ALLENDALE PUBLIC SCHOOLS
School Health Services
Allendale, NJ 07401
 
 
                                                                                    Date: _____________
 
 
Dear Parents/Guardians of _______________________,
 
 
Your medical provider has requested that the school nurse or designee administer epinephrine via a pre-filled auto-injector to your child under emergency circumstances.

The school nurse, acting on physician’s orders, may also give an antihistamine first, observe for further symptoms, assess according to best nursing practice and follow with epinephrine as ordered. In the absence of the school nurse, a designee who has been trained following standardized training protocols will immediately be called to give the epinephrine via a pre-filled auto-injector only.
 
 
 
Please sign and return to the school nurse as soon as possible:
 
1. Authorization for the Emergency Administration of Epinephrine Form.
2. Allendale School District’s Physician’s Orders for Severe Allergic Reaction. This form is two (2) pages and needs to be completed by both your healthcare provider and parent/guardian.
3. Prescribed medication. A current single dose Epinephrine auto-injector must be provided to the school for your child’s use. All antihistamines and epinephrine must be brought to school by an adult and be provided in the original container labeled by the pharmacy.
Please check expiration dates before sending into school.
 
 


 
Sincerely,
 
V. Getto RN/N. Tartini RN
Hillside School Nurses
(201) 327-2021, ext 3244
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ALLENDALE PUBLIC SCHOOLS
School Health Services
Allendale, NJ 07401

						
ADMINISTRATION OF THE EPI-PEN

Dear Parents/Guardians and Primary Healthcare Providers,

Due to recent changes in NJ State Law, the procedure for emergency administration of epinephrine in schools needs to be modified.  In particular, the major modification is the emphasis on assigning delegates for every student who has an order for epinephrine.  
The following information is important for you to understand about the role of the delegate:
· Delegates are school employees who volunteer to be trained.
· Delegates will be selected and trained by the school nurse.
· The delegate may be assigned to more than one student but will be trained specifically for each student he/she is assigned to.
· More than one delegate may be assigned to a student.
· Students who have medical provider/parent approval to self-administer will also be assigned a delegate.
· A delegate is not permitted to give an antihistamine, such as Benadryl.
· A delegate is not expected to assess vital signs.
· Both the parent/guardian and the medical provider must give permission for a delegate to be assigned.
· If the medical provider writes for an order for an antihistamine followed by a period of observation prior to injecting epinephrine, a delegate cannot be assigned.
· The medical provider needs to clarify this order as follows:
1. If the nurse is not available, skip antihistamine and administer epinephrine immediately for listed symptoms.
OR
2. May prohibit delegation – this is not recommended by the state.

Some other information you should be aware of:

· Medical providers are defined as:

1. Physicians
2. Physician’s assistants
3. Advanced practice nurses

· If a second dose of epinephrine is ordered, then two doses of epinephrine must be provided to the school.

· The student must be immediately transported to the nearest hospital emergency room by EMS after epinephrine is given.


Please share this letter with your healthcare provider.  If you have any questions, please call your child’s school nurse.

V. Getto RN/N. Tartini RN
Hillside School
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ATTACHMENT A

Allendale School District

Authorization for the Emergency Administration of Epinephrine


I, the parent/legal guardian of ________________________________, request and authorize the Allendale School District (“District”) to administer epinephrine via a pre-filled auto-injector mechanism to treat my child’s anaphylaxis. I have provided the District with a written order from my child’s physician or advance practice nurse that documents the fact that my child requires the emergency administration of epinephrine for anaphylaxis. The Allendale Board of Education (“Board”) designates the school nurse with the primary responsibility for the administration of the epinephrine to my child. I also understand that the school nurse will designate, in consultation with the Board, additional employees of the District who volunteer to administer epinephrine via a pre-filled auto-injector mechanism to my child when the school nurse is not physically present at the scene. The school nurse will properly train the designee(s) in the
emergency administration of the epinephrine via a pre-filled auto-injector mechanism using standardized training protocols established by the Department of Education in consultation with the Department of Health and Senior Services. I hereby consent to the administration of the epinephrine via a pre-filled auto-injector mechanism to my child by either the school nurse or the designee(s) if the nurse is not physically present. Designee(s) are not authorized to administer an antihistamine or any other medication prior to or in conjunction with the administration of the epinephrine via a pre-filled auto-injector mechanism.

	The Board has informed in writing that the District and its employees or agents will have no liability as a result of any injury arising from the administration of the epinephrine via pre-filled auto-injector mechanism to my child. I hereby acknowledge my understanding that the District will have no liability as a result of any injury arising from the administration of the epinephrine via pre-filled auto-injector mechanism to my child and I will indemnify and hold harmless the District and its employees or agents against any claims arising out of the administration of the epinephrine via pre-filled auto-injector mechanism.

	My permission is effective for the current school year and must be renewed for each subsequent school year.


_____________________________________		________________________________	  _________
Name of Parent/Legal Guardian (please print)		Signature of Parent/Legal Guardian	  Date
			

	I give permission to share this information about my child’s medical condition with the necessary school staff.


_____________________________________		________________________________	  _________
Name of Parent/Legal Guardian (please print)		Signature of Parent/Legal Guardian	  Date


If epinephrine is administered, 911 will be called, and one of the contact persons listed below will be notified:

Emergency Contacts (Parents or other person who may be called for my child)

1. Name:__________________________	Relationship:_____________________
Home Phone:_________________	Cell Phone:_______________	Work Phone:________________

2. Name:__________________________	Relationship:_____________________
Home Phone:_________________	Cell Phone:_______________	Work Phone:________________
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ALLENDALE SCHOOL DISTRICT
PHYSICIAN’S ORDERS FOR SEVERE ALLERGIC REACTION

Student’s name___________________________ Grade/Teacher _____

The above student is allergic to:  _______________________________

[bookmark: Check44][bookmark: Check45]Previous documented episode of anaphylaxis |_| Yes Date: __________	|_| No 

MEDICATIONS
ANTIHISTAMINE:  Name ______________________________     Dose _________________

Give antihistamine for the following checked symptoms:

|_| Contact with allergen, but no symptoms
|_| Skin – hives, itchy rash, extremity swelling
|_| Lips – itching, tingling, burning, or swelling of lips
|_| Head/neck – swelling of tongue, mouth, or throat, hoarseness, hacking cough, tightening of throat
|_| Gut – abdominal cramps, nausea, vomiting, diarrhea
|_| Lungs – repetitive cough, wheezing, shortness of breath
|_| Heart – thready pulse, low blood pressure, fainting, pale or bluish skin
|_| Other _________________________________________________________________________


[bookmark: Check46][bookmark: Check47][bookmark: Check48][bookmark: _GoBack]EPINEPHRINE:  |_| EpiPen     |_| EpiPen Jr.   |_| Auvi-Q 0.15mg  |_|  Auvi-Q 0.3mg  |_|Other _____________
Give epinephrine for the following checked symptoms:

[bookmark: Check49]|_| Contact with allergen, but no symptoms
[bookmark: Check50]|_| Skin – hives, itchy rash, extremity swelling
[bookmark: Check51]|_| Lips – itching, tingling, burning, or swelling of lips
[bookmark: Check52]|_| Head/neck – swelling of tongue, mouth, or throat, hoarseness, hacking cough, tightening of throat
[bookmark: Check53]|_| Gut – abdominal cramps, nausea, vomiting, diarrhea
[bookmark: Check54]|_| Lungs – repetitive cough, wheezing, shortness of breath
[bookmark: Check55]|_| Heart – thready pulse, low blood pressure, fainting, pale or bluish skin
[bookmark: Check56]|_| Other _________________________________________________________________________
*******************************************************************************************************
Choose one administration order:
Give Antihistamine only  |_|                  Give epinephrine only |_| A trained designee will be assigned
Give Antihistamine first, observe for further symptoms and give epinephrine PRN |_|
*Please note- in the absence of a school nurse, a trained delegate will give epinephrine  and any antihistamine order will be disregarded
**************************************************************************************************
[bookmark: Check21]|_| This student has been trained and is capable of self-administration of the following medication(s) 
[bookmark: Check57][bookmark: Check58]named above. |_| Epinephrine – single dose unit     |_| Epinephrine & antihistamine – single dose units
I certify that ________________________ has a potentially life-threatening illness or is subject to life-threatening
allergic reactions. State the nature of the life-threatening illness: _____________________________.

*Under NJ state law, orders for antihistamine alone cannot be self -administered
[bookmark: Check22]|_| This student is not capable of self-administration of the medications named above.  

 ________________________________________________________________________
Physician Name					Physician Signature (no stamp)
Office number __________________________

Date________________________			Office Stamp ________________
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