Medical Form Packet

If your child will be taken any medication at camp or
has a medical problem that the camp nurse should be aware of,
Please complete the following forms.

Please bring forms and medicine to the camp trailer on the first day of camp.
Staft will be available that day starting at 8:30 a.m.

Please make sure all forms are filled out properly
and are signed by your physician.



AUTHORIZATION FOR THE ADMINISTRATION OF MEDICATIONS BY CAMP PERSONNEL
If 2 Youth Canp chooses to adnunister medications, the New Jersey State Law and Regulations require an authonzed presenber (M.D., P.A. or APRN) or dentist’s
wiitten order AND parent or guardian’s authonzation for a murse or camp personnel with current Medication Admumstration Traming to admimister medications.
Medications must be i pharmacy prepared contamers and labeled wath the name of the cluld. name of the medication. strength. dosage. frequency, authonzed
prescniber or dentist’s name and date or ongmal prescnption. Over the counter medication must be m the onginal contamer and labeled wath the chuld's name.
AUTHORIZED PRESCRIBER OR DENTIST'S ORDER:

Date of Order:
Name of Child: Dateof Birth: __ /[
Street Address: City/Town: State: Zip:

Condition for which the medication is being administered during camp hours:

Medication: Name of medication, dosage and method of administration:

Times of administration: Medication shall be administered from: _ /_/  through /

Relevant side effects to be observed. if any:

If there are side effects. plan for management:

Is this a controlled medication?

Allergies. reaction to, or negative interaction with food and drugs? If yes. list:

AUTHORIZED PRESCRIBER'S OR DENTIST'S INFORMATION (PLEASE PRINT):

Authorized Prescriber’s of Dentist’s Name: Telephone number:
Street Address: City/Town: State: Zip:
Authorized Prescriber’s or Dentist’s Signature: Date:

AUTHORIZATION BY PARENT/GUARDIAN FOR ADMINISTRATION OF ABOVE MEDICATION
I hereby request that the above medication, ordered by the authonzed presenber'dentist for my chuld,
be adoumstered by d:enm*.eorcamppewnmlwﬂhmthhdmahm;ldmmsmannmg_Imh*nﬁ&mlmmhhlmﬁmm&hmbed
medication in the ongnal container dispensed and properly labeled by an authonzed presenber. dentist, or pharmacist. Over the counter medications shall be in the
onginzl contamer labeled by the parent with the cluld’s name I understand
that this medication will be destroved 1if 1t 15 not picked up within one (1) week following the terounation of the order.

Parent/Guardian Name:

Relationship to Camper:

Street Address: City/Town: State: Zip:

Parent/Guardian Signature: Date: Emergency Phone Number:

SELF ADMINISTERED INHALER/EPIPEN OR MEDICATION FOR LIFE THREATENING ILLNESS
***Ths 15 only for life threatening 1llnesses, not over the counter medications!***
A camper may be permutted to self-admumister a medication for a life threateming allergy or 1llness. The parent must understand that the canp wall not accept any
responsibility formjm'ymgng&omtba self medication and sizn the following statement to that effect. I hereby mive permussion for niy child,
to self-adounister . which 15 3 medication requured for the following medical condition

. My child 1 capable of. and has been instructed m the proper adnunistration of the required medication. I understand
that the 4" and Inches Football Camp will not be held responsible for any injury ansing from self-administration.

Parent/Guardian Name:

Parent/Guardian Signature: Date:
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Asthma Coalition
of N::: j..-.l.y Asthma Treatment Plan

“Your Pathway to Asthma Control Patient/Parent Instructions

Oviginal PACNT approved Plan avalabie at

www, pacnj.org

< The Pediatric/Adult

The PACNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for
the individual patient to achieve the goal of controlled asthma.

1. Patients/Parents/Guardians: Before taking this form to your Health Care Provider:
Complete the top left section with:
« Patient’s name » Parent/Guardian’s name & phone number
« Patient’s date of birth « An Emergency Contact person’s name & phone number
= Patient’s doctor’s name & phone number

2. Your Health Care Provider will:
Complete the following areas:

« The effective date of this plan

« The medicine information for the Healthy, Caution and Emergency sections

« Your Health Care Provider will check the box next to the medication and circle how much and how often to take it

* Your Health Care Provider may check “OTHER™ and:
< Write in asthma medications not listed on the form
« Write in additional medications that will control your asthma
< 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 is best for you or your child to follow

3. Patients/Parents/Guardians & Health Care Providers together:
Discuss and then complete the following areas:
« Patient’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
« Patient’s asthma triggers on the right side of the form
« For Minors Only 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 Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
» Make copies of the Asthma Treatment Plan and give the signed original to your child’s school nurse or child care provider
« Keep a copy easily available at home to help manage your child's asthma
» Give copies of the Asthma Treatment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

This Asthma Treatment Plan is meant to assist, not replace, the clinical decision-making required to meet individual patient needs.
Not all asthma medications are listed and the generic names are not listed.

Disclaimers:

The use of this Website/PACNJ Asthma Treatment Plan and its content is at your own nisk. The content is provided on an “as is” basis. The Amencan Lung Association of the
Mid-Atlantic (ALAM-A), the Pediatric/Adult Asthma Coalition of New Jersey and all affiliates disclaim all warranties, express or implied, statutory or otherwise, including but not
limited to the implied warranties or merchantability, non-infringement of third parties’ rights, and fitness for a particular purpose.

ALAM-A makes no representations or warranties about the accuracy, reliability, completeness, currency, or timeliness of the content. ALAM-A makes no warranty, representation
or guaranty that the information will be uninterrupted or error free or that any defects can be corrected.

In no event shall ALAM-A be liable for any damages (including, without limitation, incidental and consequential damages, personal injury/wrongful death, lost profits, or damages
resulting from data or business interruption) resulting from the use or inability to use the content of this Asthma Treatment Plan whether based on warranty, contract, tort or any
other legal theory, and whether or not ALAM-A is adwised of the possibility of such damages. ALAM-A and its affiliates are not liable for any claim, whatsoever, caused by your
use or misuse of the Asthma Treatment Plan, nor of this website.

The PedaricAdut Asma Coailton of New Jersey, sponsored by e Amaican Lung Associztion of New Jersey. and this pebbcation are sunported by 2 grant irom the New Jersey Deparment of Hazith and
Senlor Services (MIDHSS), wih hunds srovided by te US. Centess fof Dissas Control and Prevenion (USCOCP) wder Caperalive Agresment SUSSEHDONZ06-2. B conients are sciely Me responsbiy of AMERICAN
the authors and do not mummmnmssuuum s document has been Ainded waolly of In part by the Unfiad States Emironmantal Prosaction Agency LUNG
UR0E AFEETENts XATT256707-1. XASEZ34401-3 280 KAS7Z50508-0 1 Mhé AMENCAN LUNg of New Jersey. I s nt gone Brough e AQEncy's DUSOCRIIRs. review DIOCesS and Rereore, may ASSOCIATION.
net necassarily refiect Me views of e Agency and no ofMclal andorsement shoukd be Indemed. Information In thes putdcEtion s not intendad tn dagnose heath crodlems or take the pace of medica advice
For asthma of any medical condition, ek medical advice rom your chiids of your health care professional. of New Jersey
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Asthma Treatment Plan  (iamreiin® o wenean S\

(This asthma action plan meets NJ Law N.J.S.A. 184:40-12.8) (Physician's Orders) LAt . -
- P ASSOCIATION.
“Your Pathway to Asthma tro®
{Plﬁas@ Pl'll"lt] [ K{:u‘:‘-ptnmf:‘-mnmu - °{ New J“-""’l"
Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Emergency Contact
Phone Phone Phone
HEALTHY ||||’ Take daily medicine(s). All metered dose inhalers (MDI)
to be used with spacers.
Yg:a"t;:: i‘s—'; :;d"'“” MEDICINE HOW MUCH to take and HOW OFTEN to take it ;::3“9“?“':‘5
« No cough or wheeze (] Advair® (] 100, (3 250,(31500 .......... 1 inhalation twice a day that trigger
« Sleep through [ Advair® HFA (] 45, O115,0230........ 2 puffs MDI twice a day patient's asthma:
2 (] Asmanex® Twisthaler® ] 110,(1220...... 71,0 2 inhalations a day
the night , O] Flovent® (144, 01110,(7220 ........... 2 inhalations twice a day D g."’"‘ d“émke
* Can work, exercise, [ Flovent® Diskus®50meg ............... 1 inhalation twice a day Q &'gmﬂe i
and play ] Pulmicort Flexhaler® 790, 7180 ........ [ 1,32 inhalations ] once or [J twice a day smok"’“e”"i
[] Pulmicort Respules® (7 0.25, (1 0.5, 1.0 . .1 unit nebulized [] once or [] twice a day O Coids/Flu
O0var®040,0080 .......ccoevennn.. 2 inhalations twice a day Q Dust mites
O Singulair 374,05, 010mg ............ 1 tablet daily dust stuffed
] Symbicort®[180,J160 ............... 2 puffs MDI twice a day animals, carpet
Dﬁmm Q Exercise
Andlor Peak — ] None Q Mold
o T Q0 Ozone alert days
Remember to rinse your mouth after taking inhaled medicine. [ pesis - rodents &
It exercise triggers your asthma, take this medicine minutes before exercise.  cockiaches
2 Pets - animal
CAUT|ON ||||’ Continue daily medicine(s) and add fast-acting medicine(s). am'ﬂ
t , pollen
YE;'DO";:: to—kﬁ:v:““l‘:g:r MEDICINE HOW MUCH to take and HOW OFTEN to take It | Surang odore
« Cough [J Accuneb®[1063,11.25mg ......... 1 unit nebulized every 4 hours as needed Wf"xs- clean-
I i (] Albuterol [11.25,(125mg ........... 1 unit nebulized every 4 hours as needed ;’g{fmd :f;‘dm
o Ticht chast (] Albuterol [ Pro-Air ] Proventil® .. .. ... 2 puffs MDI every 4 hours as needed 0 Sudden benpers-
iontchest [] Ventolin® (] Maxair [] Xopenex® . ... ... 2 puffs MDI every 4 hours as needed ture change
* Coughing at night [] Xopenex® (] 0.31, (1063, (11.25 mg .1 unit nebulized every 4 hours as needed | 5 wood Smoke
Other____ [ Increase the dose of, or add: Q Foods:
= |f fast-acting medicine is needed more than 2 times a week,
And/or Peak flow from to except before exercise, then call your doctor.
2 Other:
EMERGE“% 'lL“’ Take these medicines NOW and call 911.
our ma = S e :
getting worse fast: Asthma can be a life-threatening illness. Do not wait!
» Fast-acting medicine did not | (] Accuneb® (1 0.63,(11.25mg ......... 1 unit nebulized every 20 minutes
help within 15-20 minutes | ] Albuterol [11.25,(125mg ........... 1 unit nebulized every 20 minutes This ssthma
: graalhﬂ'rg » ha.:;a"d fast [] Albuterol [] Pro-Air [ ] Proventil® ... .. .. 2 puffs MDI every 20 minutes treatment plan is
E Rﬁesﬁ:wns . [] Ventolin® [] Maxair [ ] Xopenex® ....... 2 puffs MDI every 20 minutes meant to assist,
« Trouble walking and talking |} Xopenex® (1 0.31, (7 0.63, (71.25 mg .1 unit nebulized every 20 minutes Eﬁégﬁi's?:n-
« Lips blue » Fingernails blue | Other making required
to meet individual
And/or Peak flowbelow ____ patient needs.

e o Y

; .‘."..‘:.':.‘!"'"" :‘:ﬂ‘:‘.“"“ - 3
S Tyt | FOR MINORS ONLY: _ _ PHYSICIAN/APN/PA SIGNATURE DATE
T sty o i o | 7] This student is capable and has been instructed in

SRS ms sy pas|  the proper method of self-administering of the inhaled PARENT/GUARDIAN SIGNATURE
S | Mo raned ot eges | PHYSICIAN STAMP
EFFECTIVE MARCH 2008 - '
Remrored by i b sevey e socey | Miake a copy for patient and for physician file. For children under 18, send original to school nurse or child care provider.
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Camper’s Name:

ALLERGY ACTION PLAN

Freehold Township Summer Camp 2025

ALLERGY TO:

Birthday:
Type of reaction in the past (please circle) cutaneous respiratory eye/nasal cardiac
Gastrointestinal ~ Other-please specify

Date of Reaction

If anaphylactic to a food, camper should only consume food or drinks provided by parent/guardian.

Skin Testing YES o NO & In Vitro Testing YES 0 NO o

Anaphylaxis YES o NO o Hospitalized YES o NO o

Place
Child’s
Picture

Here

Asthmatic *YES B NO B **Higher risk for severe reaction O Child must wear MEDICAL ALERT bracelet
4 STEP1: TREATMENT ¢
Svmptoms: Give Checked Medication™*:
* Ifafood allergen been ingested, but no symptoms: O EpiPen O Antihistamine
* Mouth  Itching. tingling, or swelling of lips. tongue, mouth O EpiPen O Aantihistamine
* Skin Hives. itchy rash, swelling of the face or extremities O EpiPen 0O Antihistamine
* Gut Nausea. abdominal cramps. vomiting, diarrhea O EpiPen 0O Antihistamine
* Throat+ Tightening of throat, hoarseness, hacking cough O EpiPen O Antihistamine
* Lung + Shortness of breath, repetitive coughing, wheezing 0O EpiPen O Antihistamine
* Heart -+ Thready pulse, low blood pressure, fainting. pale, blueness [0 EpiPen O Antihistamine
* Other + O EpiPen O Antihistamine
* If reaction 1s progressing (several of the above areas affected), give [ EpiPen O Antihistamine

The severity of symptoms can quickly change. + Potentially life-threatening.

DOSAGE

Epinephrine: inject intramuscularly (circle one)  EpiPen EpiPen Jr.
May Repeat x every (In absence of a nurse, a trained delegate may give epinephrine only for

a multisystem reaction. Delegates may not administer antihistamine.)

Antihistamine: Give Diphenhydramine PO 5 12.5mg 525mg 50 mg g Other
Medication/route/dose

Other:

Medication/route/dose

¢ STEP2: EMERGENCY CALLS ¢

1. Call 911 and state that an allergic reaction has been treated, and additional epinephrine may be needed.
2. Call Dr. at
3. Call Parent/Guardian at or

at or

EVEN IF PARENT/GUARDIANCANNOT BE REACHED,
DO NOT HESITATE TO MEDICATE OR TAKE CHILD TO MEDICAL FACILITY.

Office Stamp :l

I hereby request that the nurse administer the above medication as directed by my physician to my child. I will
supply medication in the ORIGINAL CONTAINER and will notify the nurse promptly of any change in this order.

Doctor’s Signature Date

Parent/Guardian Signature Date
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Epinephrine Delegate Authorization Form

Child’s Name:

L , parent/guardian of the above named child, give authori-
zation for a properly trained delegate to administer epinephrine via pre-filled auto injector mechanism
in an emergency and/or in the event that the camp nurse is unavailable during an anaphylaxis reaction.

Parent/Guardian Signature Date

This authorization is valid from June 30, 2025 through August 15, 2025.

By signing this authorization, Freehold Township Parks and Recreation Summer Camp shall have no
liability as a result of any injury arising from the administration of the epinephrine via a pre-filled auto
injector mechanism to the above named child and that the parent/guardian shall indemnify and hold
harmless Freehold Township Parks and Recreation Summer Camp and its employees or agents any
claim arising out of the administration of epinephrine via a prefilled auto injector mechanism.

Parent/Guardian Signature Date

Refusal for Epinephrine Delegate

Child’s Name:

L , parent/guardian of the above named child waive my
rlght to have a properly trained delegate administer epinephrine via pre- filled auto injector mechanism
or the child’s self —administration of epinephrine via a pre-filled auto injector mechanism as ordered by
my prescriber (MD, DO, ANP).

Parent/Guardian Signature Date
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