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SCHOOL HEALTH
OUR MISSION

* The Office of School Health provides public
health services for New York City’s 1.4 million
school children.

e The Office of School Health promotes the
physical, emotional, social and environmental
health of every child enrolled 1n the City’s
approximately 1,800 public and nonpublic
schools.

* School Health Nurses provide preventive health
teaching, health education, case management, and
direct services.



OSH Organizational Chart
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SCHOOL HEALTH
DRESS CODE

As representatives of the Office of School
Health, 1t 1s important that the image we
project 1s one of professionalism.

Please dress professionally.
Always wear your ID tag so that 1t’s visible.

Never wear scrubs, blue jeans spandex or
stirrup pants.



RN Registration

In compliance with a recommendation from the Bureau of Human
Resources, Office of School Health nurses should keep a photocopy of
their current RN registration certificate on their person.

Part 59.8 (c¢) of the Regulations of the Commissioner of Education states:

... Where practice is carried on in other than individual offices, each
licensee shall have a current registration certificate available for
inspection at all times.

Copies of RN registration certificates are maintained centrally in
compliance with this regulation. However, since the OSH nurses are
uniquely situated throughout the 5 boroughs of New York City, it is
imperative that we ensure nurses are able to produce a copy of current
RN registration certificate upon request in situations where it may be
warranted.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

JOB GOALS:

* Under the supervision of the Supervising
Nurse and PHN II the OSH Nurse:
— Functions as a health care provider
— Acts as a member of the health team

— Uses the nursing process to assess, plan,
implement and evaluate the health needs of
students.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

— Responsible for case identification & for promoting an
optimal level of wellness for students.

DUTIES & RESPONSIBILITIES:
These include but will not be limited to:

— Coordinates the activities of the health staff in each
school to ensure that every student has a documented
new admission examination, a current School Health
Record and to see that other mandated services are
provided.

— Engages 1n case-finding, referral and case management
activities in conjunction with the school health team
and the community providers.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

— Implements the OSH standardized tracking system for the
follow-up of student referrals. Monitors compliance with
health care plans at appropriate intervals.

— Directs health staff in managing the delivery of first aid.

— Follows the OSH communicable disease control
procedures, informs and advises administration and/or
parents regarding school exclusion & readmission.
Implements steps recommended to prevent further
outbreak.

— Collaborates with school personnel in the development
and implementation of case management plans to meet the
health needs of students.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

— Develops individualized health care plans with specific
goals, objectives and interventions for the student with
special health needs and/or chronic health problems.

— Advocates for the student and family in matters
pertaining to health assessment and need. Serves as a
liaison between the medical provider, community
groups, the school, and the staff regarding student
health concerns.

— Assesses environmental conditions that may prove
hazardous to student health and makes
recommendations to appropriate administrators.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

— Reports suspected physical abuse, sexual abuse and
neglect of children as mandated by law.

— Conducts teacher-nurse conferences to identify
student health problems and provides an opportunity
to clarify or reinforce specific recommendations
requested by health providers.

— Responsible for planning and monitoring physician
and MD medical sessions 1n schools.

— Serves as resource person to school and community
regarding health 1ssues.



OFFICE OF SCHOOL HEALTH
NURSE ROLE

— Provides information to families on health practices
including nutrition. Conducts outreach activities for
Medicaid-eligible children and families to access Early

and Periodic, Screening, Diagnostic and Treatment
(EPSDT) program.

— Provides on-going health education programs to
student, parents and school staff.

— Provides in-service training to health staff on current
health 1ssues.

— Prepares monthly reports to be used by nursing
supervisors for program evaluation and on-going needs
assessment.



REPORTING FOR DUTY

* Report to your school’s Administration
Office first.

* Introduce yourself to the Principal and
Office Staff.

* Get the keys to Medical Room and
Medicine Cabinet from Administration.



Covering Nurse Folder

 Each Medical Room will have a
Covering Nurse Folder with the name
of the Contract Liaison and
Supervising Nurse/PHN 11



Covering Nurse Folder

Included in the Covering Nurse Folder are:

e School Information Sheet

* School Contact Numbers

* Chronic Diagnosis List

* Organizational Sheet

* Regional Contact Information

« HFA Maintenance Form

* Preparation Guide for Covering Nurse

e Password for computer Contact Supervising Nurse




COVERING NURSE FOLDER

DISTRICT _ _SCHoOL

Important
Covening Nusse upon assived ot schoal please cati

1) Contract Liaison Phone:

2} Supervising Nurse/Supervising 'ublic Health
Nurse:

Phone

Ff wnable to veack Conturct Liciaon av Supeseisey plecse coall
Frovowgh Novsing Divectos:

Incloded in Covering Murse Folder :
+  School Information Sheel

School Contact Numbers

Organization Sheet

Regional Contact Information

Chronic dipgnosis list

HFA Maintenanes Form

Massword for Computer Contact Supervising Murse



SCHOOL INFORMATION SHEET

Schoal OSH Daily Presence (Name Title)

Dhistrict 75 Murse, Name Rowm # Fhone Exi

Schinol Enrollment o Grades

Does schoal have Pre K YiN District 75 YN

Truilers YN Mini building YN Annexsibes YN
Locatign of:

Medicul Hoom Key Medicine Cabinet Ky

Double Lock Medicine Cabinet Key__ File Cubinet Key

Refrigerator Key Bathroom Key

[MIE Siaff within schoal that have copy of Keys

MAF Medication Log Book Location (be specific)

Chronle Diagnosis List Riographical Cross Reference
Fanny Pack {CPFR Mask, Epi-Pen, Gloves)

Emerpency Bag Duily Log Book

Stock Albuterol Location Epi pen Location
DMOH Telephone and Flag in site Emergency Cards
Thermometer & Shiekds Splags & Stethoscope

Student Lunch Period gn Bulletin Board

Time of OSH Nurse/Advisor lunch break

DOE desigmes to cover while nurse is at lunch

MAF/SM Coordinator: Flease state Name/Title and dote they were oriented to the MAF's

Anything else
.

Cony 1 Supervising Nursg
Form completed by Date




Preparation Guide for Covering Nurses

When reporting to a new school assignment nurse will complete the following:

Report to school’s administration office
Introduction to principal and office staff
Obtain keys for medical room, medication cabinet, narcotic cabinet, file cabinet and storage cabinet
(if applicable)
Call contract liaison within 20 minutes of arrival to medical room
Locate red fanny bag (contains Epipen, Epipen Jr., CPR face mask and gloves)
Locate emergency supply bag
Locate and review covering nurse folder
Locate and review medication binder (identify students receiving daily medication and treatment services)
Locate referral forms, reporting forms and blank MAFS
Open medication cabinet:
1. check medications for concordance with MAF and expiration dates
2. locate stock Ventolin Inhaler
3. complete Control Substance Count Sheet (as appropriate)
4. locate thermometer, stethoscope and safety retractable lancets (if needed)

Walk ins:

Document all visits in walk in log and ASHR or 103S

Notify parent of medical room visit (telephone call and 12S or SH 10)
Issue referrals as needed (E12S, O12S etc.)

Initiate case management as needed

Follow up for prior visits as needed (i.e. 911 calls)

MAFs/Nursing Services:

Contact OSH nursing supervisor upon receipt of new MAF and prior to administration of medication
Review MAF with OSH nursing supervisor for approval

Follow directions of OSH nursing supervisor regarding faxing and processing MAF

Always auscultate student’s lungs before and after administering rescue inhaler

Communication/Call OSH supervisor if:

Unable to locate keys, supplies, discrepancy in medication count etc.

An emergency occurs

Work day must be extended due to emergency

Communicable disease, food borne illness, blood and body fluid exposures occur
Guidance/direction/ clarification is needed regarding OSH policy and protocol

*Contract agency work day is 7 hours in public schools and 6 hours in non public schools. Nurses must not leave
school/yard premises during assignment. An addition to the scheduled workday must have OSH supervisory
approval.

Revised January 2011



Medical Room Standardization

Keys:
* Medical Room key maintained in General
Office at night (known by supervisor)

* Medication keys secured in Medical Room
(keys should be labeled)

« Keys kept 1n possession while 1n the school
building
 Principal maintains copy of keys



Medical Room Standardization

Medication Binder and Log Book:

* Maintain 1n locked file cabinet or 1n top
medication drawer at night (labeled)

Memo Folder:

* Contains all OSH memos and important
papers and maintained 1n desk drawer or file

cabinet



Medical Room Standardization

Coverage Nurse Folder:

e Contains Chronic Diagnosis List, Biographical
List, Organizational Sheet, School Information
Sheet, School contact numbers, Regional contact
information, HFA Maintenance Form and
Preparation Guide for Covering Nurse

Emergency Bag:

 Is easily accessible during the day and locked 1n
cabinet after school hours



Medical Room Standardization

Red Fanny Bag:
* Contains Epipen 0.3 mg., Epipen 0.15 mg, CPR mask and gloves
« Red Fanny Bag should be in your possession during the school day

Medication Cabinet:
* All medications stored in a plastic bag with student’s name and class

* Medication expiration dates can be noted on Medication
Administration Record

* Thermometer stored in upper section of Medication Cabinet

* OSH supplied Safety Retractable Lancets maintained in Medication
Cabinet



Medical Room Standardization

File Cabinet/Storage Cabinet:

« Maintain labeled Epipen trainer (Epipen trainer resembles medication
and must be stored in a separate location

* Neatly organize forms and label drawers and shelves

e At least one of each form should be kept on file

Forms posted on Bulletin Board:

» Table of Organization, Lunch schedule

* School Emergency Plan

* Supervisor/BND contact information, Contact Liaison information
* Communicable Disease Reporting Form

* Diabetes Manual

 HFA Placard

* Preparation Guide for Covering Nurse Placard

* Disinfection and Cleaning Schedule for Office of School Health
Posters in Medical Room: Cover your cough, Hand Hygiene, Triage



Emergency Response

The school nurse will respond to emergencies
within the school:

» Always wear/carry red fanny bag when in
the school building to be prepared to respond
to an emergency

*Red fanny bag contains CPR mask, gloves
and Epipen

*OSH staff may also carry emergency bag
when responding to an emergency



Automated External Defibrillator

(AED)
NYS Education Law Section 917, enacted 1n

May 2002, requires:

» At least one AED installed in each public
school mounted at the main entrance

» Other AEDs may be placed strategically as
needed 1.e. outside the cafeteria or gym

* Each school must have school staff members
certified in AED/CPR to respond to
emergencies



Automated External Defibrillator
(AED)

 When a medical emergency is 1dentified a
Code Blue 1s called and 911 1s initiated. The
trained school staff will pick up the AED
and respond. The school nurse will also
respond 1f available

o [If the school nurse 1s the first to respond to
a life threatening emergency, he/she will

initiate the Code Blue and instruct someone
to call 911 and get the AED




YOUR WORK SCHEDULE

 For DOHMH Nurses, they have a fixed schedule
that covers the regular school day. They may flex
from the schedule by up to 30 minutes, provided
that the principal 1s notified in advance and that
the nurse 1s still present when school begins and
when the regular school day ends. Work hours are
either 6 or 7 hours per day based on the job offer
accepted.

« Schedules are: based upon needs of the schools;
Include one hour unpaid lunch.




YOUR WORK SCHEDULE

* For DOE Nurses, they have work hours

that follow the school schedule. Work hours
are 6 hours and 55 minutes per day.

* They have a 72 hour lunch that 1s not duty
free and must remain in the school building
during their lunch time 1n case of
emergency.



YOUR WORK SCHEDULLE:
WHAT [F7?777?

* A student has a medical emergency at the end of
the school day.
— Attend to that emergency.
— You will be paid for your time.

— Let your Supervising Nurse (SN) or Borough Nursing
Director (BND) and the principal know so that your
time can be approved.

e If you have a personal emergency, notify your SN
and follow his/her instructions. Do not leave the
school without your SN’s or BND’s permission.



THE CIiTY OF NEW YORK
Ovfice of School Health

Miches] K, Hlopmsesg
Iﬂ.ﬁyﬁi’
Jisel L. Kdein Toumus B Friedet, M., M E1L
Chasesliar . izab

BOE e
Deportmenl o Rdlicrton Beportmart of Teabh aned
Mool 2ymene

Deur Frneisal, Seplember 23, 2005

I grder o agsurs that school nurscs ¢an previde somices to shydenis in 4 setting Lkal agzures both
sufoty amd privacy, the Office of School Health hus developed stondarls for school medical
ooz, The current standands are showo below.

STANDARDS FOR MEDICAL ROOMS IM YO SCHOOLS — Sepletmber 2005
Miniowm Reguirements

1T Sink with kot and cold rurming walcr

Dy Adequately sized room (in genecal, ar least 200 sqnane: feety

3} Me through traffic

4} Floor to ceiling walls

3} Inlemet acccss and adoquse elecmical power for compiner {public schools)
Key Attribuies

13 Intemal bathroom {or bathroom within o [Bw steps of te headth roem)

2y Scparate 1o comdor}) wailing space for students

3 Adcquate heating, @wr condilioning, hghbing and venhilation

43 Telephons line and ndaquate electrical cutlets

5y Tmrepner access (non-pablic sciwols)

Gy Temmarent lecalion. Any woporary locadion rosl mest minimum ceui remesn e

TI'the Regional Tursing Darcsdos {gels that the cumenl heslth room i yoor school doga no: meet
niinimmouwr standasds, se will apeak 1o you or your desighes. AL Hmes, 16 may be Belpil o have
the Royional Health Director partticipate i theze discuzsions. Our expetience is that, anth a
proper sxplanation of the need, prncipals have been able to provide 5 suitable space.

IF, after the issnes have ean thoroughly discussed, it is ot possible ( ideati By o sustable oo,
the Fegiongl Murse Director, 4fter consultation with the central School Heslth Numing Director,
may resssign the school nurse,

If vou have guestions ot coacerns dboul this policy., l2el free ta sprak lo Carmle Maorchiese, ROML.
Threctlor of yrsing, ot to me. Thank you very nmch for yon help in dealing wricth this issoe.

Rug§ Dlatt, M.D.



MEDICAL ROOM
WALK-INS

 All students should present a pass (a Teacher
Referral Slip, Form 194s) from his/her teacher to
enter the Medical Room.

 In the Public School (Elementary, Middle,
Intermediate and Junior High): Utilize the
Automated Student Health Record(ASHR).

* In the High School & Non Public School : Enter
the student’s name, date and time of arrival in the
Office of School Health Daily Log.




TEACHER’S REFERRAL SLIP
OFFICE OF SCHOOL HEALTH

NAME OF STUDENT GRADE/CLASS | ROOM TIME LEFT CLASS

REASON FOR REFERRAL

DATE TEACHER

TIME LEFT MEDICAL ROOM aAM apMm

DISPOSITION:

[ ] May return to class.

Please allow student to wait in the main office.

Please allow student to eat breakfast/early lunch (circle one).
Please have student return at AM/PM for follow-up.

Student should go home. Please have student gather belongings and
wait in classroom until parent/guardian arrives.

O 0O 04

Please allow student to go to principal’s/dean’s office.

Other

DATE NAME and TITLE

194S (Rev. 8/05)



©o01

The City of New York - Department of Health and Mental Hygiene

DOE Region: CSD:
Office of School Health il '
Walk-In - Unplanned Visits to Medical Room School:
‘ Signature/Tille Initials
*legend of (Disposition) 1. Refurned to Class
2. Parent Contact to Home or MD
3. Calls to EMS
TIME NAME ' FORM
Date | In | Out | Last First DOB | Class | Complaint Action Issued | Disp.* Comments Initials

SH 92 (Rev. 605



MEDICAL ROOM
WALK-INS contd.

*Assess the student’s condition.

*Public School (Elementary, Middle,
Intermediate and Junior High): utilize ASHR and
enter findings on Teacher Referral Slip (194S)

*High School & Non Public School: Enter your
findings 1n the log, on the Teacher Referral Slip
(194s)



MEDICAL ROOM WALK-Ins
contd.

* For situations requiring extensive
documentation, such as documenting

CPR chronology, the 103S should be
used

*. You will find the individual

medical record (103S) for each
student in the locked file cabinet.



MEDICAL ROOM WALK-Ins
contd.

It 1s not appropriate within the practice of
School Nursing for a nurse to:

* undress a student
e expose a student’s genitals
* Examine a student’s genitals

Contact your Office of School Health
supervisor with any questions/concerns



SEPT, | ocT | NOV. ‘ DEC. ’ JAN. { FEB I MAR, | APR | MAY | JUNE
LAST NAME FIRST NAME MIDDLE NAME SEX BIRTHDATE
NUMBER AND STREET 7IP CODE BORO | FL/APT. | TELEPHONENO. | GRADEICLASS | SCHOOLBORO

NAME OF PARENT OR GUARDIAN
LAST FIRST

RELATIONSHIP TO CHILD

SIBLINGS IN FAMILY

(Keep current) No. Oider: No. Younger:

No. Persons in Home:

MEDICAL HISTORY — Explain allitems checked and give recommendations under: Health Prablems” below

(Keep current)

FAMILY ILLNESSES — SIGNIFICANT {SPECIFY) IF PARENTS OR SIBLINGS ARE DEAD, GIVE CAUSES AND DATES,

CHILD'S HISTORY — BIRTH

DEVELOPMENTAL

IMMUNIZATION STATUS:

IMMUNIZATION COMPLETE: (DIPTHERIA (DT, TD), POLIOMYELITIS) (MEASLES, RUBELLA, MUMPS) YES [ NOTJ

DATE:

IF IMMUNIZATION INCOMPLETE:  F D

CHILD'S HISTORY — CHECK AND GIVE DATES IF KNOWN

(] Chicken Pox (] Bronehitis or Asthma
[ Measles [J Convulsions

[ Mumps [ Rheumatic fever

[J Rubella (] Heart trouble

[ Allergies (specify) [1 Orhopedic problem
[ Frequent colds or sore throals [ Tuberculosis

[ Ear Infections [1 Eye or vision problem
(] Trouble hearing [ Speech problem

[ Intestinal Parasites [ Urinary Track Infection

[ I child now under regular
medical care, narme of
docter, hospital or clinic

[ Serious llinesses (specily & give dates)
[ Serious accidents (specify & give dates)

[ Address:
[ Operations (specify & give dates) e —
Is child now taking any
[] Other problems or handicapping regular medication?
conditions (specify) Specify:

CURRENT HISTORY AND EXAMINATION

NOTES BY SCHOOL DOCTOR AND NURSE

DATE

At beginning of note, code activity, sign all notes

PARENT PRESENT

DATE

b

EATING HABITS

SLEEPING HABITS

TOILETHABITS

BEHAVIOR

OTHER HISTORY

PHYSICAL APPEARANCE

Good A Ave. B. Below Par

SKIN

EARS

EYES

MOUTH and TEETH

NOSE and THROAT

HEART

LUNGS

ele|Ne|als o m|@|=|mlo|o|=

ABDOMEN

=

HERMIA and GENITALS

. POSTURE and EXTREMITIES

12. OTHER

103-S (Rev. 9/03)

Check ( /) all abnormalities, explain all items checked and give recommendations under “Notes”™

HEALTH PROBLEMS DURING SCHOOL CAREER

DOCTOR'S OR PNA'S ACTIVITY (Fed Ink)

NURSING ACTIVITY (Blua/Black Ink)

MA New Admission SHA Selective Health Assessment SR Spec. Referral

OPPC ional Person C

DS Student Ci

HWV Home Visit TNC Teacher Conference

MDI Daily Inspaction NFU Follow Up NP Parent Conference

NPPG Professional Person Conference HPE Health & Physical Education

DATE

HEALTH PROBLEMS; SIGNIFICANT FINDINGS;
ACTION TAKEN, AND SIGNATURE

ACTIVITY | PARENT
CODE | PRESENT

RECOMMENDED
ACTION

ACTION
COMPLETED

NOTE: When student is transierred forward this record to new school

SCHOOL MEDICAL RECORD
(To be kept in medical room)

103-5 (Rev, 9/03)

DEPARTMENT OF HEALTH AND MENTAL HYGIENE - THE CITY OF NEW YORK



nwH~OPR

Cumulative
Health
Record

104S (Rev. 8/03)

DATE OF BIRTH

LAST NAME (Print) FIRST NAME MIDDLE NAME Month Day Year

I.D. #

IMMUNIZATION HISTORY
EXEMPT: (DOCUMENTATION MUST BE ATTACHED) RELIGIOUS _______ MEDICAL

DPT or DT or TD

Date Date Date Date Date
POLIO
Date Date Date Date Date
MMR______ MEASLES*____ = MUMPS'_____ RUBELLA*
Date Date Date Date
MMR_____ MEASLES*____ = MUMPS*___ RUBELLA"
Date Date Date Date
HB _______ (Pre-K attendees only)
Date
OTHERS
(Type and Date) (Type and Date} (Type and Date)
Signature of Preparer Date™*

*WHEN APPROPRIATE MEDICAL DOCUMENTATION INDICATES THAT THE STUDENT HAD THE DISEASE, ATTACH
COPY OF DOCUMENTATION.

**ALL INFORMATION ENTERED SUBSEQUENT TO THIS DATE MUST BE INITIALED.
implant

Mantoux PPD____ read [ Negative____ mm [ Positive mm  Chest x-ray
Date Date

PHYSICAL EXAMINATIONS

New Admission Physical Completed
Date

Additional Physical Exams

Chronic Health Problems or restrictive conditions reported:

Also see "Entries By Health Professionals" (Page 4)




nwHrLOPR

TEACHER OBSERVATIONS

1045 (Rev. 803)

School

Boro

Grade / Class

School Year

Tires easily

Restless

Excessive
Absences

Recurrent
Colds

Frequent
Earaches

Mose Bleeds

Squints

Speech
Problems

Coordination
Problems

Excessive Use
of Lavatory

Seizures

ADDITIONAL COMMENTS BY SCHOOL PERSONNEL

Date

Include signature and title for all entries




nwHrLOPR

HEALTH SCREENINGS

104S (Rev. 8/03)

DATE OF BIRTH

LAST NAME (Print
(Print) FIRST NAME MIDDLE NAME Month Day Year
I.D. #
Grade / Class
School Year
Height
Weight
VISION B
glasses R
Far L
B
w/o
glasses R
L
B
glasses R
Near L
B
w/o
glasses R
L
Fusion P/F
Color P/F
HEARING
Sweep P/F
Threshold P/ F
DENTAL
Note Returned
BLOOD
Hematocrit / Hgb
Lead

P = Pass F = Fail




nwH~OPR

ENTRIES BY HEALTH PROFESSIONALS (NURSE, PHYSICIAN, HRC, PHA, PA, OTHER)

1045 (Rev, 8103)

Date Include signature and title for all entries




RECOMMENDATIONS
FOR WALK-INS:
POSSIBLE OUTCOMES

The student returns to class.

The student 1s excluded from school because of
presenting the possibility of a communicable
disease.

The student 1s referred for follow-up care with
appropriate referrals and notifications.

Always notify parent/guardian with the SH-10
form &/or 12S form and by phone. Get the
student’s current contact information from the
Pupil Accounting Secretary.



128

OFFICE OF SCHOOL HEALTH
DEPARTMENT OF HEALTH AND MENTAL HYGIEME — THE CITY OF NEW YORK

Issued at: Date:
Grade /Class:
OEIS #
Student Mame: —_ Date of Birth:
Last Firt

O Dear Parent:
It is advisable to consult your physician regarding the following;

If this form is not completed and returned, your child may be assessed by our school health doctor as authorized by the
WYC Health Code. If you do not wish your child to be placed on the physician's schedule, please contact the nurse

at (phone).
 Dear Doctor:

‘Will you please give your opinion and recommendations on the lower portion of this form. A description of your findings
will be appreciated. If you find it necessary to refer this child for further study, please note and indicate where referred.

Mame Title

PLEASE RETURN TO SCHOOL MEDICAL ROOM
TREATMENT AGENCY REPORT * RECOMMEN DATIONS FOR SCHOOL

Findings : O NORMAL ACTIVITY
0 Special Health Accommodations
[ Bus Transportation

Inratdon
0 Mo Competitive Games
Diagnosis: 0 Adaptive Physical Education
[ Elevaior Pass (if available)
[ Other

Treatment Flan:
# Additonal information may be required
from the provider.

Child isunder weatment: Yes 0 Mo 0L Iwish to see child again on

If referred to another physidan or clinic, please indicate where referred:

Hospital /ER
Clinic
Managed Care

Date Private Practice
Plezee Print Mame & Title

Address Tel. Mo,

THIS EEPORT 15 TO BERETURNED TO THE NURSE BY PARENT OR STUDENT
THE DEFARTMENT OF HEALTH WILL BE CLAD TO COOFERATE IN CARRYING OUT YOUR EECOMMENDATIONS

125 (Rew. B,/00)



SH 10

OFFICE OF SCHOOL HEALTH

School: Date:
Dear Parent/Guardian of: Class: DOB:
Subject: Medical Room Visit OSIS:
Your child was seen in the medical room today for:
Abrasion Fever: F
Ache/Pain Headache/Dizziness
Allergy Symptoms ___ Nausea/Vomiting
Eyes: itchy/red/teary __ Nosebleed
Nose: itchy/runny/stuffy/sneezing 4_%&11’}11
as

—_Throat: scratchy/itchy _ Skin: itchy/dry/irritation

___ Bite Sore Throat

_ Cut Stomachache

__ Cough/Cold Tiredness/Fatigue
Earache: right/left Toothache
Eye: right/left Trauma
Other (specify) Vision Problem: right/left

Treatment Given:
Ice Pack Pressure to stop bleeding

Band-Aid Area cleaned with soap & water

Cold Compress Fluids: Water/Juice

Meal/Snack

Recommendations:

____ Please see your doctor/dentist for an evaluation

__ Keep at home until temperature is normal for 24 hours

___ Keep at home until eyes are free of discharge

_____Keep at home until vomiting has stopped for 24 hours

_____Update your emergency card for parental contact (we were unable to reach you)
_____ Submit New Admission Physical Exam Form (211s)

Please contact your Health Care Provider for evaluation:

If your child complains of headache, dizziness, nausea, and/or sleepiness
__ Ifarea of complaint becomes swollen and/or very painful
____Ifpain and/or condition continues

Additional Comments:

SEEN BY: TEL. #:

(Name and Title)

SH 10 (Rev. 8/05)




Head
Injury
Form

WEW YORK CITY DEFARTMENT OF MEW YORK CITY DEFARTMENT OF

HEALTH oMDO MEMTAL HYGIEME EQUCATION
Thomas A Farey, WD, MPH Cathleen P. Black
i eSS Charmzedor
OFFICE OF
SCHOOL HEALTH
Diate:
Drear Parent/Guardion,
Yoy chald may have pyured lisdher head todoy. Thers

iz no eridence of a senows head imury, =uch as confusion or loss of consdouwsness at
this ime. Howerer, sympfoms of a senows head tyury may be delayed

There is no speafic trectment needed for a rmald head injury. It is recommrended
that your child rest quistly for the nexd fewr hours and absiqn from strenuouws activity for
the nexdt 24 howrs. It 1s normal to haee a headache qffer o heod yury. However, (fthe
headache becomes worse or it Ls pery difficelt to wakee your child wp, contact your
rhysicdan invnediately or go to the emergsncy room

Flease observe your child for the symptoms listed below over the next 24 hours.

Thezs symptoms may indicate a senows head oy, Contact o physicion invnediateiy
or go to the emergency room if any of these symptoms dersion.

The follownng symploms were cbserved at the iime of or immediately affer the

Ly

Theanic you,

Sigrature Title Fhone Number

HEAD INJURY SYMPT OMS

1. SEVERE HEAD ACHE
2 EXCESSIVE DREOWSINESS
3. HAUOSEA AND]OR VOMITING

4. DOUBLE VISION, BLURRED VISION OR PUFILS (daxrk area in centex of coloxed paxt of each
eye) OF DIFFERENT SIZES

3. LOS5 OF MOSCLE COORDINATION: FALLING DOWH, STAGGER ING
6. ANY THOSUAL BEHAVIOR: CONFUSION, EREATHING IRREGULARLY OR DIZZINESS
7. BLEEDING OR DISCHARGE FROM THE EAR, HOSE OF MOUTH

3. CONVOLSION

Head injury Motfication Form (320087



MEDICAL ROOM
WALK-INs: NOTIFYING
THE PARENT/GUARDIAN

o If you provided treatment to a child, do not
leave school without notifying the
parent/guardian on the SH-10/12S form and
by phone.

« Seek direction from your Supervising
Nurse or Borough Nursing Director
whenever you feel uncertain about the
proper course of action to be taken.



Documentation of Student Visit

* Document visit in ASHR or walk 1n log
and 103s
 Document referrals 1ssued

 Initiate and document case management as
needed

* Follow up for prior visits as needed (i.e. 911
calls from the previous day)



WALK-INs: WHAT [F?7777
If a student has a dire medical emergency:

* You or a Principal or his/her designee can call
EMS (911).

 If a Principal disagrees with your clinical
judgment, call 911 yourself and notify your
Supervising Nurse, PHN 11 or Borough Nursing
Director (BND) immediately.

* Only school personnel (not the school nurse) can
escort the student offsite.

« Under no circumstances should you escort a
student outside the school.



HEALTH SERVICES:
MEDICATION & PROCEDURES

School Nurses may perform any of the following
prescribed skilled nursing services, 1.e.:

1. Administration of oral medication.

2.  Administration of medication through an inhaler
or nebulizer

3. Application of ear, eye or nose drops.

4. Application of topical creams or ointments to the
skin for a chronic condition.

5. Imjections (SC and IM), generally insulin,
glucagon, and epi-pens.



HEALTH SERVICES:
MEDICATION & PROCEDURES

continued

6. Blood glucose monitoring.

7. Medical management of an insulin pump.
8. Rectal medications.

9. Tracheostomy care/suctioning.

10. Nasogastric tube care and feedings.

11. Gastrostomy feeding

12. Check urine dipstick (usually for ketones).
13. Catheterization (urinary).




HEALTH SERVICES:
MEDICATION & PROCEDURES

continued

14. Central Venous Line (Iimited to assessment and
dressing)

15. Oral/Pharyngeal Suctioning
16. Oxygen Administration

17. Ostomy Care

18. Chest Clapping

19. Percussion
20. Postural Drainage
21. Dressing Change



HEALTH SERVICES:
MEDICATION & PROCEDURES

* In the Schools with ASHR, utilize ASHR Daily
Medication/Medication Profile . In the High
School & Non Public School look 1n locked
Medicine or File Cabinet, to find the Daily
Medication Binder for your school.



Health Services:
Medication and Procedures cont

* All schools maintain a Daily Medication Binder.
The binder 1s divided into three sections:
- Section I: Standing Orders and Protocols related to
Medication/Treatment Services

=Standing Order for Use of Epipen in a School Setting

*OSH Diabetes Protocol for Safety Sharps: Safety Retractable Lancets
and Insulin Pen Safety Needles Updated May 2010

=Stock Ventolin Policy and Procedure

*NYS Education Department Memo: Training Unlicensed Individuals
in the Injection of Glucagon in Emergency Situations (NYSED Memo,
March 2004)

=Verbal Order Protocol/Verbal Order Form

=Disposal of Medication in Office of School Health Setting (2-9-09)



Health Services:
Medication and Procedures cont

— Section II: Special Health Services — Daily
For ASHR schools- ASHR Daily Medication Report
For non-ASHR schools- Daily Medication/Treatment Summary
— Section III: Special Health Services -- PRN
For ASHR schools-Student’s Medication Profile Summary Report
For non-ASHR schools-PRN Medication/Treatment Summary

 For ASHR schools, treatments should be listed on Daily and/or
PRN Medication/Treatment Summary.



The City of New York Department of Health and Mental Hygiene
Office of School Health

Student Daily Medication for School

School Year 2006 - 2007 July 31, 2007 2:59pm

User:

Time Medication/Dose Student ID Student name Gender DOB Grade Rm#
Insulin - 0 NONE : ™M 03/17/2001 oK 125

12:00 pm Dextroamphetamine - 10 M 08/05/1997 o4 414

12:00 pm Dextroamphetamine - 10 M 06/05/1997 o4 414

01:00 pm DDAVP - 0.1 mg F 03/22/1997 o4 103

Q4 Xopenex - 0.63 mg M 01/25/2000 o1 208

Q4 Artificial Tears - 1 gtts M 10/30/1996 o5 103

Total Students: 5



The City of New York Department of Health and Mental Hygiene
Office of School Health .
Student Medication Profile for School ! | N
School Year 2006 - 2007

User: August 1, 2007 9:16am
Igtudent ID Student name(Last, First) Gender DOB Grade Medication Ordered

F 02/26/1999 02 -Albuterol (PRN : )

F 04/08/2001 OK -Albuterol (PRN : Q 4)

M 09/04/1996 05 -EpiPen (PRN :)

-Benadryl (PRN : )

M 09/24/2001 oK -STD Albuterol (PRN : Q 4)
M 10/14/1997 04 -STD Albuterol (PRN : Q 4)
M 03/13/1996 05 -STD Albuterol (PRN : Q 4)
B M 06/18/1999 02 -Xopenex (PRN : Q 8)
-Albuterol (PRN : Q 4)
M 02/07/1997 04 -Albuterol (PRN : Before Exercise)
-STD Albuterol (PRN : Q 4)
M 11/14/1996 05 -Xopenex (PRN : Q 4)
07/20/1996 05 -STD Albuterol (PRN : Q 4)
F 03/14/1996 05 -STD Albuterol (PRN : Q 4)
F 11/27/1997 04 -STD Albuterol (PRN : Q 4)
™M 08/29/2001 oK -EpiPen Jr (PRN : )
-Maxair (PRN : Q 4)
-Benadryl (PRN : Q 4)
-Xopenex (PRN : )
F 08/02/1996 05 -Pre-Gym Albuterol (PRN : Before Exercise)
-Albuterol (PRN : Q 4)
F 12/16/1997 04 -Albuterol (PRN : )

Total Students: 15



MEW YORK CITY DEFARTMENT OF MEW YORHK CITY DEFARTMEMNT OF

HEALTH BMNDO MENTAL HYGIEME EDUCATION
Thomas & Fadey, M0, MPH Cathleen P. Black
i it b mimer Chareelor

OFFICE OF
SCHOOL HEALTH

OFFCE OF SCHOOL HEALTH
Non — Public School Summary List for Daily Medications / Treatments

SCHOOL: SCHOOL YEAR:

MURSE/PHADVISOR:

MURSING SUPERWISOR: PHOME NUKMBER:

MEDICATION KEY LOCATION: BE:

TIME | STUDEMT MAME DoB | CLASSS | MEDICATIOMTREATMENT COMMENTSF ALERTS
Fihd

SCISA

SH 100 (Rew. 1220117




NEW YORK CITY DEFARTMENT OF HWEW WORK CITY DEFARTMENT OF

HEBLTH AMDO MENTAL HYGIEME EDUCATION
Thomas A Farey, biD, WiPH Cathleen P. Black
i i e Chancelor

OFFICE OF
SCHOOL HERLTH

OFFCE OF SCHOOL HEALTH
Non — Public School Summary List for PRN Medications / Treatments

SCHOOL: SCHOOL YEAR:

MURSERPHADYISOR:

MURSING SUPERYISOR: FHOME MUMBER:

MEDICATION KEY LOCATION: BB:

TIME | STUDEHT HAME DOB | CLASS! | MEDICATION/TREATMEHT COMMENT S/ ALERTS
RM

SCISA

SH 09 (Rew. 1520117




HEALTH SERVICES:
MEDICATIONS & PROCEDURES

This “Special Health Services — Daily™ list tells you

1.

2.

3.

How many children require nursing services that
day.

When each child 1s expected to come to the
medical room that day.

Medication should be administered within 30
minutes of the designated time.

DO NOT administer medication outside this one
hour window. If you do, you will be 1n violation
of physician’s orders.



HEALTH SERVICES:
MEDICATIONS & PROCEDURES

« Attached to the specific Health Services and
Section 504 Accommodations Form are the
request/authorization forms for nursing services
such as:

— Medication Administration Form

— Provision for Medically Prescribed Treatment (Non-
Medication) for skilled nursing services

— Diabetes Medication Administration Form (DMAF)
— Request for Accommodation Form



HEALTH SERVICES:

MEDICATION & PROCEDURES

* When assigned to a High School or Non Public
School: for every student on the School Summary
for Daily Medication and School Summary for
PRN Medication lists, you will find individual
orders 1n the Daily Medication Binder.

* When assigned to a Public School: in most cases,
pre-printed orders via ASHR (Automated School Health

Record) will be found in the Daily Medication
Binder.

» The properly signed Health Services and Section
504 Accommodations Form is your permission
to execute the orders for the student named on that
form.




HEALTH SERVICES:
MEDICATIONS & PROCEDURES

Also attached to the Health Services and Section 504
Accommodations Form for each student requiring
Daily or PRN Medication & Procedures are:

* The Daily Medication Log for each student.

* Receipt of Medication/Equipment form for each
student.

* Controlled Substance Count Sheet, 1f required.
e Asthma Action Plan, if appropriate.

e Diabetes Documentation Form, if appropriate
« HFA Monitoring Form, if appropriate



Office of School Health

Medication Administration Record

Students Name: DOB: Gender: Grade/Class:
Medication & Dosage Frequency & Time: OSIS# :
Expiration date
Prescriber's Name: Phone # : School:
Parent's Name: Phone # : School Year:
Int. Name / Title Int. Name / Title Int. Name / Title
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 | 20 21 22 23 24 | 25 26 27 28 29 30 | 31 Comment
AM
Sept PM
AM
Oct PM
AM
Nov. PM
AM
Dec. PM
AM
Jan. PM
AM
Feb. PM
AM
Mar. PM
AM
Apr. PM
AM
May PM
AM
June PM
AM
July PM
AM
Aug. PM
SH 96 (8/09) Codes: X — Weekend « N- Not Available < W- Dose Withheld + H — Holiday < F- Field Trip <+ O- No Show =+« A- Absent <« D- Early Dismissal < R- Refused




Office of School Health

Treatment Administration Record

Students Name: DOB: Gender: Grade/Class:
Treatment Frequency & Time: OSIS# :
Prescriber's Name: Phone # : School:
Parent's Name: Phone # : School Year:
Int. Name / Title Int. Name / Title Int. Name / Title
1 2 3 4 5 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 | 25 26 27 28 29 30 31 Comment
AM
Sept PM
AM
Oct. PM
AM
Nowv. PM
AM
Dec. PM
AM
Jan. PM
AM
Feb. PM
AM
Mar. PM
AM
Apr. PM
AM
May PM
AM
June PM
AM
July PM
AM
Aug. PM
SH 96 (8/09) Codes: X — Weekend < N- Not Available < W- Dose Withheld « H — Holiday =+ F- Field Trip <+ O- No Show <« A- Absent < D- Early Dismissal < R- Refused




Receipt of

Medication/

Equipment
Form

NEW YORK CITY DEFARTMENT OF HWEW WORK CITY DEFARTMENT OF

HEBLTH AMDO MENTAL HYGIEME EDUCATION
Thomas A Farey, biD, WiPH Cathleen P. Black
i i e Chancelor

OFFICE OF
SCHOOL HERLTH

0OSH - Receipt of Medication / Equipment Form

HName: DOB:

Date Medication/Equipment Humber Hurse Signature Parent / Guardian
of Tablets Signature

Rewvized Januan 2011




Controlled
Substance
Count Sheet

MEW YORK CITY DEFARTMENT OF MEW YORHK CITY DEFARTMEMNT OF

HEALTH BMNDO MENTAL HYGIEME EDUCATION
Thomas & Fadey, M0, MPH Cathleen P. Black
i it b mimer Chareelor

OFFICE OF
SCHOOL HEALTH

0SH - CONTROL SUBSTANCE COUNT SHEET

Student Hame: DOB:
Name of Medication: Dosage: Route: Fregquency:
Date & Time | Amount [ Amount | Amount Staff Signature Witness
on Hand | Used Remaining

*Control Substance count should be completed daily
January 2011



Asthma Action Plan [ ]

[Ta be completed by Health Care Provider]

Mame Date of Birth

Address Emergency Contact/Phone

ﬁ t I Health Care Provider Name Phone Fax
S ma Asthma Severity: JMild Intermittent OMild Persistent UModerate Persistent O Severe Persistent

Asthma Triggers: OJColds O Exercise OAnimals ODust 0O Smoke OFood OWeather QOther

Action B R T

Child feels good:
. HOW MUCH: WH TAKE IT:
P 1 an hsdirdy e " S
* Mo cough or wheeze

- Can work / play
+ Sleeps all night

Peak flow in this area:
i I

20 minutes before exercise use this medicine:

Take Every Day Medicines and

If Not Feeling Well e Wiaiich

E:ggﬂgr;‘as any of these: MEDICINE: HOW MUCH: WHEN TO TAKE IT:
« Wheeze
« Tight chest
Peak flow in this area:
PR a e e Call doctor if these medicines are used more than two days a week.

Child has any of these: -
+ Medicine is not helping MEDICINE: HOW MUCH: WHEN TO TAKE IT:
* Breathing is hard and fast
« Nose opens wide
- Can't walk of talk well
» Ribs show
Peak flow below: -}.'sEEK EMERGENC " CARE or CALL 911 NOW if: Lips are bluish,
i ) breathe, ‘t talk or GJ’}F' because of
Health Care Provider Signatura Date
Patient Signalure Date
Mew York City Dapartment of Health and Mental Hygiene Mew York City Childhood Asthma Initiative WHITE - PATIENT COPY
Michael R. Bloomberg, Mayor Adapted from Finger Lakes Asthma Action Flan and NHLEI YELLOW - SCHOOL/DAY CARE COPY
Thomas.R Frieden, M.D., M.PH., Commissioner 01/03 PINK = FROVIDER COFY

Healthl weneie: nue naumeain




NEWYORK CITY DEPARTMENT OF
EDUCATION

NEWYORK CITY DEPARTMENT OF
HEALTH AND MENTAL HYGIENE

Thomas A Farley, MD, MPH

Cathleen P. Black

Cammissioner Chahcelior
OFFICE OF
SCHOOL HEALTH
Narne: 0515 # Hame of Insulin: Print Mame/Title Initials
OrDOE: 0 Mo Insulin
Grade/Clasa: School: Region: O Syringe
Date Begin: Duate End: O Ineulin Pen
Prescriber’s Hame: Tel. #: O Insulin Purap with:
Parent’s Marne: Tel. #: O Lutormatic Dosing Calealator
Emergency Contact: Tel. #: O Diose calculated mannally
Date Artual Time & | Blood Carbohydraie | Carhohydmie | Correction | Total Insulin | Dose Injection Sike | Ketones Treatment Commenis | Initiale
Indicate if Glucose | Grams Coverage Bolus Bolus delivered by | for Syringe if For LowBG
lunch, gym, prn Meal’Snack | (Food Bolus) Caleulated Antomatic or Pen BG:= ie, Glucagon,
or snack Manually Dosing Pump Glucose tahs
Gif

applicable)




HFA Maintenance Form

Student’s Name Class
CIRCLE THE INHALER THAT APPLIES.
Prime with | Priming Frequency Expiration Date Washing and Drying instructions

Mouthpiece

4 sprays Before 1™ use

*12 months after aluminum packet is
opened or if unopened, the date on package,

Prime before use if not used within 2 weeks. If whichever date is sooner.
dropped, must be reprimed. Date Opened:
Date on Canister:
4 sprays Before 1™ use Date on canister

Prime before use if not used within 2 weeks.

4 sprays Before 1% use Date on canister

Prime before use if not used within 3 days.

3 sprays | Before 1" use. Date on canister

Prime before use if not used within 2 weeks.

Minimum Once a week. Wash

mouthpiece - only if used.

Flush warm running water from both
ends for 30sec. No Soap. Shake off
excess water. Do not dry with

towel. Air dry overnight.

Visually inspect aperture to ensure

no medication is present

**|f reason for spraying is to administer medication, please also document in ASHR/Medication Administration Record**

Indicate # Remaining Date/Time | Indicate
Reason for spray- | sprays | sprays. Reason for spray-
MedAdmin. - MA | used. Place MedAdmin. - MA
Priming - P number of Priming - P
Cleaning - C sprays left Cleaning - C

in canister.

#
sprays
used.

Remaining
sprays.

Date/Time

Indicate

Reason for spray-
MedAdmin. - MA
Priming - P
Cleaning - C

#
sprays
used

Remaining
sprays

XXXXKXXXXXXXXX XXXXX




Stock Ventolin HFA Maintenance Form

**|f reason for spraying is to administer medication, please also document in ASHR/Medication Administration Record**

Prime with | Priming Frequency Expiration Date Washing and Drying instructions
Mouthpiece
4 sprays Before 1% use *12 months after aluminum packet is Minimum Once a week. Wash
opened or if unopened, the date on package, | mouthpiece - only if used.
Prime before use if not used within 2 weeks. If whichever date is sooner. Flush warm running water from both
dropped, must be reprimed. ends for 30sec. No Soap. Shake off
Date Opened: excess water. Do not dry with
towel. Air dry overnight.
Visually inspect aperture to ensure
Date on Canister: no medication is present
Indicate # Remaining Date/Time | Indicate # Remaining Date/Time | Indicate # Remaining
Reason for spray- | sprays | sprays. Reason for spray- | SPrays | sprays. Reason for spray- | sprays | sprays
MedAdmin. - MA | used. Place MedAdmin. - MA | used. MedAdmin. - MA | used
Priming - P number of Priming - P Priming - P
Cleaning - C sprays left Cleaning - C Cleaning - C
in canister.

XXXXXXXXXXXXX XXXXX




HEALTH SERVICES:
MEDICATIONS & PROCEDURES

» Effective school year 2008-2009, OSH will accept
medical orders from New York, New Jersey and
Connecticut providers as authorized under the
NYS Nurse Practice Act. This act prohibits OSH
nurses from accepting medical orders from
medical providers outside the tri-state region.

 OSH can accept orders from Certified Nurse
Practitioners under the Nurse Practice Act

* As of October 2, 2009, OSH nurses can accept
MAFs completed by Phys101an Assistants that are
not co-signed by a physician.



HEALTH SERVICES:
Verbal Orders

* OSH permits school nurses to accept verbal orders
from licensed providers 1if an MAF/DMAF already
exists for the student

* Verbal orders are not acceptable for new or
different medication or a change of medication
route that already exists on the MAF

* Written documentation (Verbal Order Addendum

Form) via fax must be provided within 48 of the
verbal order and attached to the MAF/DMAF



HEALTH SERVICES:

Disposal of Medications

OSH staff must strongly encourage parents to
pick up expired medications and all
medications at the end of the school year.

If parents do not pick up unused medication or
expired medication, OSH staff will document

the medication has been abandoned 1n
ASHR/Medication Binder



HEALTH SERVICES:

Disposal of Medications

Medication Disposal:

e Medication involving sharps should be disposed of
in Red Container supplied by OSH or Office of
Occupational Safety and Health (DOE)

e Oral medication should be placed 1n a container
and mixed with water or salt to enhance
destruction of the medication. The container
should be sealed with tape. Care should be taken
to ensure students do not have access to trash



HEALTH SERVICES:
MEDICATIONS & PROCEDURES

The 1s parent/guardian or designated adult is requested to
bring medicine/equipment to school.

The parent 1s also requested to provide a recent picture of
student.

You must fill out the RECEIPT OF
MEDICATION/EQUIPMENT FORM together with
the parent/guardian for each student.

When you receive the medication or equipment, you must
count out the number of tablets — or equipment — in the
presence of the parent.

In the last column on the Receipt of Medication form,
marked “Signature”, you and the parent/guardian must
each sign your names in that box.



HEALTH SERVICES:
MEDICATIONS & PROCEDURES

Check the “Special Health Services—Daily” List
against the individual orders 1n the Daily
Medication Binder.

Check the Medicine Cabinet to locate each child’s
medication.

Check the label of the medication for accuracy.
Check expiration date.

If you see a four- or five-day supply, contact the
parent/guardian that they need to order more
medication and to bring it to school.



GLUCOSE MONITORING

REQUIRES SAFETY LANCETS

On the Daily Special Health Services or PRN
Health Services list, review the children who
need glucose monitoring.

The OSH requires the use of safety retractable
lancets when you monitor children’s glucose in

schools. (see OSH Diabetes Protocol for Safety Sharps:
Safety Retractable Lancets and Insulin Pen Safety

Needles Updated May 2010).

If a parent has not provided prescription labeled
safety lancets for a child requiring glucose
monitoring on your Daily or PRN Health
Services lists, use the OSH supplied Safety
Retractable Lancets maintained 1n the medicine
cabinet.



GLUCOSE MONITORING
REQUIRES SAFETY LANCETS

The stock box of Office of School Health provided safety
lancets is for glucose monitoring only for those students
without a prescribed supply.

The Safety Retractable Lancets can be ordered from
McKesson.

Follow the 1llustrated directions on the safety lancet box.

A Dear Provider and Dear Parent letter are available for
distribution.

If you need guidance, contact your SN or BND to assist
you 1n the proper technique for using retractable safety
lancets.



GLUCOSE MONITORING
REQUIRES SAFETY LANCETS

* You must perform glucose monitoring for all students on
the Daily or PRN lists who are too young to self-
administer this procedure.

* You should observe every student noted on these lists as
self-administering glucose monitoring. In some 1nstances,
the student may self-test in areas other than the medical
room. Maintain infection control practices.

 If a student who 1s noted as self-administering has signs
and/or symptoms of hypo- or hyper-glycemia, you must
perform the glucose monitoring procedure on him/her with
safety lancets.



Insulin Pen Safety Needles

* OSH requires the use of insulin pen safety
needles for the purpose of administering
insulin with an insulin pen to students in
schools

 When D-MAF prescribes insulin by pen in
school the “Dear Provider” letter will be
forwarded to provider to request insulin pen
safety needles



Insulin Pen Safety Needles

* Nurses should order the Novofine Autocover 30g
Insulin Pen Safety Needle through Office of
School Health until insulin pen safety needles are
provided by parent 1f an 1nsulin pen is prescribed
and provided for use. The Novofine Autocover
30g Insulin Pen Safety Needle can be ordered
from McKesson.

* OSH staff will use insulin pen safety needles for
those children who because of age or other factors
are unable to self administer

« Parent should make every effort to provide insulin
pen safety needles where applicable



Insulin Pen Safety Needles

* Children unable to provide insulin pen
safety needles will be allowed to use their
own 1nsulin pen needle provided by parents
as long as the child can demonstrate to the
OSH staff person 1n the school that they are
able to do so 1n a safe and responsible
manner



Insulin Pen Safety Needles

 In the event that a student who was
previously able to self-administer becomes
unable to do so, the OSH staff person will
attach the Novefine Autocover safety needle
to the student’s insulin pen to administer the
prescribed mnsulin

* Nurses should document requests for safety
needles

* Nurses must note when insulin pen safety
needles are received for students with
Diabetes



HEW TORKE CITY ERAATEHENT T HEW YORNE CITY CIERAATRENT OF
HEALTH AHND MEMTAL HYEEME EDLUCA TN

Theemas Farley, MO, MFH Caifarire Slack

TR R hancwioy

OFFICE OF
SCHOOL HESLTH

Jamueary 2081
Diaar Provider

The Ofice ol 5chool Health (D5H) = pleassd io socoommodale your reqee= for dabetes management or your
mdenl a5 reosved on the Obbelss MedicaSon AdminisaSon Fom.

Ve woid e o remind o thal Because of safely concerns and o order ‘o compdy with OEHA and PEEH
regulaiom, shudent are sncouraged o use salety sharps devices for presoribed insualin adminisiration doring
schonl. These are most appropriate for 8 school s=tting becauss they are sef-contained and allow for saler
dizposal.

We urge you bo make every efor (o onder salety reiractable lancets (SRLs) and safety shiebds for Insulln
pERS.

0EH kas supplesd SRLs for blood glucoss manfionng in medical mooms in e pas] and plans ‘o continee this
sErvioe. Addioraly we sl maks provisions 1o supply e Novoline Suiooover insulin pen =afety nessdles o O5H
sorvicod medical rcorm in cascs whore the iraulin pon |3 presoriecd for school use. This adion b recoczsany
e of The unacoepbie sk of nesde shicks |0 ofers Wil 3 comeniional msan per Wi propes usage, the
Hovoing Suioomeer meduces e risk of a resdesiion
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iheir own devioes. Howeser, [ e sohood nunss has concems aboudl 8 shident's abiEy io responsihly carmy oul fFis
achbion, she or he will assi=t ising the Movoline Aufnooyver o adminisier e nsuln 2= odered.

Thark you for olowing us 0 paricpate in the medical managemenl of Four paber during school hours. ® you hree
oy puestions, please fesl fres iocontact e Oifics of Gohool Heai ol 202 -078- 2300 or 212-247-2400.
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Chery Lowmsnoz, MO
Wedical Dirscior
OfMice of Echool Healfh



HEALTH SERVICES:
ADMINISTERING/OBSERVING

 When you are administering or observing a self-
directed student, ENSURE THE SIX RIGHTS:

« Right Person

« Right Medication

* Right Dosage

* Right Time

* Right Route

* Right Documentation




HEALTH SERVICES:
ADMINISTERING/OBSERVING

The i1dentity of the student must be confirmed
prior to administering medication/treatments:

» Parent 1s requested to provide a recent
photograph of the student to be placed on the
medication administration record

 Nurse will ask student to state his or her full
name



HEALTH SERVICES:
ADMINISTERING/OBSERVING

continued

With the Six Rights, make sure you know:

 The intended effects of the medication or
procedure.

» The possible side effects of the medication.

* Any specific precautions involved with the
medication or procedure.

e Interactions with other medications.



HEALTH SERVICES:
ADMINISTERING/OBSERVING

continued

* In each medical room, you will find a Nursing Drug
Handbook and Nursing Procedures book that serves
as a resource.

 If you have any questions about daily or PRN
medication and procedures, contact your
Supervising Nurse, PHN II or the Borough Nursing
Director (BND).

- PLEASE REMEMBER THAT THE OFFICE
OF SCHOOL HEALTH SN, BND, MD and
PHN Il ARE YOUR ONLY SOURCE FOR
PROFESSIONAL GUIDANCE.




Managing Asthma in Schools
(MAS)

« MAS 1s a comprehensive approach to assist
students with asthma obtain an appropriate
management plan

 Each medical room should have a MAS
binder including protocols, tools and
resources

« MAS Quick Reference Guide outlines the
components of MAS



Goals of MAS

* Optimize learning opportunities for
children with asthma by minimizing
absences

* Maximize participation 1n school
activities

e Reduce unscheduled visits to the
medical room



MAS Protocol for Students with
Poorly Controlled Asthma
In School Administration of ICS

Why administer ICS 1n school?

Adherence to daily medications to control asthma
can be a major challenge to families. In school
administration of ICS can be a temporary solution
for a child whose asthma 1s not well controlled.
After experiencing several months of improved
control, families may be better able and more
motivated to take on this responsibility at home.



MAS Protocol for Students with
Poorly Controlled Asthma
In School Administration of ICS

« How to determine if student is eligible for ICS
school administration:

— If student 1s receiving ICS at home, monitor for
improvement for 3 - 4 weeks.

— If no improvement after reccommended home
administration, recommend school administration of
ICS to parent and PCP.
* Follow OSH procedures: MAF must be received
from PCP and signed by parent prior to in-school
administration.



MAS Protocol for Students with
Poorly Controlled Asthma
In School Administration of ICS

 If student’s asthma 1is still poorly controlled,
continue to consult with OSH MD.

* ICS Administration in school 1s meant to be
a temporary intervention



CFC vs. HFA Inhalers

 The medication 1s the same in CFC and
HFA 1nhalers, the propellant is different

 CFC = Chlorofluorocarbons
-feels cold

-medication delivered 1n a sharp burst
« HFA = Hydrofluoralkanes

-feels warm

-medication delivered 1n a slow mist



HFA Rescue Inhalers

There are 4 brands of HFA Rescue MDIs:
Ventolin, ProAir, Proventil, and Xopenex

There 1s no generic available at present

There are new priming, cleaning and drying
requirements for HFA MDIs

The counter starts at 204
T]

The amount of sprays (including priming sprays)

ne float test 1s not permissible

used must be counted for all MDIs except
Ventolin, which has a dose counter



Transition from CFC to HFA

Inhalers

After December 31, 2008 CFC Albuterol inhaler
production 1s not permitted 1n the United States

All manufacturers have stopped making Albuterol
CFC MDIs and increased production of HFA MDIs

Although the FDA has stopped the production of
CFC MDIs, they can still be supplied by students

Currently, you may have a Stock Albuterol CFC
Inhaler, which can be used until it expires

Beginning September 9, 2009 schools were provided
with a stock Ventolin HFA MDI.



Spacers

The OSH recommends the use of a spacer with all MDIs
. Optichamber: previously supplied by OSH, may be used
-Clear

-Wash with soap before use then wash as needed,
completely dissemble when washing

. Aerochamber Z STAT Plus: currently supplied by OSH
-Opaque

-Wash weekly i1f used— remove back end only

-Rinse both parts in warm water with liquid soap
-Rinse 1n clean water

-Let air dry



NEW HFA INHALER INSTRUCTIONS

1. Al 3 steps must be completed for the new HFA Inhaler to lunction progerly,
2. Innaker may cesse toodeliver medication if rot properly o eaned.
3. Mever submerze the sanister in water. The "doat tBst” miust nok be gted Wich the HEA Inhaler. Water can causs the new HEA cariiter 1o

malfuncton.

3 3 1 T T i 3 TSR TT .-_r. TP Lm pn L oy e | B LS AR _;:I- 1 TS T ' T ITIT T LT
- Step 1: Priming Instructions  Step 2: Washing 1xaweek = Step 3:Drying
UpenOgening  Ifnotinuseafter... |ONLY mouthpiece not canister) i : f
Fﬂiﬁ'ﬂgﬂ..-.? ! | e g 1] LRE .:. mq"ﬂ-m““} ; | ! |
“Erltﬂlil'l Test 4 sprays in the air | 2 weecks —4 test sprays in Flush warm running water from the top Shake off excess wator, Doy ovwernignt
] the air *if dropped must  through the mouthpiece for 30 seconds then reaszemible inhaler
be reprimed Plus** If bulleup still visikle ther repeat step 2
Invicrt mouthpiece thon repent & otop =
Proven j[ Test & sprays inthe air | 2 weeks — 4 test sprays in - Flush warm runnimg water from the top - Shake oft excess water. Dry overnight
T e | the zir through the mouthpiece for 30 seconds  then reassemble inhzler
ﬂﬂp?ﬂﬁég Test 4 spravs in the air | 3 days =4 test sprays in Same SEme
| the alr
ProAir Tesl 3 sprays in the air | 2 weeks —3 Lest Sprays in Same Same
] | the air
Spacer Maintenance
Aerochamber | Wash spacer Remove back end | Rins2 both partsin | Rinse in clean Let air dry. Do Replace back
weekly if used anly, Do Aot W T Watar with water not rub with e
Tamper with valve. | Rguid scap y
any material |
ﬂptl::ham‘h'er‘ Complately Wath with spap Wash as needed | Let alr dry. Do Reassemble
1| dissemble SELE: Naaores Wiste not rub with
bafore uss
amy materizl
Differences/Similarities of CFC & HFA
7 i Ferelgpeld i Feels warm
D'ﬁerqntES 2. Mcdicadon delivered insharo bust ) £ Medication doelivered noa soft mist
Simllarities 1, Similar S2e 2 Same medication doss
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HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

* Purpose: Reduce the number of students
with asthma who must be sent home with
asthma flares due to lack of access to rescue
medications during the school day.



HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

* Nurses will review that parents have
initialed the back of the MAF next to the ““ 1
hereby certify that I have consulted with my
health care provider and that I authorize the
Office of School Health to administer stock
Ventolin HFA 1n the event that my child’s
prescription medication 1s unavailable™
portion of the “Consent Authorization and
Release™ section.



HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

* School nurses and doctors may administer the
stock Albuterol or Ventolin metered dose inhaler
with spacer, while the public health advisor may
provide the stock Albuterol or Ventolin and spacer
to the self directed student, 1n the event a student
with an MAF has run out of their prescription and
has an asthma flare in school prior to their parent
or guardian supplying their medication.



HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

* One stock Ventolin HFA metered dose inhaler and
spacer will be supplied to each elementary,
intermediate, and high school with a school nurse
or advisor. Given the valve design of MDI’s,
“common canister use” has been demonstrated to
be safe. One stock Albuterol canister may be used
to administer treatments to multiple students.
Additionally, each student with an MAF order will
be provided with their own spacer.




HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

Ventolin Inhaler Maintenance Instructions:

a. DO NOT OPEN VENTOLIN PACKAGE UNTIL
READY TO USE. The Ventolin HFA expires twelve
months after package is opened. There is also an
expiration date on the canister. Document both the
date opened and the expiration date on canister on
Stock Ventolin HFA Maintenace Form. Whichever
date comes first is the date to dispose of the
medication.

b. Never submerge medication canister in water



HEALTH SERVICES:
STOCK VENTOLIN POLICY AND
PROTOCOL

Reordering Instructions:

* You must submit your request for a replacement
Ventolin I when the dose counter states 50
doses are remaining. For Ventolin MDIs that are
about to expire, you must reorder at least one
month proir to the expiration date.

* Reorder form for Ventolin HFA, Spacer and
Epipen will be submitted to Regional Office

* Nursing Supervisor needs to be informed when
you receive the replacement Ventolin in your
school




HEALTH SERVICES:
EPI-PEN STANDING ORDER

OSH supplies Epipen stocks to:

Every elementary medical room with 1 of each Epi-pen
adult and 1 Epi-pen junior for children under 66 lbs. (as
appropriate for the school population).

JHS receives 1 Epipen adult only.

Epipen 1s stored in the Red Fanny Bag, which the nurse
wears while on duty.

You have a standing order to administer the Epi-pen/Epi-
pen Jr. in the event of anaphylaxis. Standing order 1s filed
in Daily Medication Binder.



HEALTH SERVICES:
ADMINISTER EPI-PEN
FOR ANAPHYLAXIS

* Anaphylaxis is a potentially life-threatening
medical condition occurring 1n allergic individuals
after exposure to specific allergens such as
medications, foods or insect bites or stings.

« Anaphylaxis 1s a collection of symptoms affecting
multiple systems 1n the body.

* Onset of symptoms can vary from minutes to
hours. The majority of reactions occur within one
hour and can progress rapidly.



HEALTH SERVICES:
ADMINISTER EPI-PEN
FOR ANAPHYLAXIS

Symptoms of anaphylaxis include:

Hives, itching, difficulty swallowing,
coughing, difficulty breathing, nausea,
abdominal pain, change 1n mental
status, drop 1n blood pressure or shock.



HEALTH SERVICES:
ADMINISTER EPI-PEN
FOR ANAPHYLAXIS

» The Epi-pen is an auto-injector single-use dose
of Epinephrine, the treatment of choice for
anaphylaxis.

* In 2010 Dey Pharmaceuticals replaced the
original Epipen device with a device containing
a needle safety shield

* In September 2010, Greenstone launched a
generic auto-injector Epipen without a needle
safety shield. Students may provide the device
manufactured by Greenhouse



HEALTH SERVICES:
ADMINISTER EPI-PEN
FOR ANAPHYLAXIS

» The effects of the Epi-pen injection wear
off after 10-20 minutes.

« Immediately after administering the Epi-
pen or Epi-pen junior, call 911.

 Notify principal and have parents
contacted.



Health Services:
Administer Epi-pen For Anaphylaxis

contd.

 Carefully place the used auto 1njector into
the storage tube and give the used unit to
the EMS (Emergency Medical Services)
personnel upon their arrival.

* Under no circumstances should you leave the
school to accompany anyone 1n the ambulance.



HEALTH SERVICES:
ADMINISTER EPI-PEN
FOR ANAPHYLAXIS

Contact your Supervising Nurse/ Borough Nursing
Director (BND) to notify them informing them of the
incident and that you have used an Epi-pen

Submit the Re-order Form for Ventolin HFA/ Spacer and
Epi-pen to Regional Office for a replacement

Document the Epi-pen/Epi-pen jr. administration in ASHR
or the daily log and on the child’s 103S, noting your name
as the person administering the Epi-pen/Epi-pen jr. as well
as the manufacturer and lot number of the epinephrine

You will receive instruction from your SN/BND regarding
the completion and submission of a 911 Documentation
Form
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HEALTH SERVICES:
STORAGE of EPI-PEN

parent/guardian 1s responsible for providing
v1-pen for the student and for replacing the

Epi-pen when it has expired or becomes
discolored

» Parents should be encouraged to provide two Epi-

pens

« Appropriate measures should be taken to ensure
that the Ep1-pen 1s available at all times including
when a student 1s away from the school building



HEALTH SERVICES:
STORAGE of EPI-PEN

The Epi-pen should remain accessible to trained staff even
if the nurse 1s not present

Epipen should remain with teacher trained to administer
and transferred to other trained personnel when student
changes classes

Allergy Response Plan 1s developed for individual student

Principal should ensure a report of who has been trained to
administer the Epi-pen and the location of the Epi-pen 1s
included 1n the online safety plan

If a locked drawer 1s not available in the student’s
classroom, a locked box should be provided



Health Services:
Chancellor’s Regulation A.715

* Chancellor’s Regulation A.715 require that
at least two non-nursing school staff
personnel be trained to administer an
Epipen when a nurse is not available, 1n any
school where there 1s a student who has an
MAF on file for the administration of an
Epipen.



Health Services;
Chancellor’s Regulations A.715

Nurses Role:

Identify students with an order for Epipen/Epipen Jr.

Collaborate with principal and parents to develop a School
Allergy Response Plan.

Consult with principal to 1dentify staff to be trained to
administer Epipen.

Consult with SN/BND to schedule Epipen training.

Use the guidelines and power point presentation provided
by the Office of School Health to train unlicensed DOE
personnel



School Allergy Response Plan

Student’s Name:

DOB:

Teacher/Class: School

here

ALLERGY TO:

High risk for severe reaction (eg. hx asthma)  yes  no

***GENERAL SIGNS OF SEVERE ALLERGIC REACTION***

Systems: Symptoms:
Mouth: itching and swelling of lips, tongue or mouth
Throat*: itching and/or a sense of tightness in throat, hoarseness, and hacking cough
Skin:  hives, itchy rash, and/or swelling of face or extremities
Gut: nausea, abdominal cramps, vomiting and/or diarrhea
Lung*: shortness of breath, repetitive coughing and/or wheezing
Heart*: “thready pulse”, “passing out”

Note: the severity of symptoms can change quickly.

*These symptoms can potentially progress to a life-threatening situation.

photo



School Allergy Response Plan

If exposure to allergen is suspected and/or symptoms are:

1. Give IMMEDIATELY!

(medication/dose/route)
2. Then call 911/EMS (ask for advanced life support) following school procedures for 911.
3. Call parent/Guardian or emergency contacts.

4. Call Dr. at
DO NOT HESITATE TO CALL 911!
Trained School Staff:

1. Title Room

2. Title Room

3. Title Room
Emergency Contacts (other than parent/guardian):

1. Phone: Relationship:
2. Phone: Relationship:
Nurse signature Date

Parent/guardian signature Date




School Allergy Response Plan

(Adapted from the Food Allergy and Anaphylaxis Network)

Specific training on the Allergy Response Plan (including
administration of epi-pen in an emergency if nurse 1s

unavailable) to be given by school nurse to these school
staff:




Glucagon Administration and
Public Health Advisors

* Public Health Advisors are trained to
administer Glucagon for a student with a
Glucagon order 1n an emergency if the
nurse 1s not present

* Public Health Advisors will complete the
Knowledge and Return Demonstration form
for Glucagon Administration during annual
Staff Development



Glucagon Administration and
Public Health Advisors

* If there 1s a student with a Glucagon order
in the Public Health Advisor’s assigned
school, the nurse/PHN II will complete the
Emergency Severe Low Blood Sugar Care
Plan and review with Public Health Advisor

* The school nurse/ PHN II will provide
education/reinforcement for Public Health
Advisor as needed



EMERGENCY SEVERE LOW BLOOD SUGAR CARE PLAN
FOR NON-MEDICAL SCHOOL STAFF TRAINED TO GIVE GLUCAGON

School Year: Student

Photo
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If student is UNCONSCIOUS, UNRESPONSIVE, SEIZING, OR UNABLE TO SWALLOW,
Assume student has SEVERE LOW BLOW SUGAR.

FOLLOW THESE STEPS:
1. Tell someone to Call 911-alert operator that a student with diabetes is UNCONSCIOUS,

UNRESPONSIVE, SEIZING, OR UNABLE TO SWALLOW.

2. Contact School Nurse IMMEDIATELY.
3. If school nurse is NOT AVAILABLE, Give glucagon IMMEDIATELY.
4. Remove needle and apply slight pressure to injection site.
5. Place used syringe and needle in the plastic Glucagon Emergency Kit case.
6. Ask someone to notify Parent/Guardian/ or EMERGENCY Contact.
7. Turn student on left side in case he/she vomits.
8. Stay with student until EMS arrives. Principal must assign a staff member other than the nurse
to go to the emergency room with the student if the parent/guardian is not present.
Student Grade DOB
Parent/Guardian 1 Relationship
Home # Work # Cell #
Parent/Guardian 2 Relationship
Home # Work # Cell #
Emergency Contact Relationship
Home # Work # Cell #
Doctor Work #

Preferred Hospital in an Emergency

Glucagon Dose (usually .5 mg for under 40 Ibs and 1 mg for over 40 Ibs)



Name of Student

Symptoms of Your Child’s Low Blood Sugar

Please circle the symptoms your child experiences when his/her blood sugar is low.

Weakness or
Fatigue

Nausea

Others:




1. Date

2. Date
3. Date
4. Date
5. Date

* Please note: If Principal requests Glucagon training for non-licensed DOE staff, each case must be
reviewed and approved by Office of School Central Office Nursing Staff.

O Copy given to Parent/Guardian - [0 Copy sent to Doctor



Prevention and Treatment of Severe Hypoglycemia
Training for Public Health Advisors
2010 Annual Staff Development

Knowledge and Demonstration of Glucagon Administration

Name of Public Health Advisor Date

KNOWLEDGE SETS YES/NO COMMENTS

Understands the legal rights of the students and non-
medical staff

Recognizes symptoms of mild and moderate
hypoglycemia (low blood sugar)

Identifies treatment for mild and moderate
hypoglycemia

Knows where the treatment supplies are stored

States purpose of Glucagon and when it is to be
used -if student is UNCONSCIOUS,
UNRESPONSIVE, SEIZING, OR UNABLE TO
SWALLOW

Verbalizes where to give Glucagon- upper arm or
thigh

Understands must give student specific Glucagon

Describes the side effects of Glucagon

SKILL SETS - ADMINISTERING GLUCAGON

Knows to tell someone to call 911 IMMEDIATELY
for severe low blood sugar

Removes cap off vial

Removes cover off needle

Injects liquid into vial

Gently shakes vial to dissolve Glucagon

Withdraws Glucagon solution back into syringe and
removes needle from vial

Demonstrates proper injection technique (clean
site, inject at 90°, apply pressure)

Place used needle and syringe in the plastic Glucagon
Emergency Kit case — does not recap

Knows to position student on left side in case he/she
vomits

Remains with student until EMS arrives

Trainer name Trainer Signature

PH Advisor Public Health Advisor signature

y 2010



Prevention and Treatment of Severe Hypoglycemia
2010-2011 Knowledge and Skills Review for Glucagon Administration

Directions: Supervisor/PHN 11/School Nurse will review knowledge and skills for Glucagon Administration with Public Health Advisor when

Emergency Severe Low Blood Sugar Care Plan is completed and as needed during school year.

Name of Public Health Advisor Date
KNOWLEDGE SETS Date Knowledge | Date| Knowledge | Date| Knowledge
and Skills and Skills and Skills
Review Review Review

Understands the legal rights of the students and non-medical staff

Recognizes symptoms of mild and moderate hypoglycemia (low blood sugar)

Identifies treatment for mild and moderate hypoglycemia

Knows where the treatment supplies are stored

States purpose of Glucagon and when it is to be used -if student is
UNCONSCIOUS, UNRESPONSIVE, SEIZING, OR UNABLE TO
SWALLOW

Verbalizes where to give Glucagon- upper arm or thigh

Understands must give student specific Glucagon

Describes the side effects of Glucagon

SKILL SETS - ADMINISTERING GLUCAGON

Knows to tell someone to call 911 IMMEDIATELY for severe low blood sugar

Removes cap off vial

Removes cover off needle

Injects liquid into vial

Gently shakes vial to dissolve Glucagon

Withdraws Glucagon solution back into syringe and removes needle from vial

Demonstrates proper injection technique (clean site, inject at 90°, apply
pressure)

Place used needle and syringe in the plastic Glucagon Emergency Kit case — does
not recap

Knows to position student on left side in case he/she vomits

Remains with student until EMS arrives

Trainer name Trainer Signature

PH Advisor Public Health Advisor signature

Revised July 2010




HEALTH SERVICES:
SCHOOL EVACUATIONS

« For instances where a principal announces a school
evacuation, contact your Supervising Nurse (SN)/
Borough Nursing Director (BND) to notify them of
the incident and provide an update on the school’s
course of action .

» Before leaving the school, make sure to bring with
you the red fanny bag, emergency bag, medications of
students with 504/IEP services and daily medication
binder containing the medication orders.

« Work with the principal by making her aware of your
whereabouts so that you can be easily reached by
students with medication orders and those needing
medical assistance.



Process for Reportable Incidents

* A Reportable occurrence 1s an unusual or
unexpected event that 1s not consistent with the
routine operation of the medical room or the
routine care of the patient/student.

» (Categories of Reportable Incidents:
-Occurrences resulting 1n injury or accidents

-Occurrences resulting 1n medication
errors/adverse reactions

-Occurrences 1nvolving security 1ssues



Process for Reportable Incidents
(cont.)

-Occurrences resulting from percutaneous
exposure to bloodborne pathogens/needle
sticks

-Occurrences involving
accidents/illnesses/incidents arising from
environmental/physical factors/facilities.



Process for Reportable Incidents
(cont.)

Blank Reportable Incident Forms will be maintained in the
Medical Room. Forms (RM1) are included in the Forms
Kit.

Each school will be provided with three (3) stamped,
preaddressed envelopes to the Regional Office. Request
Regional Office to replace the envelopes when needed.

On the date of the reportable incident, the nurse will
complete and sign the Reportable Incident Form, notify the
supervisor of the incident and mail the form ASAP to the

Regional Office in the envelopes provided to the attention
of the SN/BND.

The form must receive timely review and processing.



Process for Reportable Incidents
(cont.)

e On the following Tuesday, the Regional Office
staff will hand the SN/BND the Reportable
Incident Form with the time sheets. The SN/BND
will review the form and indicate any additional
action needed. The SN/BND will sign the
Reportable Incident Form and return it to the
Regional Office staff with the time cards.

* On the following day (Wednesday) the Reportable
Incident Form will be delivered to CO with the
time cards by the Regional MVO.



Process for Reportable Incidents
(cont.)

* The final reviewer at Central Office will
forward the report to OCQMI for review
and further determinations. The report
should be received in OCQMI within
fourteen (14) days of the reportable
incident.
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011
Documentation
Form

911 Documentation

Date /Time of Event: School: District:
Name of Reporter Title:
Student Name: Sex: Date of Birth: OSIS #:

Male [

Female [

Event ( Check Appropriate Box)

1 T Injuries/Accidents | 3 [1 Asthma 5 0 Epi- Pen Usage: 6 [ Seizure 8
U Fractures [JPending MAF [ Stock Other
[} Amputations [INew Case [ Students 7 [ Psych/Behavioral

2 [] Head Injury 4 [ Diabetes

Description of Event/ Signs and Symptoms:

Immediate Action Required:

Number of times student has been seen in medical room for similar/ related signs and symptoms in past
month
What were actions taken

Number of times 911 previously called for student exhibiting similar signs and symptoms

Was a new case management opened? [1 Yes [ No Case management already opened? [ Yes

[J No

Personal Protective Equipment Used: [ Gloves [1 Gown [] Face Mask/ Face shield

Admitted to Hospital:  [J Yes J No

Hospital Name:

Follow Up:

Referrals: [ Guidance Counselor [ Social Worker [ Principal [J Dr’s Session

Form Completed by: Date:

Signature of Supervising Nurse /BND Reviewer: Date:
Date faxed to Central Office:

Staff will submit completed form to Supervising Nurse within a week

Supervising Nurse will Fax to Office of School Health, Attention: Ada Santiago @ 212-442-1815
Revised July 2010




MEDICATION ERRORS

* A medication error includes any failure to
administer a medication as prescribed for a
particular student

e This includes failure to administer the
prescribed medication to the correct student,
at the correct time, 1n the correct dose or
through the correct route



MEDICATION ERRORS

Call your SN/BND immediately if there is
an error 1n administering medication to a
child.

Notify parent and secure student’s safety
Notify licensed prescriber

Your SN/BND will instruct you to

document the error on the Reportable
Incident Form (RM-1).



REPORTING

CHILD ABUSE/NEGLECT

*NYS Law (Social Services Law 413) requires that

any health care professional who suspect

s that a

child under eighteen (18) years of age is being

endangered or maltreated by parent or ot]

ner person

legally responsible for care must report tl
suspicion to the NYS Central Registry.

*OSH Nurses are mandated reporters

1C



REPORTING
CHILD ABUSE/NEGLECT

* You are not required to possess certainty
before a report 1s made, only a reasonable
suspicion.

* Immediately discuss with your nursing
supervisor or PHN 11

 After consultation with supervisor, discuss
particulars of suspected abuse/neglect case
with principal or designee



REPORTING
CHILD ABUSE/NEGLECT

The Social Service Law requires only one
report from an institution

As a mandated reporter, 1f the principal
does not agree with you, he/she may not
prevent you from making a report

File an oral report with the State Central
Registry (SCR) at 1-800-635-1522



REPORTING
CHILD ABUSE/NEGLECT

If student 1s in need of immediate medical
care, call 911 and notify Administration for

Children’s Services (ACS) of the action

If a child verbalizes he/she does not feel
safe to go home, the police should be called

Notify your nursing supervisor of report

Supervisor will notify Supervising Medical
Doctor (SMD) or Medical Director



REPORTING
CHILD ABUSE/NEGLECT

Administration for Children’s Services requires a

written report to be submitted within 48 hours of
the oral report (Form 2221-A)

The school nurse will complete 2221-A by the
close of the workday

 The NS/BND must review the report and forward
to Central Office within 48 hours of the event

e The 2221-A report will be reviewed by Central
Oftice and forwarded to the local ACS oftice



REPORTING
CHILD ABUSE/NEGLECT

Follow up:

* Reporter should obtain the case number and consult
with the case worker about recommendations for the
student and family. You can call the Application
Unit at the borough office for the case workers name

* The objective it to obtain assistance for the child and
family

* The reporter should remain in communication with
ACS until the case 1s resolved



REPORTING
CHILD ABUSE/NEGLECT

Documentation:

* Information is confidential and should be
confined to an objective description of the
physical findings

* Using the mitials SCAN (suspected child
abuse and neglect) indicates that a phone

call was made to the central registry and
form 2221A was submitted

 Document the case number
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REPORTING
COMMUNICABLE DISEASES

* All communicable diseases and conditions
that are a threat to public health must be
reported to your Supervising Nurse (SN)
or the Borough Nursing Director
IMMEDIATELY.

* Your SN/BND is responsible for notifying
the Supervising Medical Doctor (SMD) and
the School Health Central Office.



REPORTING
COMMUNICABLE DISEASES

Common reportable events are:

Hepatitis

Meningitis

Vaccine Preventable Diseases
Suspected Tuberculosis
Food-related 1llness

Blood Exposures: Incidents involving broken skin
such as needle sticks or human bites.



OFFICE OF SCHOOL HEALTH
GUIDELINES FOR MANAGEMENT OF CONFIRMED COMMUNICABLE DISEASE OCCURENCES IN SCHOOLS

[Dizeaze Piade of Transmission (1) [Exclusion Folicy OSH Comments
Exclude during the acate stage if
discharge and swelling present. While
not all patients will need antibiotics, Treatments differ for
|Conjuonctivitis (pink- Elrect contact with secretions  Jthose who do may retum to school after |Consider letter / DIOH fact sheet for 8 cluster of |bacterial, viral, or allergic
E¥E] eves, nose, and mouth 24 las of weatnent 3 or more cases in 3 classroom or Eroup sefiing. |conjunciivitis
oAl Tever 15 Zone and chald 15 well
Hand-foot-mowth ecal - oral or contact with enough to participate in normal
dizeaze (Coxsaclde nose, of open skin activitnes - lesions or rash may sll ke |Consider letter / DOH fact sheet for a cluster of
virus) SHOIE sent 3 or more cases in 3 classroom or group setiing.
Exclude for 1 wesk afier onset of illness
and janndice disappears (Contagious Coordinate confact imvestigation and 14 day window for post-
period lasts from 2 weeks before unfil 1 |prophylasds information fo close contacts with  |exposure trestment of
|Hepatitis A |Eecal - oral week after onset of sympeomms) BCD. selected groups
Immediate consultation with Health
|Hepatitis B or C [Blood and body fluid exposure [Mone Profezsional if blopd exposure ooours
Herpes simplex virus |Direct contact with infected
{cold sores) secrefions or lesions [ Mione Mone
If lesion can't be secarely bandaged and
Nmpetizo or other irect contact with discharge  Jremain dry. Unml 24 hrs after mresmient | Consider letter / DOH fact sheet for a cluster of
shin infections lesions begins 3 or more cases in 3 classroom or group sefiings.
The vims 1s shed in
respiratory finids for mamy
months after illness; well-
|ln.ieniuis irect contact with fluids from |Untl child feels well enough fo renam |appearing individuals may
mononucleosis OT Do Jto nommsl actvines |Comzider letter / DOH fact sheet shed vims intenmmitenthr
Letter and fact sheet to affected individual.
"Mo Lice™ policy; exchade only for live |Consider letter / DIOH fact sheet to classroom as|
|Lice |Dhirect contact lice, Dot nits needed
. memnEitdis or H.
5 on specific caase inflnenzas type B - contact
cterial: direct contact with imvestization snd
secrefions/ droplets from nose Coordimate with DOHMH BCD. Consider prophylaxis to close
Meningitis throat Until condition improved ireated lpmmtlettermdfa.clsheﬂ contacts as per BCD

Sept 08
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OFFICE OF SCHOOL HEALTH
GUIDELINES FOR MANAGEMENT OF CONFIRMED COMMUNICABLE DISEASE OCCURENCES IN SCHOOLS

Disease Mode of Transmission (1) Exclusion Policy OSH Rsponse Comments
Molluscum Consider letter / DOH fact sheet for a cluster of
contagiosum Direct contact None 3 or more cases in a classroom or group setting.

Letter and fact sheet to be issued for first High risk groups: pregnant
Parvovirus (fifth Contact with respiratory documented case to school population and re-  |women, sickle cell disease,
disease) droplets None issued after 20 days of first case if necessary.  |HIV

Direct contact with lesions or

Ringworm of body: none as long as
lesion can be covered. Avoid activities

that involve body contact until lesions

Consider letter / DOH fact sheet

Ringworm of the scalp:
Until 24 hours after
treatment begins; personal
items (combs, brushes,
hats, etc.) should not be
shared

Ringworm fomites * are no longer present
Until the day after first treatment is
Scabies Direct contact or fomites completed Consider letter / DOH fact sheet

Strep - scarlet fever

Contact with respiratory
droplets

Until 24 hrs after treatment begins

Consider letter / DOH fact sheet for a cluster of
3 or more cases in a classroom or group setting.

OSH central notifies BCD
of clusters

Strep throat

Contact with respiratory
droplets

LIntil 24 hrs after treatment begins

Consider letter / DOH fact sheet for a cluster of
3 or more cases in a classroom or group setting.

OSH central notifies BCD
of clusters

Until child's physician or DOHMH

Coordination for close
contact identification and

Tuberculosis Airborne states that child is noninfectious Coordinate with DOHMH BTBC testing by BTBC
Typhoid /
Paratyphoid Fecal - oral Until cleared by DOH Coordinate with BCD
Generally 24 hrs from last episode of
diarrhea. If due to Norwalk virus then 3
Gastroenteritis Fecal-oral days from last episode of diarrhea. Conduct group hand hygiene classes as needed
Pinworm Fecal -oral / clothing None Conduct group hand hygiene classes as needed

Sept 08
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OFFICE OF SCHOOL HEALTH
GUIDELINES FOR MANAGEMENT OF CONFIRMED COMMUNICABLE DISEASE OCCURENCES IN SCHOOLS

Disease [Mode of Transmission (1) Exclusion Policy OSH Rsponse Comments
'Modes of transmission:

I

Contact with respiratory droplets - Infected droplets of respiratory secretions are propelled into the air by an infected person (by coughing, sneezing, spitting, etc.)

A susceptible person may become infected by inhaling or having contact with the infected droplets.

Airborne - Very small particles filled with germs are suspended in the air for extended periods of time and can infect individuals.

Particles of this size are usually generated by coughing, but not by sneezing and spitting.

Direct contact - The infected area of one person must physically touch another person in order for the infection to spread.

Many infections that spread by direct contact may be spread indirectly through fomites.

Fecal-oral - Infections carried in the gastrointestinal tract (stomach and intestines) are shed in the feces (stool), and spread when another person ingests (eats)

those infected feces (ofien through food contamination).

" Fomites: Objects which are capable of carrying germs from one individual to another (eating utensils, cups, clothing, washcloths, etc.)

Abbreviations

BCD Bureau of Communicable Diseases
BOI Bureau of Immunizations
BTBC Bureau of Tuberculosis Control

Sept 08 Page 3 0of 3



OFFICE OF SCHOOL HEALTH
GUIDELINES FOR MANAGEMENT OF CONFIRMED VACCINE-PREVENTABLE COMMUNICABLE DISEASE
OCCURRENCES IN SCHOOLS

Disease Mode of Transmission (1) |Exclusion Policy OSH Rsponse Comments
Coordinate with DOHMH BOI. Issue [Vaccine available for pre or post-exposure
. Until all lesions are crusted. parent letters and fact sheet for first prevention. Unimmunized individuals to be
Varicella Non-immunized individuals to |case identified via principal. Nurse excluded during the period when disease may
(Chicken Airborne / respiratory droplets and  |be excluded from day 8 does not need to wait for doctor develop. Non-immune/unimmunized should
Pox) direct contact w/blister fluid through day 21 afier exposure. |confirmation. consider post-exposure prophylaxis.

Exclude sick person and

Contact with fluids from nose, mouth |contacts until treatment Contacl tracing and treatment as per Unimmunized individuals will be excluded
Diphtheria  |or skin lesions completed BOL during incubation period
Rubella
(German Unimmunized individuals will be excluded
measles) Contact with respiratory droplets Until 7 days after rash onset  [Coordinate with DOHMH BOL. during incubation period

Vaccine available for pre or post-exposure
prevention. Unimmunized individuals to be
excluded during the period when disease may
Measles Airborne / contact with respiratory develop. Non-immune/unimmunized should
(Rubeola) droplets Until 5 days after rash onset  |Coordinate with DOHMH BOIL consider post-exposure prophylaxis. §

Vaccine available for pre or post-exposure

Until 5 days after onset of prevention. Unimmunized individuals to be
swollen glands or until all excluded during the period when disease may
Mumps Airborne / respiratory droplets swelling has disappeared Coordinate with DOHMH BOL. develop.

Coordinate with DOHMH BOI.

If lesions can not be covered to Non-varicella immune individuals may develog

Fecal - oral and respiratory

Direct contact (may cause chicken
pox in susceplible persons - those not |prevent contact than exclude  |Consider letter and fact sheet if lesions chicken pox. See Varicella exclusion policy

are exposed. above.

until all lesions are crusted.

previously infected or vaccinated)

Invasive . Nursery school and childcare contacts should
Haemophilus receive prophylactic antibiotics if 2 cases of

influenzae Respiratory droplets and direct invasive Hib disease occur within 60 days of
(Hib) contacts with respiratory secretions Coordinate with DOHMH BOI, eachotherq
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OFFICE OF SCHOOL HEALTH
GUIDELINES FOR MANAGEMENT OF CONFIRMED VACCINE-PREVENTABLE COMMUNICABLE DISEASE
OCCURRENCES IN SCHOOLS

Disease Mode of Transmission (1) |Exclusion Policy OSH Rsponse Comments
Pertussi 21 days after start of cough or Unimmunized individuals will be excluded

oF ussr‘s after completion of 5 days of during incubation period. For close contacts post
(Whooping Respiratory droplets and direct appropriate antibiotic exposure prophylaxis is recommended regardless
cough) contacts with respiratory secretions  [treatment Coordinate with BOI of immunization status.

'Modes of transmission:

Contact with_respiratory droplets - Infected droplets of respiratory secretions are propelled into the air by an infected person (by coughing, sneezing, spitting, etc.)
A susceptible person may become infected by inhaling or having centact with the infected droplets.

Airborne - Very small particles filled with germs are suspended in the air for extended periods of time and can infect individuals,
Particles of this size are usually generated by coughing, but not by sneezing and spitting.
Direct contact - The infected area of one person must physically touch another person in order for the infection to spread.
Many infections that spread by direct contact may be spread indirectly through fomites.

Fecal-oral - Infections carried in the gastrointestinal tract (stomach and intestines) arc sh
those infected feces (often through food contamination).

|1 =Cantact BOT Tor questions ol approprinte post exposure prophyTaxis l

Abbreviations

ed in the feces (stool), and spread when another person ingests (eats)

BCD Bureau of Communicable Diseases
BOI Bureau of Immunizations
BTBC Bureau of Tuberculosis Control

Sept 08 Page 2 of 2



REPORTING
COMMUNICABLE DISEASES

Scarlet Fever

» Scarlet Fever confirmed by an MD note
IS not reported to DOHMH Bureau of
Communicable Diseases (BCD).

* When three or more confirmed cases (a
cluster) 1n a class or rou setting occur
within 4-5 days, the chool Health
Staff should call Ofﬁce of School Health @
212-442-1695.



REPORTING
COMMUNICABLE DISEASES

Fifth Disease

* Once a documented case 1s reported, a letter
and fact sheet should be 1ssued to the entire
school population. Please contact the
nursing supervisor/BND for direction. Each
individual case should be faxed to @ 212-
442-1815, attention: Ada Santiago, R.N.,
School Health Central Office.




SR

OFFICE of SCHOOL HEALTH

REPORTING FORM
FOR FIFTH DISEASE

DATE: 7 J REGION: DISTRICT:
SCHOOL: PRINCIPALS NAME: TEL #: ( ) -
REPORTER: TEL #: ( ) -

NAME TITLE
OSIS #:
STUDENTS NAME:

- LAST NAME FIRST NAME

DATE of BIRTH: / / SEX: Male Femasle GRADE/CLASS
ADDRESS:
BOROUGH: MANHATTAN BELYN RICHMOND

BRONX QUEENS ZIp

A A .

PARENT/GUARDIAN NAME:
HOME TEL #: ( ) -
DATE of ONSET: / /
LAST DAY IN SCHOOL: / /
DATE of DIAGNOSIS: / /

MD INFORMATION CONFIRMING DIAGNOSIS:

DFR’s NAME: TEL #: ( ) -

ADDRESS:

HOSPITAL:

First Case: Yes No Case #: Total Number of cases in school:
Was letter and fact sheet for Pareats/School staff given to Principal? Yes No
Date Issued: / f

TIH04 AS.



REPORTING COMMUNICABLE DISEASES
Chicken Pox

The only disease that doesn’t require a Doctor’s note for
confirmation to send out a letter and fact sheet.

If you receive information that a student has chicken pox,
contact the SN/BND for direction.

Schools with ASHR will complete the Varicella Reporting
Form 1n the student’s ASHR record. The information will
be forwarded to Bureau of Immunization and to Ada
Santiago at central office.

Schools without ASHR will complete form and fax each
individual case on a Varicella Reporting Form to the
Bureau of Immunization to 212-676-2300.

Schools without ASHR will also fax a copy of that form
for each initial case per class to 212-442-1815, attention
Ada Santiago, R.N., School Health Central Office.




Office of School Health
Varicella Reporting Form

Date: Reporter:

Name: Phone #:

Address: District:
School:

Date of Birth: Address:

Gender:

Parent/Guardian: Principal:

Telephone #: Home Telephone #:

Work
Diagnosis: Chickenpox Grade: Class:
Confirmed with MD note: Yes No # Students in School:

Doctor’s Name:

# Students in Class:

Doctor’s Telephone:

Onset of Illness:

Last Day in School:

Date Returned to School:

Date of Varicella Vaccine:

Dose #1
Dose #2
Not Vaccinated
Was student hospitalized: Yes No If yes, what hospital?
Does anyone else in the home have chickenpox? Yes No Who?
Was a letter and fact sheet for parents given to the Principal? Yes No

Date Copy Sent to Supervising Nurse Office:

*all reports are to be faxed to NYC DOHMH Bureau of Immunization attention Charles Asumeng at
(212) 676-2300. If you need to speak with Charles please call 212-676-2288.
Fax the report of the initial case that occurs in the class to NYCDOHMH Office of School Health,

Attention: Ada Santiago at (212) 44 2-1815

08/28/07



Varicella (Chicken Pox)
Zero Monthly Report

Report verifying there were zero Varicella cases
identified in the school during the previous month.

Schools with ASHR will complete Varicella Zero
Monthly Report in ASHR. The report can be
accessed under reports 1n the school tab of ASHR.
Information will automatically be forwarded to
Bureau of Immunization and Ada Santiago,
Communicable Disease Liaison, at Central Office.

Schools without ASHR will complete report and
fax on the second Wednesday of each month to
Maggie Doll at 212-676-2274



New York City Department of Health and Mental Hyglene
Health Bureau of Immunization, Surveillance Unit

Varicella Monthly Summary Report

Reports may be faxed or e-mailed. Reports should be sent by the
second Wednesday of each month, for the previous month.

TO: Maggie Daoll
Fax: 212-676-2274
Email: mdollZhealth.nyc.qov

Reporter Name:

School Name & Numbern:

Report for: (month/year)

Please check one of the following:

D There have been ZERD varicella (chickenpox) cases identified
in this school in the previous calendar month

D There have been 1 or more varicella (chickenpox) cases identified

in this school in the previous calendar month
(Please alzo submit a Varicella Reporting Form for each varicella case)

Signature:




VARICELLA/CHICKEN POX FLOW CHART

A1 Varicella (Chicken Pox) Eeports

Initial Varicella (Chicken Pox)
Eeport

o D'z note or

o Verbal confirmation from
Parent! Guardian

are to be  entered into ASHE (under
menu  options, choose  WVaricella
Eeporting Form)

If ASHE. 15 not available then report
15 fazed to Bureau of Immunization:
212-676—2274 (Attn: Maggie Doll)

When first case of chicken pox iz
identified in the claszs, a letter and fact
sheet are to be 153ued to the class

Office of School Health will receive the
report of the initial case that ccours in the
class once entered into ASHE

If ASHE. 1z not available fax to:
o  Ada Bantiage - 212 —442-1815

1

Varicella ! Chicken Pox Monthly Summary Eeport

Varicella Monthly Summary Eeport that must be completed in ASHE
for the Bureau of Immunization by the second Wednesday of each

month if you hawve not reported any Varicella (Chicken Pox ) cases

within the month

If varicella cases were reported, ASHE will automatically generate a
Varicella Monthly Summary Eeport and forward to Bureau of

Immunizations.

If ASHE iz not available then Waricella Monthly Summary Eeport

must be fazed to 212- 676-2274 ( Attn: Maggie Doll)

10,2010




OFFICE of SCHOOL HEALTH

REPORTING FORM
FOR FIFTH DISEASE
DATE: ] / REGION: DISTRICT:
SCHOOL: PRINCIPALS MAME: TEL #:{ ) -
REPORTEE: TEL % ( ) -
MAME TITLE
0515 #:
STUDENTS NAME:
LAST HAME FIEST NAME
DATE of EIRTH: ! / SEX: 0 Male O Female GRADE/CLASS
ADDRESS:
BOROUGH: D MAMHATTAN OBELYN O RICHMOND
O BRONX O QUEENS P 4 i
PARENT/GUARDIAN NAME:
HOME TEL #: { ) -
DATE of ONSET: [ !
LAST DAY IN SCHOOL: / /
DATE of DIAGNOSIS: ! ]

MD INFORMATION CONFIRMING DIAGNOSIS:

DE's NAME: TEL# (. 1] -
ADDERESS:

HOSPITAL:

First Case: 0 Yes ONo Case &#: Total Number of cases in school:

Was letter and fact sheet for Parents/School staff ziven to Principal? Yes Mo

Date Issued: ! !

Each individual case to be faxed to NYCDOHMH Office of School Health, Attention: Ada Santiaze at (217) 442-1815
EOTAS



Reporting Communicable Diseases

Action to be taken by Office of School Health staff.

The City Health Information (CHI) dated March 09 which lists diseases and conditions that
must be reported to the NYC Department of Health, should be posted in every medical room.

Diseases and conditions listed in the CHI should be reported to the Supervising Nurse (SN) or
the Senior Public Health Nurse immediately.

The SN/SPHN will notify the Supervising Medical Doctor (SMD) and the Office of School
Health at (212) 442-1695 to report the following diseases:

Hepatitis

Meningitis

Vaccine Preventable Diseases

Suspected Tuberculosis

Food Related illness.

Blood Exposures: Incidents involving broken skin ex: Needle sticks, or human bites
with history of a known communicable disease.

Fifth Disease: Once a documented case is reported, a letter and fact sheet should be issued to
the entire school population. Each individual case should be faxed to NYCDOHMH Office of
School Health, A.Santiago @ 212- 442-1815. If a 2™ case is reported 20 days after the initial
case, a 2" letter and fact sheet should be issued.

Scarlet Fever: O.S.H. is called only when there is a cluster of three or more confirmed cases in
a class or group setting that occur within 4-5 days, SN/School Health staff should call Office
of School Health @ 212-442-1695.

Varicella/Chicken Pox: Currently the only disease for which you don’t need a Drs note for
confirmation, to be able to send out a letter and fact sheet. Each individual case must be
entered into ASHR. Letter and fact sheet to be issued to class once the first case is reported in
each class.

If itis a Non Public or you do not have access to ASHR, Office of School Health should
receive the report of the initial case that occurs in each class addressed to: Ada Santiago
— Faxed @ 212- 442- 1815. Bureau of immunization Surveillance Unit: Varicella
Monthly report should be entered into ASHR by the second Wednesday of each month
or faxed to Maggie Doll @ 212-676-2274 if you do not have access to ASHR.

The following information is needed when reporting a communicable disease to central office:
. The students name, address, date of birth, grade, parents name, and home telephone
number.
School number, address, Principals name and telephone number
Last day in school
The onset of illness date
Suspected diagnosis
The name of Hospital/Doctor and telephone number
: Admission date/date seen
Staff should always consult with the supervisory staff about medical conditions that are
of concern to the school.

REV 10/10 A.S.



Reporting Communicable Diseases

MRSA
Methicillin Resistant Staphylococcus Aureus

MRSA 1is a strain of the staphylococcus
bacteria that can cause infection 1n different
parts of the body. It 1s resistant to many
antibiotics. Most MRSA 1nfections are not
serious, some can be life threatening.




Reporting Communicable Diseases

MRSA

« Complete the Risk Assessment Document to
determine 1f the student poses an additional risk to
others.

* Report a cluster (3 cases) of MRSA to Ada
Santiago, OSH Infection Control Nurse at 212-
442-1695. Fax a copy of the lab cultures and
antibiotic sensitivity report and risk assessment to

Ada Santiago at 212-442 1815




School Health
Risk Assessment
Form for
MRSA
In Students

[ hve |

Heallh S¢hool Health Risk Assessment Form for MRSA Infection in Students
This form is to determine if school children with confirmed MRSA infections are at high nisk for
{ransmission.
REPORTING INFORMATION Date: [ [

School Nurse/Physician Last Name First Name

School name:

School address:

Borough: District: Zip: Tel#:

DEMOGRAPHICS AND INFECTION DETAILS (filled out before calling provider/parent)
Patient Last Name Patient First Name

DOB: I f or Age: Grade

(1) Is this first confirmed case in this school? 0 Yes [Skip to RISKE ASSESSMENT] O No#*, fill out below:
Number of confirmed ME.SA cases: Last case’s Confirmation date: /[ /

RISK ASSESSMENT (Call healthcare provider or parent to obtain the information below):
Person being interviewed:

Last Name First Name Tel#:

This person is: O Patient O Parent/Guardian O Healthcare provider O other, specify

(2) Describe (or ask) infection location:

(3) Has the wound been covered by a bandage at all imes? O Yes 0 No* O Unknown
{4) Can pus from the wound be contained by a bandage now? O Yes O No® O N/A O Unknown®

(5) Does patient participate in any organized contact sports such as foothall, wrestling?

O Yes O No [if no skip to (3)] O Does not know™ O Unable to contact parent/guardian”

*If speaking to Healthcare provider, and ha/she does not know, contact pavent'guardian. [f parent/guardian
was not reached, also check “Unable o contact parent/zuardian ™.

(6) If yes, which sport(s)? O football* O wrestling® O basketball*

00 Others, specify all: 1) .2) )]
Coach Last Name First Name Tel#:

(7) Does the patient have any developmental disabilities or are there other circumstances
that may increase his'her chances of having skin-to-skin contact with others?
O No (end interview) O Yes*, Explain

IF AR SIARRED ITERIS L) ARE CHECALD, CUNIACT ADA SAN T G0 IMMEDITTELY.

Last Upderte 11.24/2010



Seasonal Flu (H1IN1)

On April 23, 2009 Ms. Pappas, the nurse at St.
Francis Prep 1dentified an increased number of
students with fever visiting the medical room

At that time there was an unusually severe
respiratory illness in Mexico

Several students traveled to Mexico during that
time
The incidence of influenza like 1llness (ILI)

increased significantly throughout Queens and
spread to other boroughs



Seasonal Flu (H1IN1)

* School nurses played a vital role 1n
1dentifying, monitoring, reporting and
educating students, staff and family during
the flu outbreak

* Nurses should continue to be alert for any
unusual patterns of 1llness within the school
and report situations of concern



REPORTING COMMUNICABLE DISEASES

MUST HAVES

You must have all of this information whenever you

report a communicable disease or any threat to
public health:

1. Student’s name and address and parent/guardian
contact information.

2. Last day this student attended school.

3. The date of the onset of the illness.

4. Suspected diagnosis.

5. The name of the Hospital/Doctor and telephone
number.

6. Admission date or date seen by physician.



REPORTING
COMMUNICABLE DISEASES

When 1n doubt,
please consult your
Supervising Nurse, PHN II

or the
Borough Nursing Director (BND)



REPORTING FOOD-BORNE
ILLNESSES

 When 3 or more children present signs and
symptoms such as vomiting, nausea, cramps or
fever 1n the lunch room or come to the medical
room within an hour of eating there, you should
suspect food-borne illness.

« To rule out viral illnesses, check in the Office of
School Health Daily Log for the previous10 days
to establish a pattern.



REPORTING FOOD-BORNE
ILLNESSES

* Interview the children with signs and
symptoms to determine when, where and
what each child ate and drank.

* Assess the severity of the symptoms and
determine appropriate action.

— Should these children remain in school?

— Should they be taken to a hospital emergency
room?



REPORTING FOOD-BORNE
ILLNESSES

Suspected food-borne illnesses require the same
procedures as all medical room walk-ins:

1. Always notify the parent/guardian by phone and
complete the 12S form, which 1s used to notify
parents and/or providers for follow-up.



REPORTING FOOD-BORNE
ILLNESSES

2. Enter the student’s name, date and time of

arrival in the Medical Room 1n the Oftice
of School Health Daily Log or ASHR.

3. Enter your findings on ASHR or 103S for
each student you assess.



REPORTING FOOD-BORNE
ILLNESSES

* Notify the SN/BND of the event.

* You will be asked to report your findings on the
“Reporting Notification Form for Suspected Food-
Borne Illnesses” and fax the form immediately to

212-788-4299 to Faina Stavinsky, the Food-
Related Illness Coordinator.

« Faina Stavinsky can be reached at 212-442-3372.



DOH CASE NO.

REPORTING NOTIFICATION FORM FOR SUSPECTED FOODBORNE ILLNESSES

DATE OF OCCURRENCE SCHOOL ADDRESS

NURSE/ PHA/DSN'S NAME AND TITLE TELEPHONE NUMBER

NUMBER OF STUDENTS ILL TOTAL NUMBER OF STUDENTS IN SCHOOL, NUMBER OF FACULTY ILL - TOTAL NUMBER OF FACULfY
NUMBER CF MEAL PERIODS AND TIMES OF EACH . 7 GRADES SERVED DURING EACH OF THE MEAL PERIODS

IS BREAKFAST ALSO SERVED AT THIS SCHOOL? IF SO, AT WHAT TIME?

DID THE SCHOOL/CLASS PARTICIPATE IN ANY SPECIAL EVENTS WITHIN THE PAST 72 HOURS? IF SO, DESCRIBE;

NUMBER OF CLASSES PER GRADE

HAS THE PRINCIPAL BEEN REMINDED TO SAVE THE SUSPECT FOOD ITEMS?

PATIENT'S NAMES AGE/ SEX SYMPTOMS* FOODS EATEN DURING SCHOCL TIME OF ONSET TIME OF ° DR OR ER VISIT?
GRADE DAY-INCLUDE LUNCH AND MEALS SYMPTOMS | NAME AND ADDRESS OF
BREAKFAST DOCTOR/ HOSPITAL

DIAGNOSIS

N=NAUSEA V=VOMIT D=DIARRHEA C=CRAMPS F=FEVER O=0THER
BRIEF HISTORY OF CUTBREAK/ADDITIONAL INFORMATION:

INITIAL CALL TO NYCDOH AT 212-442-3372 BY: DATE/TIME

FAXED TO DOH (212-442-3378) BY: DATE/TIME,

FORM COMPLETED BY.




REPORTING FOOD-BORNE
ILLNESSES

* Notify lunch room staff that you have faxed
DOHMH to notify them to conduct an
environmental investigation.

* Work with the Department of Education
(DOE) lunch room staff to save samples of
all food and drink for inspection and
analysis by the DOHMH environmental
investigators.



REPORTING FOOD-BORNE
ILLNESSES

* The day after a suspected food-borne 1llness
event occurred:

— Note the doctor’s findings and recommend-
ations on ASHR or each child’s 103S. (The
teacher will send the child with a doctor’s note
to the Medical Room.)

— If any students involved are absent, contact the

parent and note the reason and physician’s
findings on ASHR or each absent child’s 103S.




No Head Lice Policy

« Students with head lice will be excluded when
the head lice are identified along with parent
identification.

« Students with head lice will not be allowed to re-
enter until they are lice free. They will be re-
examined by the principal’s designee (NOT the
school nurse) upon returning to school.

» Students who have been cleared of lice will be re-
examined 1n 14 calendar days (or closest school
day if the 14" day falls on a weekend or holiday)
by principal’s designee.



No Head Lice Policy

 Students found to have head lice on re-
examination will once again be excluded until they
are lice free.

e Students with nits and no evidence of head lice
will NOT be excluded from school.

* No school-wide surveillance will be conducted
for nits (studies have shown them to be
Ineffective).



No Head Lice Policy

How school nurses can help:

* Train personnel designated by the principal on
how to properly identify live head lice.

 Provide consultation on cases that do not resolve
after two treatments.

-Confirm that parents are following treatment
recommendations appropriately.

-Initiate case management as needed

* Provide health education to staff and parents as
needed.



BEDBUG PROTOCOL

* Any bedbug specimen should be processed
by the prinicipal’s designee. All OSH
nurses are not to accept, process or mail
presumed bedbug specimen. The principal
will designate the school personnel who
will take responsibility for these tasks. The
principal will distribute the bedbug parent
notification letters as needed.



BEDBUG PROTOCOL

* OSH nurses will only be responsible for
Initiating case management on students with
confirmed cases of bedbugs. The Office of
School Health will continue to provide the
bedbug education meetings to the staff and
parents as needed.



BLOOD EXPOSURE

 Whenever school children are involved 1n
incidents with exposure to blood with the potential
for exposure to blood-borne pathogens, contact
your Supervising Nurse (SN)/Borough Nursing
Director (BND) for guidance on risk evaluation,
management options and appropriate treatment
and follow-up.

 If staff are involved in blood exposure incidents,
they should be managed and evaluated according
to the Employee Health policy of their agencies.



BLOOD EXPOSURE:
TYPES OF INJURIES

Types of injuries that occur in schools with the

1.

potential for significant exposure are:

Human bites where the biter breaks the skin of
another person, resulting 1n a significant amount
of bleeding.

Injuries where a person 1s bleeding or secreting
bodily fluids contaminated with blood, and
another person’s open wound or mucous

membrane 1s exposed to the blood or bodily
fluids.



BLOOD EXPOSURE:
TYPES OF INJURIES

3. Fights where one person punches another in
the mouth resulting in a bleeding cut to the
skin of the puncher.

4. Injuries where a sharp object has pierced
the skin of one person and subsequently
pierces the skin of another.

5. An mnjury where a person’s blood splatters
into the mouth, nose or eye of another
person.



BLOOD EXPOSURE:
TYPES OF INJURIES

6. Any injury resulting in broken skin at risk
for contamination with germs present at the
source of the trauma (needle, weapon, teeth,
mouth, etc.)

7. A skin-penetrating injury from a sharp
object whose contamination status 1s
unknown.



BLOOD EXPOSURE:
MANAGEMENT & REPORTING

Immediate Wound Management
o Strictly observe Universal Precautions
* Provide First Aid

— Thoroughly clean wound with soap and water
— Flush wound under fast running water

— Apply pressure to stop bleeding

— Cover wound lightly with a clean, dry dressing



BLOOD EXPOSURE:
MANAGEMENT & REPORTING

e Contact your Supervising Nurse (SN)/ Borough
Nursing Director (BND) immediately to discuss
the incident.

* You will need to know the risk of exposure, which
1s determined by:

— Presence of blood in direct contact with an injury with
depth or a permeable skin surface, providing a portal of
entry

and

— Consideration of the health status of the individuals
involved and their immunization status (Tetanus:total #
doses received; date and type of last dose. Hep B: #

doses received). Review the 103S, ASHR, 104S,and the Health
& Accommodations Form.



‘Data Collection Form for Human Bites and Blood Exposures

Report Date: Report Time: AM/PM
Reporter: Reporter phone #:
School: District:

Exposure Date:

Exposure Time:

AM/PM

Exposure type: __ Bite _ Sharpobject _ - Sexual _ Other

NAME: NAME:

OSIS#: OSIS#:

DOB: Sext M F DOB: Sex: M F

Phone: Phone: '

Guardian: Guardian:

Grade: Class: Grade: Class:

Status: ___ Student _ BOE Status: __ Student _ BOE
___DOH" __ Visitor ___DOH ___ Visitor

Site of injury: _ skin __ mouth (biter)

__ mucous membrane __ N/A

Depth: _ Muc Memb __ Penetrating

__ Superficial __No Contact/barrier

Quantity of blood at site of injury: Quantity of blood at site of injury:

__ Active bleeding __Visible blood

Site of injury: _ skin __ mouth (biter)

. __ mucous membrane __ N/A

Depth: _ Muc Memb __ Penetrating

__Superficial __No Contact/barrier

__Active bleeding - __ Visible blood

___Unable to evaluate __No visible blood __ N/A __Unable to evaluate __ No visible blood __ N/A

Body site of injury (N/A to biter/sticker): Body site of injury (VA to biter/sticker):

__ Head/face ___ Head/scalp
__ Trunk/front ___ Trunk/back

__ Neck __UE__LE

__ Head/face ___ Head/scalp
_ Trunk/front __ Trunk/back

_ Neck __UE __lE

Name:

Hep B complete? Y

N U
Tetanus UTD? Y N U
inpastSyears? Y N U
Wellchild Y N U
Medical history: _ Asthma
_ADHD __ Seizures __MR
__Devdelay __ Other:
HIV: ___ Definite, documented pos
___Increased (bld prod/STD/IVDA)
__ Norisk/No known risk
___ Possible (family positive)
__ Probable (anti-retroviral Rx)
___ Suspected (O1/OI prophylaxis)
HB:  __ Definite, documented pos .
__Increased (bld prod/HD/STD/IVDA)
__No risk/No known risk
___Possible (liverdiscase, family pos)
HC: __ Definite, documented pos
___Increased (bld prod/HD/STD/IVDA)
__ Norisk/ No known risk
___Possible (liver disease, family pos)
Circumstances:

Name:

Hep B complete?
Tetanus UTD?

Y
Y.
inpast 5 years? Y
N

o ZzZ=
ccc

Well child Y
Medical history: _ Asthma

__ADHD __ Seizures __ MR
_ Devdelay __ Other:
HIV: __ Definite, documented pos

__Increased (bld prod/STD/IVDA)
__No risk/No known risk
___ Possible (family positive)
__Probable (anti-retroviral Rx)
___ Suspected (OT/OI prophylaxis)

HB: __ Definite, documented pos
__ Increased (bld prod/HD/STD/IVDA)
__ No risk/ No known risk
__ Possible (liver disease, family pos)

HC:  __ Definite, documented pos
___ Increased (bld prod/HD/STD/IVDA)
__No risk/ no known risk
__Possible (liver disease, family pos)




VISION SCREENING:
AMBLYOPIADETECTION &

FOLLOW-UP

e The Office of School Health Vision Screening Teams
screen kindergarteners, first graders, new entrants and
special referrals for possible vision difficulties.

* The Vision Follow-Up Unit calls the parents of children
with very serious problems, such as possible amblyopia,
to urge professional evaluation and treatment.

« Amblyopia 1s an eye condition in which one eye 1s
weaker than the other. Without early treatment (by age 7
or 8), the weaker eye can lose vision altogether.



VISION SCREENING:
FOLLOW-UP

* The Vision Team asks parents to return all doctor’s
forms to the Vision Follow-Up Unit. Often,
however, a parent brings a form to the school nurse.

 If you receive a vision report from a parent, please
do the following:

— Fax the white copy to (212) 442-4757. Please make sure
the doctor’s 1dentifying information 1s included in the

faxed copy. Vision follow up team will enter completed
E12s forms into ASHR.

— Know your Vision follow-up person. Communication
prevents duplication of effort and/or students’ falling
through the cracks.



NYC DEPARTMENT OF HEALTH AND MENTAL HYGIENE
EYE REPORT AND RECOMMENDATIONS

(Please Print On Hard Surface)

NYC DEPARTMENT OF EDUCATION

CHILD'S NAME: Last, First SEX: []Male |OSIS# DATE OF BIRTH
[ Female
ADDRESS oy STATE P
SCHOOL BOROUGH/DISTRICT GRADE/CLASSROOM

PARENT/GUARDIAN

TELEPHONE #

E12 History

Yes No Unknown

Educational Vision Services

The New York City Public Schools provide specialized educational services for students
who are blind or visually impaired. Students are eligible if their best-corrected vision in
the better eye is 20/70 or lower, or if they have specified visual impairments, such as
macular degeneration, retinopathy of prematurity, optic atrophy, high myopia or
albinism. Services are designed to give students access to the general curriculum, and to
participate in general or special education classes at the highest possible level of
independence. Available services include:

e Braille

Newly identified case (15T E125) (m] a [m] Date of issue:
Follow up for previous issue of E125 not returned 0O O [m] By:
Annual follow up for case with completed E125 o o a Title:
Screening Results:
Date of screening: Team code:
FAR NEAR

Without Glasses With Glasses Without Glasses With Glasses

20/ 20/ Right 20/ 20/

20/ 20/ Left 20/ 20/

20/ 20/ Both 20/ 20/
Right Eye (+1.50): Pass [ Fail O Fusion: Pass [J Fail O
Left Eye (+1.50): Pass [1 Fail O] Color Test:  Pass [0 Fail O
DOCTOR’S EXAMINATION:
Date of examination: Next visit:

Is any ocular pathology or any field limitation present?

1f yes, describe:

JYes [JNo

Uncorrected Corrected Prescription given:
Distance Near Distance Near Sphere Cylinder Axis Add

Right Right

Left Left

Both
Diagnosis:
Special vision services recommended? OYes [ONo If yes, specify:
Color deficiency confirmed by doctor? OYes [ONo
Your recommendations:
Are glasses to be worn? [OYes [JNo Indicate extent of use: [JFornear [JForfar [JConstant
New prescription? OYes [INo
Eyeglasses dispensed today? [JYes [JNo
Patch prescribed? [JYes [JNo Which eyetobe covered? [JLeft [JRight

Large print reading materials

Training with low vision devices

Specialized adaptive computer technology
Instruction in other skills to attain literacy in:

o reading

e writing

o mathematics :
e sciences

e computers

‘Where worn? (] In school [ After school [J Both
Hours per day?
Other treatment:
School accommodations:
Seating accommodation requested? [JYes [JNo
Indicate the position: [J] Front center [JFrontleft [ Front right
Other accommodation:
Exclude from contact sports? [JYes [INo If yes, until (] Temporary date: [J Permanently
Wear protective goggles in gym/sports? []Yes []No
Doctor’'s N 3 5, ialty:
octor's Name: rre g pecialty:
Address: City: State: Zip:
Phone#: (___) License #:

For office use only Vendor:

o Instruction in orientation and mobility for independence in travel
o Bus transportation, if needed.

For further information contact:

Educational Vision Services
400 First Avenue, 7th Floor
New York, NY 10010

Phone: (917) 256-4259

Fax:  (917) 2564230



FORMS:
DOCUMENTING YOUR CARE

* Forms provide accurate documentation of
the nursing care you give each child during
your school assignment.

* Forms assist parents/guardians in caring for
their children.

* Forms assist providers delivering follow-up
care and monitoring.



FORMS
You Need to Know

Medical Record/Clinical Information Forms

e 103S: Individual student medical record kept in
the locked cabinet in the Medical Room. All
Interactions with the child (not documented iIn
ASHR) — except normal listed Daily & PRN
medications & procedures — are noted on this
form.

 CH 205: Comprehensive Medical Form for New
Admission Examinations. The CH205 form 1s
attached to the individual student medical record,

the 103S.




SEPT, | ocT | NOV. ‘ DEC. ’ JAN. { FEB I MAR, | APR | MAY | JUNE
LAST NAME FIRST NAME MIDDLE NAME SEX BIRTHDATE
NUMBER AND STREET 7IP CODE BORO | FL/APT. | TELEPHONENO. | GRADEICLASS | SCHOOLBORO

NAME OF PARENT OR GUARDIAN
LAST FIRST

RELATIONSHIP TO CHILD

SIBLINGS IN FAMILY

(Keep current) No. Oider: No. Younger:

No. Persons in Home:

MEDICAL HISTORY — Explain allitems checked and give recommendations under: Health Prablems” below

(Keep current)

FAMILY ILLNESSES — SIGNIFICANT {SPECIFY) IF PARENTS OR SIBLINGS ARE DEAD, GIVE CAUSES AND DATES,

CHILD'S HISTORY — BIRTH

DEVELOPMENTAL

IMMUNIZATION STATUS:

IMMUNIZATION COMPLETE: (DIPTHERIA (DT, TD), POLIOMYELITIS) (MEASLES, RUBELLA, MUMPS) YES [ NOTJ

DATE:

IF IMMUNIZATION INCOMPLETE:  F D

CHILD'S HISTORY — CHECK AND GIVE DATES IF KNOWN

(] Chicken Pox (] Bronehitis or Asthma
[ Measles [J Convulsions

[ Mumps [ Rheumatic fever

[J Rubella (] Heart trouble

[ Allergies (specify) [1 Orhopedic problem
[ Frequent colds or sore throals [ Tuberculosis

[ Ear Infections [1 Eye or vision problem
(] Trouble hearing [ Speech problem

[ Intestinal Parasites [ Urinary Track Infection

[ I child now under regular
medical care, narme of
docter, hospital or clinic

[ Serious llinesses (specily & give dates)
[ Serious accidents (specify & give dates)

[ Address:
[ Operations (specify & give dates) e —
Is child now taking any
[] Other problems or handicapping regular medication?
conditions (specify) Specify:

CURRENT HISTORY AND EXAMINATION

NOTES BY SCHOOL DOCTOR AND NURSE

DATE

At beginning of note, code activity, sign all notes

PARENT PRESENT

DATE

b

EATING HABITS

SLEEPING HABITS

TOILETHABITS

BEHAVIOR

OTHER HISTORY

PHYSICAL APPEARANCE

Good A Ave. B. Below Par

SKIN

EARS

EYES

MOUTH and TEETH

NOSE and THROAT

HEART

LUNGS

ele|Ne|als o m|@|=|mlo|o|=

ABDOMEN

=

HERMIA and GENITALS

. POSTURE and EXTREMITIES

12. OTHER

103-S (Rev. 9/03)

Check ( /) all abnormalities, explain all items checked and give recommendations under “Notes”™

HEALTH PROBLEMS DURING SCHOOL CAREER

DOCTOR'S OR PNA'S ACTIVITY (Fed Ink)

NURSING ACTIVITY (Blua/Black Ink)

MA New Admission SHA Selective Health Assessment SR Spec. Referral

OPPC ional Person C

DS Student Ci

HWV Home Visit TNC Teacher Conference

MDI Daily Inspaction NFU Follow Up NP Parent Conference

NPPG Professional Person Conference HPE Health & Physical Education

DATE

HEALTH PROBLEMS; SIGNIFICANT FINDINGS;
ACTION TAKEN, AND SIGNATURE

ACTIVITY | PARENT
CODE | PRESENT

RECOMMENDED
ACTION

ACTION
COMPLETED

NOTE: When student is transierred forward this record to new school

SCHOOL MEDICAL RECORD
(To be kept in medical room)

103-5 (Rev, 9/03)

DEPARTMENT OF HEALTH AND MENTAL HYGIENE - THE CITY OF NEW YORK
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FORMS
You Need to Know

Health Services and Section 504 Accommodation
Forms allow students with special needs to
rece1ve the necessary services to ensure their
participation 1n the educational setting.

1. Medication Administration Form for requests
involving the in-school administration of
medication for students.

2. Provision of Medically Prescribed Treatment
(Non-Medication) for special procedures such
as bladder catheterization, postural drainage,
tracheal suctioning, gastrostomy tube feeding,
etc.




Dapartment of
Education

Mew 'fork C'Eg F'uhllc Schools
2010-2011

To All Parents, Physicians, and Health Care Providers:

The Mew York City Department of Education and the New Yaork City Deparfment of Health and Mental Hygiene's
Office of School Health work collaboratively to make certain that all students with special needs are provided
senvices to emsure their full parlicipation in the educational setting. To this end, parents and providers must use the
enclosed forms for all requests for in school direct heslth services andior accommodations under Section 504 of
the Rehabilitation A{:t uf 1873, The-se forms must be returned to ﬂ1re c:hlld 5 mhml for pru-ceﬁsng A new

senices in sl:'.hunl 'I'hE fnll:mmg mldellnes should b-e fcllluwe:l in DI1:|EF tu famlrtate 1he review of the nurrpleted
forms and fo provide clinically appropriate services:

# The physician/health care provider completing the form should be the one who will be actively managing the
condition for which services are requested.

» A valid Mew York State Mew Jersey or Connecticut license number must be provided. If a physician-in-fraining
without a license number completes the form, # must be counter-signed by a supervisor (e.g., attending
physician) and include the supervisor's license number.

s The order should be specific, legible and cleary written so that it is completely understandable to the nurse and
can be carried out in a clinically responsible way.

#  Dnly those services that myst be performed during schoal hours should be requested, {e.g., if medication can
be given at home before or after school hours, it should not be requested in schoaol).

» Homeopathic medications will not be administered.

» Please note that medication is typically stored in a locked cabinet in a designated room (i.e., medical room)
unless the student is authorized by you to cary medication in schoal.

s Parents, physicians, school staff and students must work fogether to encourage each child to be as self-
sufficient as possible.  If the child is able to self-administer the medication, the parent should initial the
appropriate area on the back of the medication form. Most students at the intermediate and high school level
should be self-directed in taking medications, (i.e., identify the following: that the medication is the correct one;
what the medication is for; that the correct dosage or amount is being administered; when the medication is
needed during the school day; describe what will happen if it is not taken). Those students are then permitted
to carry and self-administer only those medications that are necessary during the school day without
supervision; however, students are never permitted to carry controlled substances.

Parents, remember to attach a small photograph of your child to the upper left corner of the Medication
Admimnistration Form (MAF) for proper identification.

There are four types of request and authorization forms:

» Medication Administration Form (MAF) - should be completed gply for requests involving administration of
medication for students. For cases of asthma, providers may attach an Asthma Action Plan with the MAF. Use
of nebulizers on school frips can be cumbersome, please consider prescribing an inhaler and spacer whenever
paossible.

» Provision of Medically Prescribed Treatment (Mon-Medicafion) - should be completed when requesting special
procedures such as bladder catheterization, postural drainage, fracheal suctioning, gastrostomy tube feeding.
etc. This form may be used for all skilled nursing treatments.

» Diabetes Medication Administration Form: should be completed for students with Diabetes who require any of
the following: glucose monitoring, insulin andfor glucagon administrafion.

» Reguest for Section 504 Accommodation(s) - should be used when requesfing special services such as a
bamrier-free building, elevator use, testing modification, etc. This form should NOT be wsed for Related
Services such as cccupafional therapy, physical therapy, speech and language therapy, counseling. etc. which
is properly addressed and provided by a student’s Individualized Education Program (IEP).

Please contact the student's school if you hawve any questions. Thank you for your assistance.



NOTE: Parent signature required on reverse gide of this form. Current photograph of student HMUST be attached to upper left corner of this form.

#National guidalines recommend inhaled corticostercids
for children with pemsistent asthma.

INDICATE HOME MEDS IN BOTTOM LEFT BOX.

improvement (2 total).
O Pre exercise. 2 puffs via MD] with spacer 15-20 mirmrios
bafire axervisa.

O URI or recent asthma flore (within 2 ﬂ.l:.l'lil 2 puffs @
noon via MDI ichakr and spacer for 2-5 da:

MEDICATION ADMINISTRATION FORM, | | Sieomsame jLast Flst, Midd) Mais T Famaie[] | oo 10 M
Authorization for Administration DOE Diswict Schod (PE, 5. e and Mamds Grace Chass Baroigh
of Medication to Studenis for
Bchool Year 2010-2011 Senol Ak Bp Cocke
Health Care Practitioner Order Check Medication and Order Type rocmend o loerne peation | Choose all that are appropriate
1- Dia is ASTHMA 0 Y O Mo ] pwrails I improved, but not anoagh to I:IE'h;EI-dnn't:.m.F.;lnl.nymdiﬂ.ﬁonmd.mly
CEVERITY. O Vantalin HFA (may be provided by achool for shared ussge), | 747 to closs, call pavent. If | GV Pl ren v pevnce sini
. Othcr HFA bo provided by parcnt) . .
0 Intermitteot 0 Moderate Persistant™ o o ORDER Tll?;oE by persists, call B11 and mﬂf:r_ ) Btore medication in medical reom amd
O Mild Persistent® T Bxvare Persistent® [ Biandard order. 2 poffs g 4 hrs vis MDI and spacar pro pnr:.m:t mdthu..Hnj p\:;nﬂ.n- Lﬁ&uummm
D) Excreoiss Indmocd oough, whessa, tightnoss in chast, difficuley broathing or addicienal puffe o nesded until g
ghertoicss of broath. May repeat in 15 mirs x 2 if no EMS arrives.

O Btors mesdication in medical room
and rams to administer

2. Diagnosis

DhueaBoute

0 Déisgnaosis reot substem tislly condredled with. mediestion.

O DMagnosis substantially cortrolled wich medication.

O Standing daily doso. Bpecify timols):
AND/OR

Cprn

specific signs, symploms or & tnadions
Tima intarval: q hiours as needod
Any ropeats i
oo ImproTement?

O Yes, in hr'mins, max

Conditions under which
medication should not ke givem

O Stndert may carry medieation (irehdos
opi pon. and MDOT) and may seH-admiristar.
(PARENT MUST INITIAL REVERSE SIDEL
NOT FOR CONTROLLED SUBSTAMCES.

O Btore mesdioation in mesdiesl reom and
studant to salf sdmyinistar undar
obearvation.

O Btore madication in medical room
and morss to adrrindster:

Diagnogis

Diosa! Bowts

0 Déiagnosis not substam tially condmdled with: mediestion.

O Dvagnosis substantially controlled wicth meodication.

O Standing daily doso. Bpecify timols):
ANDIOR- — e

Cprn

specific signs, symptoms or sdualions
Tima intarval: q hiours as needod

A p ) OYen, in___mine, max___timen

‘Cenditions undsr which

O Studernt mey carry medieation (irehudes
wpi pan and MOT) and may salf sdmirdster.
PARENT MUST INITIAL REVERSE SIDEL
NOT POE CONTROLLED SUBSTAMCES.

O Btore moedication in mediosl ream and
studant to salf administer undar
obssrvation

O Btors madication in medical room
and murse to admindster

List medication{s) student takes ot homse and ot
what times

- I I
Hanlth Care Proctiborsr (HCP § Mame (e R

ﬁﬂgnﬂ:wn

HCH Clinie Addross

HCHClinic Tal Mo

FOR DOHMH USE: Revisions per DOHMH after
consulbafion with presoribing providsr

HCF Chire Fax Mo

TS Rogistraiion Mo, (Required)

INCOMPLETE PROVIDER INFORMATTON WILL DELAY IMPLEMENTATION OF MEDICATION CRDERS




20192011

medication, i accodance with e instuchans of iy chikd's physician
aquipTent nedessary b admnister medicalion. ncuding nen-ventalin inhakens, Medicatan is W be provided ina properly kbsed o
conignar from te shamacy (another such containar should ba absingd by ma far iy child & uze cuteide of school); the katel an the praecriplion
medicaton must inchide e rame of the student, name and telechones number of the phammacy, licensad crescnber's name, dete and numker of
refils, name of medication. dossge, freguency of afministation, rouss of sdrinistradion prdior atier direcbans; e the caurder medizations and
drug sanples must be n e matdfaciuers cogral containg: itk the sludeal's narme affixec b that container. | understand that if | provize a0
sathma inhzler, it must b2 supglies in 6 cnanal and UNOFEMED medicabon bos. | furhes understard tat | must Immedialely advize the
principal ardizr histhar designesis) espesislly the schoal nurse of any change in the prescristion or inebuctions atated abova.

| undarstand that no student will be allowed o carry or self-adminlster controlled substances.

| indersiand that this Authorzstion 15 enly valiz untl the 2arlizr of: {11 June 30, 2071 This creecriplion may be exlended hraugh Augusl Tlhe
sidend is sferding a Mew Yark City Daparrrand of Sducation (the "Ceparrrant™ sonaored surimer ingtact on 2rogrami or (20 sLed bre trat |
delwer to the: principal or hisher designecls) ard norse 2 pgw prescrpion or ingtrociizne issued oy oy child's physcisn regerding the
admiristratica of the above preswibed med o, By summitling tris MAF | am requesticg that my child be grovidzd with speofiz hesih
serices by e Cepanment 2nd the Nev Yok City Dezarment al Heallh and Merdal Hygisne "ODOHBHET thraugh the Office of Schincl Healh
POEHT. 1 understand that parl of theze sare ces may entail an sszeasment by an OZH ghyzician as 0 how iny child is respending Lo he
prescribad meaicatisn, Full and somziats instrustions mgarding the provision of the above-requastad nes th earvicels) arz incudad n this MAF

| ueiderstard that the Degartment, TOHMH and their agents, and smsloyess meslvad i1 B8 crovision of tha abave-requested health senaceis)
are ralying an the scouracy of the infornetizn praviced indhs forn, B is my indercica tat oy chilZ will B2 provided wih hea th serdesis)
accoding e e mfomiaton ang natructions that ane provided inths MAF. | hiihas understand hat the Deparment, DOHMH and her sgenss
ara not reEponaiole for any adwarss reechon ta this medicaban.

I rezegnize thiad this frm & ret an agreerment by the: Depadment or DOHMH b provide the ssrvices requassed, but, ssther, my requesd,
vursenl and aulioricalion far such services L s delennined ol Diese seoices aee eeoescry, 2 Slodent Accoorredition Plen may aso
b= nacagzary snd will be completed £y the echool.

| hereby autharize the Deparimernd, DCE R ard their employess and ageats, to contacs, consult wih and obtain any further information
they may deam aporopriate relaling Lo rry child's medical eendition, medicaion andior restment, from any health care providar andlor
prarmaciet that has crovided medical or healh ssnices b my child.

SELF-ADMINISTRATION OF MEDICATION: |
selladministered medicalions):

| herety cartify that my child hes besn fully Instrucied and lg cepable of salfadminsiration of e presoribed madicafion. 1
further suthorize my chikd's camying, storsge and ssif-sdminstration of the above-coeacibed Medicalion in schaal. | adoawkedge that |
am responsibla for providing my child with such medfication in containes labeled 55 descrived abowz, far any and al monibering of my
chil:fs ume ol wach medilion, 2 well o o any ard all consegqueenozs of my chikl's use of such medication in schanl. | further hereby
aulharize the Deparlinen], DOHMH, Iher agents and errgloyees, nouding the principal. histher designes{s|. schoo! nurse and my
childs teachane), to adminster such medicelion n dccodancs with be instructisns ol my chid's ghysican should my cild be
terrporanily incapakle of soif-administaring such medicaton. | understard that the school nuise Wil confirm my chid'e sbility 1o 2ell
carry and self administer in a respoasible manner with the scheal. In addiion | sgres b provics '2ack up™ medication in & desry
labalad bedlle b e kapt in the medeel raom in the avenl my child deas rof have sulfcent medication e sef adminsier

| 8kse gathorize e princigal, riedher designesia) and schoal nurse e slore andiar adminizdes fo my chiki such medficaton in the
event ihat my chid s tamporanily neapshle of selisiorage ard s=/-adminieration of such medication.

| hareby certify that | have consubted with my child®s health care grovider and that | authorize the Office of School
Health to adminlster stock Ventolin In the event that my child’s asthma prescrption medication s unavailable,

Pleage Print ParentGuardian's Mame & Address Delow:

ParentGuardian's Signature

Drade Sigreed
Daytive Telephans Ha, Homas Telephicons Ho.
{00 NOT WRITE BELOW - FOR DOE AND DOHMH OHLY)
Hludern's Mame:, [IE1E Mo
Rt by Fawigme: by e -
FMame Cabe Mamr Naka
Featared to School 504 Coondinatar O e T Mo Sel-Adivinislers Set-Cames. L Vaz Mo
Sefvices rovided by L Murss = DSHMB Pabke: Beakh Ay, Senuel Based Health Certer DOE School i
Siyresture and Titke. . o
RN IR R Mele gcheol ronifed and fam tanangisd e DOE Ligizang

1e-11



FOR DOE/DOHMH USE:

REQUEST FOR PROVISION OF 0 504 OIEP O OTHER
MEDICALLY PRESCRIBED TREATMENT (NON-MEDICATION)

2009-2010 SCHOOL YEAR

Student's Name: Last: First: Middle:

Male: Female: D.O.B: I.D. #:

Borough: District: School: Grade: Class:

School Address: Zip Code:

Part I: Physician's Statement/Order
(Attach prescription(s)/additional sheet(s) if necessary to provide requested information and medical authorization).

Clean Intermittent Catheterization Tracheostomy Care Chest Clapping
Central Venous Line Oral/Pharyngeal Suctioning Percussion
Gastrostomy Feeding Oxygen Administration Postural Drainage
Naso-Gastric Feeding Ostomy Care Dressing Change
Other

1. Diagnosis.

2. Treatment required in school

3. Specific instructions for providing treatment

4. Frequency/time to be provided

5. Conditions under which treatment should not be provided

6. Date(s) when treatment should be initiated terminated

7. Possible side effects/adverse reactions to treatment

8. Specific instructions for non-medical school personnel in case of adverse reactions.

9. Specific instructions for nurse (if one is assigned and present) in case of adverse reactions

10. Diagnosis is substantially controlled with provision of medically prescribed treatment Yes No

11. Diagnosis is self- limited Yes No

Physician's Name (Print) Physician's Signature
Physician/Clinic’'s Address NYS Registration No. Date Signed
Zip Code Physician/Clinic’s Telephone No. Physician/Clinic’s Fax No.

FOR DOE/DOHMH USE: Revisions as per DOE/ DOHMH contact with prescribing physician

09-10



PROVISICH OF MEDICALLY PRESCRIBED TREATMENT:

PARENT/BUARDIAN' SENT AND AUTHORIZATIO
2010-2011

rarrice e prowision of madically peascibe:s fealme ance wilh he altache

childs plnysman | undergtand thal | mosl furrish all necessary eguipmzn: anz spplies ard thal | musl immed sizly
acvize t1e pincipsl s1diar hisher dasigneaisl aspesialy tha schesl surze of any charge in the presoipton o
instucTions sterted b

| unzerezsnd that this Awthadzaten s anby weod okl the earlizr of (9] June 30, 2044: [ This prescriztcn may be
exerdes through August ¥ the sivdent 15 atiending & Mew York Sy Deparrent ol Educalicn the Dezartrmant’)
spengorsd surrencr instucson pregrem; or (2] seet time that | deliver dn the piacpa andior bahes desigroe (s a
srriplioe o irslnucions isseaed Gy omy chid's physican megadicg the pradsion of Ihe aisseepreescrized

1 for Provisior of Madically Prescrbec | reatmant (Mor-adicaton ) Form, | 5m equazting
had 'r|5| chid b proviced with spe nealh serdices by the Deparment ard the ke Yok Gy Deparment of
Heallin and kental Hygiers HDOHMH 1 thraagh Ihe Oflize of Schacl Heath POSHT Ful and complabe inslucong
regarang the provizion of e sbove-raquested hesih ssrvesis; ars Induzsd in "‘ &tz | understand 1hat the
Dizpzrmant. DOHMH and their ageris, and empleyzes irvelved in e provision 27 thie abave-roauostod heslth

irrs] this fnm 1 is my LR iy rhiki wil he
prereided willt e Lo o tral e srovided in lhis Toon |
urderstand that it s my reaporaecllth o p'ovda all eqwamr'ut ard sugzlies raoaasar} far the savisan of the above-
rezJestad redicaly presznoed nor-madicetion resiment.

't:l:ugl'ia: Paal this fans is eat an egur:-&-'nenl h:r e Degarbvenl or COHMH L pls'.'i‘.'u: he Seodoss ’&qu&‘:l:i, Lul,
rather, my reguest, consant and authonzsticn tor such sswoss. IF i e dedermined tnat these sericeE sre NECREESMy.
a Student Accommosstizn Plan may also be nescasary and will bz complzssd By the schonl.

| herzby aulfinnice the Cepadment of DOHMH ard e amaloyess are egenls Loeconlacl corsull wiln znd L oolan
any lrther informaton they may desm apzroprate relabng tz my chilz'e meccsl conciton, medecalion sndior
Treatmizat tam any health cane prowider anc'or pharmacist

Plaasn Print PamantGuandlan's Nama & Address balow:

Parent'Guardian's Signature

Date Slgned

Daytime Telephone Ho MHome Telephone Ho.

DO HOT WRITE BEELOW
{FOR DUE AND DOHMH DRNLY|

Btudenl's Name, 0313 Na,
Razpwed by mrizemod Ty
M Dl Manre Di:le
Rederred br Sonnnl 509 Ssardinatar Won Mo
Berdces provden by Flurse | DOHMH Pubilic Heallh Ay, 11 Beanl Basad Heqllh Canler 11 DT School Sl

S i-Dirzcts Treatment =] _ No

Signature and Tita:

(RMORBMDT [Dirle: sekanl nefifics mad o foreaded to DOE

13-11




FORMS

You Need to Know

3. The Diabetes Medication Administration
Form contains the PCP’s orders for blood
glucose monitoring, mnsulin administration,
snack orders, and emergency treatments. No
additional MAF 1s needed for student with
services for Diabetes

4. Request for Accommodations under Section
504 of the Rehabilitation Act of 1973 for
accommodations such as a barrier-free building,
clevator use, testing modification, etc.



NYC OFFICE OF SCHOOL HEALTH — DIABETES MEDICATION ADMINISTRATION FORM SCHOOL YEAR 2010-2011
Siudent N e Do of Birh
ClFarc R
Ok | i "N T
10 Humber DO Distid | School Grody e Borough
Schonl Radreess Mt Rucet K1
D/ Reah
EMERGENCY SITUATIONS Diogmasic  [Cype | licketss (7 Types 2 Dihet
Severs Hypoglycemia Risk for Dibatic Katoacidesis [DIA) Dl
[ Hullilﬂ AND CALL 911 oo IF kyparghycenic®, vomiting, or frear <005 | Moad Ghioose Monitoring and liselin Orders

BT, RE-1051 ketones and b3 o ______ baurs

AN o Ll - !, .
u,,,.w'::‘.',".f’m.:",".‘:,‘;,‘,.,u, O Vg5 | 37t or et b tooes an ma%ran o lga, ghva watar anct Studurt
Inablity to svallow EVENIT the [ wy M | L Callpament andor M0 [] Ko ] Moy chescke b withunt suparviion Moy gives insudin without sapervision
b0 & unknrwn. Tum ool let - () trvomiitng, unabik io fka PO, and MD nol aval labls, CALL 811, :MMHiHsumﬁm Ol -Wilﬂjhﬂhmh
sk o prevent aspimbon. Clahve Insubin, IF sndared bakow ] Masthorvs schisad persannd chade b :Hmﬂm;ﬁn|llm|miﬂlh
Ll tnch [ samk O &m [Jren
Hypoglycenin Forbliz _____ mgHL For b= mgdL For b= mgdL For b= mgfll
e 2k, v an ulea, v az ulea, aw a1 ulea,
ar____ ghocoss ivke, or ____ gmicarbs or ____ pluecssbahs ar___gmears or ____ plueossbahs ar___gmears or ___ piuccas mhe ar____ gmears
Re-check In nhuias, Ra-chack In minnies; Ra-chack In minnies; Ra-chack In minnies;
b3« JTepeai caris and b« - rapa ok carbe anid 1bd - rapa ok carbe anid (140 - Fapaal carbe ani
To-chick il b = . ra-eheck untl b » . ra-check untl b » . ra-eheek untl b » .
THEN THEN Oirinldalbd« ___, Mo Gpm
| @ve insulin, BEFORE Lunch [ diva irsutin BEFORE Snack [ v Srowk AFTER-inezimari THEN [ @ve Snack after irasting Hypoghycemia
lOhva Insulin AFTER Lunch [ tiva lmsulin APTER Snack send studant k1 Gym
Between Hypo- [ Ghve Insalin EEFORE Lunth [ v Irsulin BEFORE Snack [ 0iva Snack BEFORE Gym
and Hyperglycemia | [ Ghve Insulin AFTER Lnch [ diva trsutin AFTER Snack [ sandta Gym
Hﬂ“"ﬂ“" CTest Kebones TG = mgidl OTestieoms b= mgdl | CTestketones fv0x= _____m| CTestieloos yGx _____m
b > Treat as por Risk for DHA abmve Treart 8 par Riskfar IKA, above mel';ﬂ"P" E:‘Tﬁlgrﬂw mel':H"P' E:;‘TEISIIW
- A S n S n
:l'.'ll‘ld Insulin BEFORE Lunch :Eh'nII:III.IIIIIHEPDHEHNH Forbl> DL AND at kst Forbl» gL AND af lazst
(@t lnsuin AFTER Lunch L] otva insutin AFTER Boack ___ hoars since Bet usuin, ghe nsulin | hoom s bet {nsulin, ghe insulin
Cirh Coveroge [ Carh pavarage CHLY [ Carh cavarage: DALY
lnsulin Instructians | O] Carb exwarage PLOS Camrsction Dass [ Carb cavarape: PLUS Camsstion Dass
when b > Target b when'bil > Target bd
INSUUN ORDERS [ Corb Covernge (phis Gomedtion Dose [ g ok [ Corb Coveroge phs Shiding Seale ] Wo Inslin ot Sdhoal
[eHEDE OME BOX OMLY) If orderad nhovea) for Correction Gluwass Marttorring LY
O Syringe SPen | Home of lusudin Clinsalin Forap Braad £ Madal]
Target [Fingle #) | Sensitivity Focter (Comectinn] IrewlimCork  For LINH For SIACE Basal midodd  Cogn  Tonpen ) scoomact
- v/l | 1 il cecresrsn b by oL | Rwtiee D) | 1 e I'I:_"rls Raieisk witshour % sl _ hws |7 pung foe gym
Ronad D0 AN Hho lnrabaidy 50 b the dusastl)5 nalty for spivga/pan For Pumy:
[] Follos Purnp recommendation for bolus
T = A [11nak asl ndail
Cork Covernge = Fuabinnel — it iezdin Correction Dose = “‘: iLL:.L I — misimin mm{m;ﬁ?ﬁ“&hz wlk]
e carbi in Sercifvity Facke O] Forbds mghd that hos act
P n : Suacriaa s hoars after £omaction
. m!mmp'r.ﬂ Current bl = 250 Target biG= 150 Seasitvity Foctor = 100 Insulin:Cark mtis = 120 Laach corbs = 60 gms consider pamyp falkure. Nailly parsal,
ard Covermge plne ) [ For suspeini pump falkire: CSCOMKECT
. tiowm Ok Carb Covarage mg-;.ﬂm -3miis FILE Comrectlon Do 2%@- = lupit TOTALDOSE: 3414 unita purp and giva Insatis by syviags or pen
SUBMG SCALE [ Pre bk [T Feashin Unis [ tHha time b6 R Iredin Ui
Horea of hesudin
Rase b BT owolp mapaleg. NI, 200300 k.
Fraam; awdp, Mo e dze vl o e
SHACK: HOME MEDICARONS OTHER DLARETES ORDERS
Twwefdey: Inzalin Bosq Fapmary o el
Type & Amount:
Oral Medications (B bapmay, nd Dasl
) Student ey carry ond sl ndrainister sundes
Headth Gare Froctiionss Hame (R Frad Tl B For DOHMH USE: Revisions per consultwith Prescriber
Helth (e Frockiomes Sgratus [ Froc Ho.
! !
Adires TS Lic. M. (Rogpr vd]

SHIOT (R 37000



MONITORING BLODD SUGAR, MEDICATION AND DIETARY NEEDS:
2010-2011

| hereby authorize: (1) the monitoring of my child's blood sugar, (2) the provision of medically prescribed treatment andior
(3] the treatment of hypoglycemic episedes on school premises, m accordance with the atiached instructions of histher
physician. | understand that | must furnish all necessary snacks. equipment and supplies and that | must immediately advise
the principal andfor hisher designes(s), especially the school nurse, of any change in the prescription or instructions stated
above.

| understand that this Authorization is only walid untd the earlier of: (1) June 30, 2011; (This prescription may be extended
thrcugh August if the student is attending a Mew York City Department of Education (the™ Department”) sponsored summer
instruction program); or (2} such time that | deliver to the principal. histher designee(s) and school nurse a new prescription
or instructions sswed by my child's physician regarding the adminisiration of the abowe-prescribed monitoring and treatment.

| recognize that the New York City Department of Educaton (the “Department”), its agents and the Department of Health
and Mental Hygiene (DOHMH™) has a responsibiity to ensure a safe environment in the medical room and anywhere else
where miy child may test his or her blood sugar. | will make every effort to provide the school with safety lancets and other
safer needie devices fior the purpose of glucose menitoring and insulin administration.

By submitting this Disbetes Medication Adminisiration Form, | am requesting that my child be provided with specific health
senvices by the Department and the Mew York City Department of Health and Mental Hygiene (DOHMHT) through the Office
of School Health ("OSH™).] understand that part of these services may entail an assessment by an O5H physician as to how
miy child is responding te the prescribed medication. Full and complete mstructions regarding the provision of the above-
requested health service(s) are included in this form. | understand that the Department, DOHMH and their agents. and
employees involved in the provision of the aboverequested health senvice(s) are relying on the accuracy of the information
prowided in this forme 1t is my intention that my child will be provided with health service({s) according to the information and
instructions that are provided in this form. | further understand that the Department, DOHMH and their agents are not
responsible for any adverse reaction to this medication.

| recognize that this form is not an agreement by the Department or DOHMH to provide the services reqguested, but, rather,
my request, consent and authorization for such serices. If it is determined that these senvices are necessary, a Student
Accommodation Plan may also be necessary and will be completed by the school_

| hereby authorize the Depariment, DOHMH and their, employees. and agents, to contact, consult with and obfain any

further information they may deem appropriate relating to my child's medical condition, medication andior treatment, from
any health care provider andfor pharmacist.

Please Print Parent/Guardian’s Mame & Address Below:

PareniGuardlan's Signamure
Date Signed

Daytime Telephons Mo Homa Telaphone Ho.

1
DO NOT WRITE BELOW [FOR DOE AND DOHMH ONLY)

Student's Mame: QSIS Mo:
Received by: Reviewed by:
Mame Diate Name Date
Referred to School 504 Coordinator: O Yes O No Seff-Monitors: OYes O Mo
Services provided by: 0 Murse 0 DOHMH Public Health Adv. 0 School Based Clinic 0 DOE School Staff

Signature and Title;

(RN OR SMD) (Date school notified and form forwarded to DOE liaison)

10-11



2010 2{“1 SCHDDL "I'EAR

Studenfs Name: Lasi: First: Middle-

Kale: Famala: D08, LD #

Barough: Distict School Grage: CI36E:

p Code:

1. Describe the nabure of the concem:

2. Medical Diagnosis/Disabllty

3. Desoribe how the disablity affects the stugient’s ecucalional perfarmance:

4, Listiaseribe the educafional service(s) that are baing reguestad:

PryEIican s Hame [Print) Physician's SignanJre

Physician'Clinic's Address NS Registration Mo, Dake Sgned

Zp Code PRYEICIanUCANICS TRIEpNONE MO, PRYEICENGINIC S Fax O,

EI [WRE] FrH

1. Describe the nature of the concem:

2 Describe how the disablity affects the studient’s educalional perfarmance:

3. Listpescribe the S04 accommadations that are being requesied:

BImile whethar : are NBCHEsary, a COMVE [] you
ry It will ba plat ‘nytmmnlwlﬂrwurlnput“lsplunuutmmmannuﬂy

By submitting this Request for 504 A dations, | a i lhatnwntldbepmvlunduntnspmlnceduuﬂnml scwmrmmtbn[n}]
fhve New York City Dapariment of Education [the & e arﬂ" have provided the full and complete Information regarding this

educational accommodation{a) In thie form. | underatand that riu Dapartment, It agants, and Its smployese Involved In the provialon nﬁm
above-requestad accommodation(s) are mlylrng on tha mnn]' aftrn Irl‘ormﬂlnn that | have provided In thiz form to determine whether and fo
what extent my child will be provided with

FIEilsE Print Parent/Guardian's Mame & Address Below:

‘PareniiGuardian's Signature
Dale Slgned

Dﬁgl‘l‘ﬁ- Tﬂlﬂ ong Mo,

10-11




REQUEST FOR ACCOMMODATIONS LINDER SECTION 504 OF THE REHABILITATION ACT CF 1875

2010- 2011

DO NOT WRITE BELOW

[(FOR NYC DEPARTMENT OF EDUCATION USE OHLY)

Studant's Nama:

OSIS Ma:
Rewlewead by: e —
Hame (Please Print) Title Daie
| Request for Educatienal Service(s)
Approved Denied Referrad for Further Review

Reason Request Approved ar Denied:

Referred o CEE

Diate of Referral

Signature

Sent to School 504 CoordIinator

Diate of 504 Team Mg,

Date

1011




FORMS
You Need to Know

Referral Forms

12S and SH 10: Complete these forms to
notify parents and/or providers of the med
room visit and the need for further
evaluation and medical care for the
student.



OFFICE OF SCHOOL HEALTH
DEPARTMENT OF HEALTH AND MENTAL HYGIEME — THE CITY OF NEW YORK

Diate:

Issued at:
Grade /Class:

OSIS #:

Student Mame: — Diate of Birth:
Larst First
1 ; ’,: ; [ Dear Parent:

It is advisable to consult your physician regarding the following:

If this form is not completed and returned, your child may be assessed by our school health doctor as authorized by the
MNYC Health Code. If you do not wish your child to be placed on the physician's schedule, please contact the nurse

at (phone).
Q Dear Doctor:

Will you please give your opinion and recommendations on the lower porton of this form. A description of your findings
will be appreciated. If you find it necessary to refer this child for firther study, please note and indicate where referred.

Mame Title
PLEASE RETURN TO SCHOOL MEDICAL ROOM
TREATMENT AGEMNCY REPORT # RECOMMENDATIONS FOR SCHOOL
Findings : O NORMAL ACTIVITY

[ Special Health Accommodations
[ Bus Transportation

Dration
O Mo Competitive Games
Diagnosis: O Adaptive Physical Education
O Elevator Pass (if available)
O Other

Treatment Flan:
#Addidonal information may be required
from the provider.

Child is under meatment: Yes 0 Mo 0L [wish to see child again on

If referred to another physician or clinic, please indicate where referred:

Hospital/ER
Clinic
Managed Care

Date Private Practice
Plesee Print Mame & Tiile

Address Tel. Mo

THIS EEPORT 15 TO BERETURNED TO THE MURSE BY PARENT OR STUDENT
THE DEPARTMENT OF HEALTH WILL BE CLAD TO COOPERATE IN CARRYING OUT YOUR EECOMMENDATIONS

125 (Rew. B,00)



SH10

OFFICE OF SCHOOL HEALTH

School: Date:

Dear Parent/Guardian of: Class: DOB:

Subject: Medical Room Visit OSIS:

Your child was seen in the medical room today for:
Abrasion Fever: F
Ache/Pain ____ Headache/Dizziness
Allergy Symptoms Nausea/Vomiting

Nosebleed

|

Eyes: itchy/red/teary

Nose: itchy/runny/stuffy/sneezing —f{ail}l
. : __ Ras

Bite Throat: scratchy/itchy Skin: itchy/dry/irritation
_Cl © Sore Throat
—tut Stomachache
_Cough/Colld Tiredness/Fatigue

Earache: right/left Toothache

Eye: right/left Trauma

Other (specify) Vision Problem: right/left
Treatment Given:

Ice Pack Pressure to stop bleeding

Band-Aid Area cleaned with soap & water

Cold Compress Fluids: Water/Juice

Meal/Snack
Recommendations:

____ Please see your doctor/dentist for an evaluation

____Keep at home until temperature is normal for 24 hours

__ Keep at home until eyes are free of discharge

_____Keep at home until vomiting has stopped for 24 hours

____Update your emergency card for parental contact (we were unable to reach you)
____ Submit New Admission Physical Exam Form (211s)

Please contact your Health Care Provider for evaluation:

___Ifyour child complains of headache, dizziness, nausea, and/or sleepiness
_ Ifarea of complaint becomes swollen and/or very painful

_____If pain and/or condition continues

Additional Comments:

SEEN BY: TEL. #:

(Name and Title)

SH 10 (Rev. 8/05)




FORMS
You Need to Know

Referral Forms

C12S: Cardiac Report and Recommendations
* Review the C12S

 If the student’s activities are restricted by the
physician, you must
— Notify the child’s classroom teacher and the

gym teacher and document your notification in
ASHR/103S

— Log findings/recommendations on the child’s 103S or
ASHR and the date/time you notified the child’s
classroom and gym teachers

— Log recommendations on the child’s 104s



DEPT. OF HEALTH & MENTAL HYGIENE

THE CITY OF NEW YORK

OFFICE OF SCHOOL HEALTH

DEPARTMENT OF EDUCATION

CARDIAC CONSULTATION AND RECOMMENDATIONS

NAME: LAST FIRST DATE OF BIRTH O MALE 0815 NO.
0 remaLE
PARENTIGUARDIAN ADDRESS BORO APT. 2P TELEPHONE NO.
SCHOOL NUMBERINAME ADDRESS BORO GRADE CLASS
REASON FOR REFERRAL
SIGNATURE/TITLE: DATE: ! i

TO BE COMPLETED BY PHYSICIAN

CARDIAC DIAGNOSIS

[ No Heart Disease

(J Congenital Heart Disease (specify)

2 Innocent Murmur

1 Aquired Heart Disease (specify)

[J Other Existing Medical Conditions (specify)

J Cardiac Surgery U Yes QO No

Date and Procedure

1.

2,

Cardiac Examination:

Functional Classification: Q1 Q0 Qu Qv

Therapeulic Classification: JA QOB OC 0D QE

Medications:
SBE Prophylaxis Recommended: 0 Yes [ No Medication:
Cardiac Supervision Necessary: O Yes [ No If Yes, Frequency of Appts.

SCHOOL PLACEMENT RECOMMENDATION

ACCOMMODATIONS REQUEST

1 Regular School

0 Bus Transportation

U Barrier Free School

0 Elevator

1 Home Instruction

[ Extra Set of Books

U Hospital School (specify)

13 Assistance with Ambulation

O Other

PHYSICAL EDUCATION/GYM PLACEMENT RECOMMENDATION

0 Full Activity/Regular Gym/Contact Sports

[ No Competitive Games/Contact Sports

[J Adaptive Physical Education

(0 No Physical Education/No Gym

Q Other (specify)
PHYSICIAN'S NAME (Print) ADDRESS
O Primary Care
SIGNATURE TELEPHONE NO.
0 Cardiologist
G125 (Rev. 805) (FRONT)

THE CITY OF NEW YORK
DEPT. OF HEALTH & MENTALHYGIENE ~ OFFICE OF SCHOOL HEALTH

CARDIAC CONSULTATION AND RECOMMENDATIONS

DEPARTMENT OF EDUCATION

INSTRUCTIONS

TO EXAMINING PHYSICIAN: Important — Please read carefully and complete all information requested on
front of form.

An examination and a report are requested for all children with definite, potential or possible heart disease, whether or
not any modification of physical activity in school is recommended. A new report on this form is requested twice a school
year for those receiving home instruction, and at least once a year for all other children.

Your record of clinical findings, diagnosis, and recommendations will form the basis for planning the physical
activities of the child in school. It is always to the advantage of the child to attend a regular class whenever he is able to
do so. To facilitate the prompt transfer of a child back to school or to regular class in school, it will be helpful if a definite
period of special placement is stipulated.

Changes in the physical activities of the school child in school are subject to the approval of the Department of Health
which reserves the right to examine all children recommended for such changes.

FUNCTIONAL AND THERAPEUTIC CLASSIFICATIONS
(CHECK ON REVERSE SIDE APPROPRIATE NUMBER AND LETTER)

Therapeutic Classification
(Recommendations for Physical Activity)

Functional Classification
(Degree of Cardiac Disability)

Class 1. Ordinary physical activity does not cause discomfort. Class A. Physical activity need not be restricted.

Class 1. Ordinary physical activity causes slight discomfort.
Class Il Ordinary physical activity causes marked discomfort.

Class IV. Unable to carry on any physical activity without
discomfort.

Class B. Ordinary physical activity need not be restricted,
but child should be advised against unusually
severe or competitive efforts.

Class C. Ordinary physical activity should be moderately
restricted and more strenuous habitual efforts
should be discontinued.

Class D. Ordinary physical activity should be markedly
restricted.

Class E.  Should be at complete rest, confined to bed or chair.

TYPES OF EDUCATIONAL PLACEMENT AND ACTIVITIES WHICH MAY BE RECOMMENDED

The types of placement recognized by the Board of Education are listed by number below. Please indicate your
recommendation by checking only one of the items on the reverse side under the heading “Examining Physician’s
Recommendations for Educational Placement and Activities.”

€128 (Rev. 8/05) (REVERSE)



FORMS
You Need to Know

Referral Forms

E12S: Eye Report and Recommendations
* Review the E12S

 If the student’s activities are restricted by the
physician, you must
— Notify the child’s classroom teacher and the
gym teacher and document notification in ASHR/103 S.

— Log findings/recommendations on the child’s 103S or
ASHR and the date/time you notified the child’s
classroom and gym teachers

— Log recommendations onto student’s 104s.



E12S

NYC DEPARTMENT OF HEALTH AND MENTAL HYGIENE
EYE REPORT AND RECOMMENDATIONS

(Please Print On Hard Surface)

NYC DEPARTMENT OF EDUCATION

CHILD'S NAME: Last, First SEX: [ Male OSIS # DATE OF BIRTH
[ Female
ADDRESS arry | STATE zIp
SCHOOL. BOROUGH/DISTRICT GRADE/CLASSROOM
PARENT/GUARDIAN TELEPHONE #
E12 History Yes No Unknown
Newly identified case (15T E125) O [} ] Date of issue:
Follow up for previous issue of E125 not returned [ [m} O By:
Annual follow up for case with completed E12S ] ] ] Title:
Screening Results:
Date of screening: Team code:
FAR NEAR
Without Glasses With Glasses Without Glasses With Glasses
20/ 20/ Right 20/ 20/
20/ 20/ Left 20/ 20/
20/ 20/ Both 20/ 20/
Right Eye (+1.50): Pass [1 Fail O Fusion: Pass [0 Fail O
Left Eye (+1.50): Pass [0 Fail [ Color Test: Pass [ Fail [J
DOCTOR’S EXAMINATION: welfet s
Date of ination: Next visit:

Is any ocular pathology or any field limitation present? []Yes []No

If yes, describe:

Uncorrected Corrected Prescription given:
Distance Near Distance Near Sphere Cylinder Axis Add

Right Right

Left Left

Both
Diagnosis:
Special vision services recommended? OYes [ONo If yes, specify:
Color deficiency confirmed by doctor? OYes [ONo
Your recommendations:
Are glasses to be worn? [OYes [JNo Indicate extent of use: []Fornear []Forfar [ Constant
New prescription? CIYes [CNo
Eyeglasses dispensed today? [JYes [JNo
Patch prescribed? [(lYes [1No Which eyetobecovered? [JLeft []Right

‘Where worn? [ In school [J After school ] Both

Hours per day?
Other treatment:

School accommodations:
Seating accommodation requested? []Yes [ No

Indicate the position: [] Front center [J Frontleft [ Front right

Other accommodation:

Exclude from contact sports? [J]Yes [J]No Ifyes, until
Wear protective goggles in gym/sports? [JYes [JNo

[] Temporary date:

[J Permanently

Doctor’s Name: Specialty:

TFirsn ast)
Address: City: State: Zip:
Phone #: ( ) License #:

For office use only Vendor:




Back of

E12S

Educational Vision Services

The New York City Public Schools provide specialized educational services for students
who are blind or visually impaired. Students are eligible if their best-corrected vision in
the better eye is 20/70 or lower, or if they have specified visual impairments, such as
macular degeneration, retinopathy of prematurity, optic atrophy, high myopia or
albinism. Services are designed to give students access to the general curriculum, and to
participate in general or special education classes at the highest possible level of
independence. Available services include:

e Braille
e Large print reading materials
e Training with low vision devices
e Specialized adaptive computer technology
e Instruction in other skills to attain literacy in:
e reading
e writing
¢ mathematics
e sciences
e computers
e Instruction in orientation and mobility for independence in travel
e Bus transportation, if needed.

For further information contact:

Fducational Vision Services
400 First Avenue, 7th Floor
New York, NY 10010

Phone: (917) 256-4259

Fax:  (917) 2564230



FORMS
You Need to Know

Referral Forms

0O12S: Orthopedic Report and Recommendations
* Review the O12S

 If the student’s activities are restricted by the
physician, you must
— Notify the child’s classroom teacher and the gym
teacher and document notification in ASHR /103 S.

— Log findings/recommendations on the child’s 103S or
ASHR and the date/time you notified the child’s
classroom and gym teachers

— Log recommendations on the child’s 104s



TYPE OR USE BALL POINT PEN TO ENSURE CLEAR CARBON COPIES
ALL INFORMATION MUST BE COMPLETED

THE CITY OF NEW YORK

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

ORTHOPEDIC REPORT AND RECOMMENDATIONS

NAME, LAST FIRST ADDRESS APT.NO. | BORO | TEL.NO.
DATE OF BIRTH 0 maLe NAME OF PARENT OR GUARDIAN CLINIC NO MEDICAID NO
Q) FemaLE
HosPmALscHooL O ves O no SGHOOL (OR SCHOOL PREVIOUSLY ATTENDED) ADDRESS BORO | GRADECLASS
NAME OF HOSPITAL
PRESENT EDUCATIONAL PLACEMENT AND ACTIVITIES

1. REGULAR CLASS 2, HEALTH CONSERVATION CLASS 3, 4.

Normal No Camp. No Physical Bus Without HOME L wiTHDRAWN FROM SCHOOL

a. [ Activiies  b.( Games  ¢. [ Training a0 Transp. .0 Bus. Transp. QinsTRUCTION I NOT YET ATTENDING

B

INFORMATION AND QUESTIONS FROM SCHOOL HEALTH SERVICE TO EXAMINING PHYSICIAN:

TITLE

ALL INFORMATION MUST BE COMPLETED

DIAGNOSIS DATE OF ONSETS OF PARTS OF EODY INVOLVED
ORTHOPEDIC DISABILITY ;
Ea{g g;LU‘éT MONTH DAY  YEAR HAS MEDICAL SUPERVISION OTHER THAN ORTHOPEDIC BEEN ARRANGED?
. AMINATION: | } Qves U no O WL ARRANGE AT

RECENT SURGERY PERFORMED:

dyves Uwno DATE: ‘ i PROCEDURE:
DEGREE OF DISABILITY STATUS OF DISABILITY O improviNG
O compere O severe O moberate Mo U nowne U progressve O stamc O MAXIMUM IMPROVEMENT

IF APPLIANCE, CAST OR SPECIALSHOEWORN?  (d ves U mo MAY APPLIANCE BE REMOVED? [ vEs U o
WHAT TYPE? WHEN, AND HOW LONG?
ITEMIZE POSITIVE FINDINGS?
OTHER THAN ORTHOPEDIC:
DOES CHILD RECEIVE PHYSICAL THERAPY? PHYSICAL THERAPY GIVEN AT: HOW OFTEN?

dves Uwo
HAS REFERRAL FOR VOCATIONAL REHABILITATION BEEN MADE?

Qves UnNo  WHERE?
HOW FAR TO SCHOOL MAY CHILD WALK? SHOULD CHILD CLIMB STAIRS?

BLOCKS Qno O aswecessary O LIMITED (SPECIFY)

SPECIFY OTHER LIMITATIONS AND INSTRUCTIONS TO SCHOOL HEALTH SERVICE:

NUMBER (And Letter)

DURATION OF PLACEMENT

RECOMMENDATION FOR EDUCATIONAL PLACEMENT AND ACTIVITIES (Select Number from Instructions on Reverse Side)

NAME OF PHYSICIAN (PRINT OR TYPE)

THE CITY OF NEW YORK

DEPARTMENT OF HEALTH AND MENTAL HYGIENE

ORTHOPEDIC REPORT AND RECOMMENDATIONS

INSTRUCTIONS

TO EXAMINING PHYSICIAN: Important - Please Read Carefully

An examination and a report are requested for all children with any erthopedic abnormality whether or not any
modification of physical activity in school is recommended. A new report on this form is requested twice a school year for
those receiving home instruction, and at least once a year for those in special classes.

Your diagnosis and recommendation will form the basis for planning the physical activities of the child in school. It is
always to the advantage of the child to attend a regular class whether he is able to do so. To facilitate the prompt transfer
of a child back to school or to regular class in school, it will be helpful if a definite period of special placement is stipulated.

Changes in the physical activities of the school child in school are subject to the approval of the Department of Health
which reserves the right to examine all children recommended for such changes.

TYPES OF EDUCATIONAL PLACEMENT AND ACTIVITIES WHICH MAY BE RECOMMENDED
(SUBJECT TO THE APPROVAL OF THE DEPARTMENT OF HEALTH)

The eight types of placement recognized by the Board of Education are listed by number below. Please indicate your
recommendation by selecting only one of the numbers, and noting it in the section of the reverse side under the heading
“Recommendation for Educational Placement and Activities.” Attention is called to the subdivisions under 1" and “6”
(regular class) where it is necessary to indicate the letter as well as the number.

ELEMENTARY AND JUNIOR HIGH SCHOOL
(No Elevators Available)

SENIOR HIGH SCHOOL

1. REGULAR CLASS
a. Normal Activity
b. Competitive Games Adjusted to Physical
Limitation
c. No Physical Activity
d. Bus Transportation — Duration

2. HEALTH CONSERVATION CLASS
(For Children with Orthopedic Handicaps who need
bus transportation)

3. HEALTH CONSERVATION CLASS (SERIES 20)
{For Children with severe orthopedic and neuromuscular
handicaps)

4. HOME TEACHER
(Restricted to children who should be at rest, bed,
or chair

5. WITHDRAW FROM SCHOOL
(Refers to children who are acutely ill)

REGULAR CLASS

Normal Activity

Competitive Games Adjusted to Physical Limitation

No Physical Activity

Bus Transportation — Duration

Elevator Pass

Extra Set of Books

*Child will be allowed conditioning exercises, marching,
dancing, group games (no relay races), shuffle-board,
volley ball, net games, swimming.

~oooow

HEALTH CONSERVATION CLASS
(For Children with Orthopedic Handicaps who need
bus transportation)

HEALTH CLASS

HOME TEACHER
(Restricted to children who should be at rest, bed, or chair)

WITHDRAW FROM SCHOOL
(Refers to children who are acutely ill)

MD.
SIGNATURE OF EXAMINING PHYSICIAN
ADDRESS OF EXAMINING PHYSICIAN TELEPHONE NO. DATE SIGNED
IF EXAMINED IN HOSPITAL OR CLINIC - GIVE NAME, ADDRESS, AND PHONE NUMBER OF SAME CLINIC NUMBER
MEDICAID NUMBER
FOR USE OF THE DEPARTMENT OF HEALTH ONLY
REMARKS DATE APPROVED: o
I SCHOOL PHYSICIAN

REMARKS: DATE APPROVED:

MD.

I | 'ORTHOPEDIC CONSULTANT

012 (Rev. 9/03)

After completing the information requested on this form, please mail the first two copies to the school listed on the reverse side,
(attention of School Physician). If school of child is unknown, mail to Orthopedic Consultant, Bureau for Families with Special Needs.

0128 (Rev. 9/03)



FORMS:
URGENT ACTION

* Conduct a clinical review of every form you
receive ( such as the CH205, C12S, E12S, O12S)

e |f the findings/recommendations restrict a child’s
activities then you must:

— Notify the child’s classroom teacher and the gym
teacher and document the notification in ASHR / 103 S

— Log findings/recommendations on the child’s 103S or
ASHR and the date/time you notified the child’s
classroom and gym teachers

— Log recommendations on the child’s 104s



Office of School Health Initiatives

OSH initiatives include:
* Managing Asthma in Schools (MAS)

« Healthy Options and Physical Activity in
Schools (HOP)

* Connecting Adolescents to Comprehensive
Health Care (CATCH)

* Screening the At Risk Student (STARS)



OSH School Based Collaborations

* OSH Nurses may be involved in the following
School Based Collaborations:

— School Health and Wellness Team
— Nutrition Committee

— Child Abuse and Prevention and Intervention
Team Attendance Committee

— Safety Committee
— IEP (Individual Education Program) Team



Welcome to the
School Health Team
(You Are Never Alone)

* Your Supervising Nurse, PHN Il and
Borough Nursing Director (BND)
are your support team

« Contact them whenever you need
clarification or assistance



Test Your Knowledge
of School Health

* Answer the following 25 true or false

questions about your nursing assignment
with School Health.



Test Your Knowledge
of School Health

On reporting for duty, I can wear colorful scrubs
to work. True False

One of my roles 1s to serve as a liaison between
the medical provider, community groups, the
school and the staff regarding student health
concerns. True False

For Medical Room walk-1ns, I only enter
information in the Daily Log.
True False

The student’s individual paper School Health
Record 1s known as the 103S. True
False




Test Your Knowledge
of School Health

5. I should always accompany a student in an

0.

ambulance. True False

The Daily Medication Binder contains lists
indicating which students to expect for
medication and procedures and what time to
expect them.

True False

I have a 3-hour window to administer
medication to a student on the “Special Health
Services — Daily” list. True False




10.

11.

Test Your Knowledge
of School Health

A child can bring medication or equipment to
me on his or her own.
True False

Whenever I observe a self-directed student, I
always follow the four rights.
True False

If I have any questions about daily or PRN
medication and procedures, I should ask the
principal. True False

The SN/BND are my primary source for
professional guidance. True False




Test Your Knowledge
of School Health

12. All diseases and conditions that are threat to

13.

14.

public health must be reported immediately to
the SN or BND.
True False

Food-related 1llnesses and blood exposures are 2
examples of public health threats that must be
reported immediately to the SN/BND.

True False

You do not need to report hepatitis or meningitis
to your SN/BND. True False




Test Your Knowledge
of School Health

15. The only disease that does not require a

16.

17.

confirming doctor’s note 1s Scarlet Fever.
True False

There are 3 “must haves” whenever you report a
communicable disease.
True False

If school personnel refuse and your SN/ BND
agrees that you must report a suspected

abuse/neglect case, you should call the Central
Registry yourself. True False




18.

19.

Test Your Knowledge
of School Health

You can use any type of lancet for glucose
monitoring that a parent provides.
True False

In the event that a student who was previously
able to administer Insulin via Insulin pen
becomes unable to do so, to OSH nurse will
attach the Novofine Autocover safety needle to
the students insulin pen to administer the
prescribed insulin.  True False




Test Your Knowledge
of School Health

20. To rule out viral 1llness from a suspected food-

21.

borne 1ncident, check the daily log for the past 10
days. True False

DOE lunch staff will work with you to save
samples of food and drink for DOHMH
environmental 1nvestigators to mspect.
True False




Test Your Knowledge
of School Health

22. The 128 1s used to notify parents/ providers the
need for further evaluation and medical care for
the student. True False

23. A student diagnosed with MRSA must be
excluded until the infection site 1s healed.
True False

24. The 1038 is the child’s individual paper school
health record kept in the locked file cabinet in
the medical room. True False




Test Your Knowledge
of School Health

25. After your clinical review of any form that
restricts a child’s activities, notify the

classroom and gym teachers and log the
findings on ASHR or his/her 103S and
indicate the restrictions on the student’s
104s.

True False




