ ilE. IenFn fr {;E 3-3r-+k g - b - o k ro- ; 0 -i - - < 36:: j o?;ry:=) '!- n oo I 9nnccE 4 *E-#liaa + il ox ? dqm
i1o -d:r.;=f ail; A 5 g!. 6 56;3-e ry nEnsil6- n B Xq il q6'3
o J. € - ll.; o_-9 E 

= 
u 

= o I-o n
;Lo' h : o s o-t d 6 or 9' - xi E or;H I tsgf3. s s$.' 3. a3$n il;#X- " ;5 S r;"e

f=:l00;64vdrDh(D

$ 
gEi; 

$ H r+[flg$EE rrE i$33t$ EEsrEa+r
Eaa$+ar +$f lli+56$g $9$[ilfii9f Sttf;$
$i*+$uE 

-flif,[[+rIiE 
+E**[; 

u**s$*s'
;Iris$E rEisEa+}$[ H€E[; $3l*$asa

$f;I$r$;$g1rgr$i$$il[Es'ErI[[$$ix: h.o t ,Bs o- B r S3f; o,
OoroJtP=.

o rD rD o-'o:3 D-H do3+HE; aR e 3-5g;d:9 +5 i
"^i^dg
J<V^str59t=lod
='l-i 6 o -oJ --^(O o,{.6Hq:
gl. h !r =i f,
=ro - ?2
o-o-tdt} Io - d;d'b-
-rD6:r^i I e *b'

J*JVdc.1 --- a
^q-=a:6:6 J !.OhFo.

,^6

tu =<
rD

€sf s$F isiE;E+f 3aE€
a q e I gE i: n fi 3 3 ; I n n d s:
iqi; iH $E = 

3sil:3; +6 F

B;ga$m$fi$fBfEi6EE$
:i 3 p g I i '' B + q # u 

= 
h ; i'= P

rf;EIi iIfgstH[E, [g
s = a i: i = * fl [ iE $ 

g*1 t 3 AA d 9o 6 E

+ [i3s 5, Ifi.B[[g-d;TI ['6 3 Ho- Eq, *Hg= * i q,= B_ ; o
3- v - - H h

! (o rD ! O_ c o o_- o o ar I rD t..)

[$l[r$sgIgEs;+E
!**sl;E;:5[3f[$
ra: +3;EtFf g'IiaE
: 5 i ; 3 51 3 5 8.3 € 3 g r
s r; ; - a E u 

311B# i ;rftt It' +$rE 
il 6 *n rfl+ts* =au Isa, ]5--.ru:J^it:n;+;rD-

ildo' or bj Ko

Q-c f -rDo*r-(,OJ il
3 il'Q e

^ 
5 il'dtsn- =69Hilo,hXo.,= oJ u o.-))j ilo oror: tEhJvl

g a S!
!! rD -Oil.ilo'[40 t
&sd-tsrD rD A'rD
hJ='J

HoSR;g3i
!+ rD -o ;l
+d-=6'P 6;
*m u
v9
OOAq

rD

C
mn
{
m

C)

n
U

o

a
C.
@

-{

.', m,,: z
:t:: -{,i.r r
iim
,; --1

ia
,: (-
io.,.:(.,,, m,;;: Z
qm
l: ..
lt'

,D (r.xno.c:, o,
ooaorDt^6c,
O-3
3.*lD-
fffr6=

9.6
FS
c. 6'
sdot^.^O,
lD.1

gE
Is
flB

o



Srnrs or Npw lrnsrv
DEpanTMENT or EDUCATToN

Folleto sobre muerte cardfaca sribita
Hoja de firma

Nombre del distrito escolar:

Nombre de la escuela local:

Reconozco / reconocemos que recibimos y revisamos el folleto Muerte cardiaca sribita en atletas
j6venes.

Firma del alumno:

Firma del padre o tutor:

Fecha:


