Child’s Photo
Individual Health Care Plan Form

Plan must be renewed annually or when child’s condition changes

Check all that apply.... -

Plan was created by: Plan is maintained by:

_ Parent =~ - __Director

__ Doctor or Licensed Practitioner __ Assistant Director

__ Program’s Health Care Consultant _ Child’s Edncator

__ Older school age child (9+ yrs. of age) __ Other: o
__ Other:

Name of child: Date:

Any change to the child’s Health Care Plan?
YES (indicate changes below) NO (updated physician/parental signatures required)

Name of chronic health care condition:

Description of chronic health care condition:

Symptoms:

Medical treatment necessary while at the program:

Potential side effects of treatment:

Potential consequences if treatment is not administered:

Name of educators that received training addressing the medical condition: ¢ 3
) Vel leau

Person who trained the educator (child’s Health Care Practitioner, child’s parent, Program’s Health Care
Consultant): MMM \6

Name of Licensed Health Care Practitioner (please print):

Licensed Health Care Practitioner authorization: Date:

Parental/Guardian consent: ‘ Date:

For Older Children ONLY {9+ years of age)

With written parental consent and authorization of a licensed health care practitioner, this Individual Health Care Plan permits
older school age children to carry their own inhaler and/or epinephrine auto-injector and use them as needed without the direct
supervision of an educator.

The educator is aware of the contents and requirements of the child’s Individual Health Care Plan specifying how the inhaler or
epinephrine auto-injector will be kept secure from access by other children in the program. Whenever an Individual Health Care
Plan provides for a child to carry his or her own medication, the licensee must maintain on-site a back-up supply of the medication
for use as needed.

Age of child: ) Date of birth: Back-up medication received? YES NO

Parent signature: Date: __

Administrator’s signature: Date: N




Food Allergy Action Plan

Student’s )
Name: - D.0.B: Teacher: - Pl_ace
Child’s

ALLERGY TO: ) - Picture
Here

Asthmatic Yes* |:| No D *Higher risk for severe reaction

¢ STEP1: TREATMENT L 4

Symptoms: Give Checked Medication**: [ 1 ¢,
determined

» If a food allergen has been ingested, but no symptoms: [ EpiPen [ Antihistamine :Ztlﬁgﬁgn

»  Mouth Itching, tingling, or swelling of lips, tongue, mouth [ EpiPen 1 Apﬁhistamine reatment

=  Skin Hives, itchy rash, swelling of the face or extremities [1 EpiPen [1 Antihistamine
= Gut Nausea, abdominal cramps, vomiting, diarthea [1 EpiPen ] Antihistamine’
= Throatt Tightening of throat, hoarseness, hacking cough [ EpiPen [1 Antihistamine
®» Tungt Shortness of breath, repetitive coughing, wheezing L] EpiPen L1 Antihistamine
=  Heart t Thready pulse, low blood pressure, fainting, pale, blueness  [1 EpiPen [0 Antihistamine
® Qthert [ EpiPen [ Antihistamine

» Ifreaction is progressing (several of the above areas affected), give  [1EpiPen [1 Antihistamine

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

DOSAGE
Epinephrine: inject intramuscularly (circle one) EpiPen EpiPen Jr. (see reverse side for instructions)

Antihistamine: give o

- medication/dose/route

Other: give o

medication/dose/route

¢ STEP2: EMERGENCY CALLS ¢

1 .' Call 911 (or Rescue Squad: ). State that an allergic reaction has been treated, and additional

epinephrine may be needed)
2. Dr. B R at B
3. Emergency contacts:
Name/Relationship - Phone Number(s)
a. - 18 2.)
b. 1) - 2)
c. . 1)y 2)

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

Parent/Guardian Signature o ‘Date o

Doctor’s Signature _ Date’ -
[Required) -




Commonwealth of Massachusetts
Department of Early Education and Care

MEDICATION CONSENT FORM 606 CMR 7.11(2)(b)

Name of chiid:

Name of medication;

Please ¥ one of the foliowing:  Prescription: QOral/Non-Prescription:

Unanticipated Non-Prescription for mild symptoms

Topical Non-Prescription (applied to open wound/ broken skin)
My chitd has previously taken this medication
My child has not previously taken this medication, but this is an emergency medication and | give

permission for staff to give this medication to my child in accordance with histher
individual health care plan

Dosage:

Date(s) medication to be given:

Times medication o be given:

Reasons for medication:

Possible side effects:

Directions for storage:

Name and phone number of the prescribing health care practitioner:

Child’s Health Care Practitioner Signature Date

i , {parent or guardian) pives permission

: (print name}

to authorize educator(s) to administer medication to my chiid as indicated above.

Parent/Guardian Signature Date

For topical, non-prescription NOT applied to open wound / broken skin (parent signature only)

56/LG/SAMedicationConsent20100122



