MpukpenuTs 3AMNPOC HA BblAAYY NMPOTUBOANNEPTMYECKUX/TTIPOTUBOAHADUITAKTUYECKUX CPELACTB

coTorpacuto BpayebHoe npegnucanmve | OTaen WKONbHOro 3apaBooxpaHeHns | 2021-2022 yuy.r.
yyauleroca BepHyTb LUKONbHOWM mencecTpe. Mopaua 3anpoca nocne 1 UIOHA MOXeT NpUBeCTU K 3aAepKKe npeaocTaBrieHns ycnyr B
HOBOM y4e6HOM roay.

Pamunusa pebeHka: Nwms: CpepnHee nms Hata poxaeHus:

Mon: O myxckon [ xeHckui Homep yuvauierocs (OSIS): Bec:

LLikona (Ha3BaHue, HOMep, agpec 1 panoH):

LLikonbHbIn okpyr DOE: _ Yu. ypoBeHb: Knacc:
HEALTH CARE PRACTITIONERS COMPLETE BELOW / 3ANONHAETCA NEYALLUM BPAYOM PEBEHKA
Specify Allergies: O Allergy to: O Allergy to: O Allergy to: O Allergy to:
History of asthma? (O VYes (If yes, student has an increased risk for a severe reaction; complete the Asthma MAF for this student) O No
History of anaphylaxis? O Yes Date: ONo
If yes, system affected [0 Respiratory O skin OGI [ Cardiovascular O Neurologic
Treatment: Date:
Does this student have the ability to: Self-Manage (See ‘Student Skill Level below) (O Yes (O No
Recognize signs of allergic reactions O Yes O No

Recognize and avoid allergens independently O Yes O No

Select In-School Medications
SEVERE REACTION
A. Immediately administer epinephrine ordered below, then call 911.

O 0.15mg 0O 0.3mg
Give intramuscularly in the anterolateral thigh for any of the following signs/symptoms (retractable devices preferred) :
+ Shortness of breath, wheezing, or coughing « Fainting or dizziness « Lip or tongue swelling that bothers breathing
» Pale or bluish skin color + Tight or hoarse throat » Vomiting or diarrhea (if severe or combined with other symptoms)
*  Weak pulse * Trouble breathing or swallowing + Feeling of doom, confusion, altered consciousness or agitation
* Many hives or redness over body

O Other:

[ If this box is checked, child has an extremely severe allergy to an insect sting or the following food(s):
Even if child has MILD signs/symptoms after a sting or eating these foods, give epinephrine.

B. If no improvement, or if signs/symptoms recur, repeat in minutes for maximum of times (not to exceed a total of 3 doses)
O If this box is checked, give antihistamine after epinephrine administration (order antihistamine below)

Student Skill Level (select the most appropriate option):
E Nurse-Dependent Student: nurse/nurse trained staff must administer
li Supervised Student: student self-administers, under adult supervision

E Independent Student: student is self-carry/self-administer
O | attest student demonstrated ability to self-administer the prescribed medication
effectively during school, field trips, and school sponsored events - Practitioner's Initials:

MILD REACTION
A. Give antihistamine: Name: @) Preparation/Concentration: Dose: Route:
Frequency: (O Q4hoursor [ Q6 hours as needed for any of the following signs/symptoms:
* ltchy nose, sneezing, itchy mouth « A few hives or mildly itchy skin + Mild stomach nausea or discomfort « Other:
Student Skill Level (select the most appropriate option):
E Nurse-Dependent Student: nurse must administer
ESupervised Student: student self-administers, under adult supervision

[0 Independent Student: student is self-carry/ self-administer
O | attest student demonstrated ability to self-administer the prescribed medication
effectively during school, field trips, and school sponsored events - Practitioner's Initials:

OTHER MEDICATION
o Give Name: Preparation/Concentration: Dose: Route:
Frequency: Q Q minutes O hours as needed
Specify signs, symptoms, or situations:

If no improvement, indicate instructions:
Conditions under which medication should not be given:
Student Skill Level (select the most appropriate option):
E Nurse-Dependent Student: nurse must administer
E Supervised Student: student self-administers, under adult supervision

E Independent Student: student is self-carry/ self-administer
O | attest student demonstrated ability to self-administer the prescribed medication
effectively during school, field trips, and school sponsored events - Practitioner's Initials:

Home Medications (include over the counter) O None

Health Care Practitioner

Last Name (Print): First Name (Print): Signature:

NYS License # (Required): NPI #: Please check one: [JJMD DO [OJJNP [OJPA Date:
Address: E-mail address:

Tel: FAX: Cell Phone:

INCOMPLETE PRACTITIONER INFORMATION WILL DELAY IMPLEMENTATION OF MEDICATION ORDERS FORMS CANNOT BE COMPLETED BY A RESIDENT Rev4/21 TPEBYETCA NoAnUCb POOUTENAHAC. 2>



3AMNPOC HA BblIJAYY NMPOTUBOAINIEPTUMECKUX/INTPOTUBOAHAPUNTAKTUYECKUX CPELOCTB
BpauebHoe npeanucanune | OToen WKoNbHOro 3apaBooxpaHerus | 2021-2022 yu.r.

BepHyTb WwkonbHou meacecTpe. NMogaya 3anpoca nocre 1 MIOHA MOXET NPUBECTU K 3aiepXKKe NpefocTaBNeHUs ycnyr B HOBOM y4ye6HOM roay.

BHUMAHUIO POOUTENEN N OMEKYHOB! MPOYUTANTE, 3ANONHUTE U NOAMNULUUTE.
A, HWKENOAMNUCABLLUUCA, BbIPAXAIO COIMACUE HA CNEAYIOLWEE:

1. A maio cornacve Ha xpaHeHue 1 Bbiaadvy pebeHKy B LLKOMe fiekapcTBa B COOTBETCTBUM C NPEANUCAHMSIMI ero fevalliero Bpaya. S Takke aa corracue Ha

XpaHeHWe 1 NpMMeHeHe B LIKoNe HeobxoanMbIX CpeacTB ANs BBeAEHUs1 fekapCTBEHHOro npenapaTa.

2. 9 noHumato, 4To

o MHe TpebyeTcs obecneunThb LKOSbHYIO MeacecTpy NekapCcTBEHHbIM NpenapaToM U HeobxoanMbIMK cpeacTBaMm Ans ero BBeaeHust. MNpeanpuHsaTs yeunus,
4YTOObI 06ECNEYNTD LLKOMNY aBTOMHLEKTOPOM C 3NNHEPUHOM (C yOmpatoLencs urnow).

o Bce npepocrtaBnsiemMble WKore peLenTypHblie U 6e3peLienTypHbIe NleKapCTBEHHbIE NpenapaTbl AOMKHbI ObITb HOBbIMU, B 3ane4YaTaHHOW
c¢abpuryHoOM N anTe4yHou ynakoBke. {1 o6ecnevy LIKONMY HENPOCPOYEeHHbIM, Ha3Ha4YeHHbIM Ha TeKyllee BPeMs NnekapcTBOM ANSA ero npuvema
pe6GeHKOM B Te4eHue y4eGHOro AHs.

0 PeuenTypHbIii npenapat AoSmKeH ObiTb B YNAKOBKE C anTe4YHOW 3TUKETKOW, Ha KOTOPOW AOSMKHbI ObiThb YKa3aHbl 1) nms n damunusa pebeHka, 2)

Ha3BaHue u TenedoH anTteku, 3) ums n dbamunus Bpada pebeHrka, 4) gata, 5) 4Mcno NOBTOPHbIX 3aka3oB, 6) Ha3BaHWe npenapaTa, 7) 4o3a, 8)
Bpems npuema, 9) cnocob npumeHenus n 10) apyrne MHCTPYKLMK.

e HacTtoswwum noaTBepXAato, YTo Mo COrnacoBaHWM C nevalumm Bpadom peberka s paspetuato OTaeny LWKonbHoro 3apasooxpaHeHus (OSH) npumMeHsTb
MMeloLLMECs B LUKOMEe CpeacTBa B Cllyyae OTCYTCTBUA Y pebeHka COBCTBEHHbIX NPOTMBOANNEPrMYECcKUX NekapcTe/anuHedprHa.

e A 06s3aH(a) He3ameANUTENbHO YBEAOMIATL LUKOIbHYIO MEACeCTpy 060 BCeX M3MEHEHUSX B NIeKapCTBEHHbIX NpenapaTtax pebeHka nnm MHCTPYKLUMSAX ero
nevallero Bpaya.

o CotpynHukm OSH 1 ero npeacraBuTeny, OTBETCTBEHHbIE 3a NPeAOCTaBneHne pedeHKy BbilLeyKa3aHHOW YCnyrn/ycryr, pykoBOACTBYHOTCS
MHdopMaLmen, npeacTaBneHHon B AaHHOW hopme.

e [lognucbiBas 3TOT 3anpoc Ha Bbliaady nekapcts (Medication Administration Form, MAF), s nato OTageny wkonbHoro 3apasooxpaHeHus (OSH) cornacuve
Ha npegocTaBneHve pebeHKy MeauUMHCKUX yernyr. OTv YCyri MOryT BKIOYaTh, B YaCTHOCTM, KIMHUYECKYIO OLEHKY Y MEAULMHCKUIA OCMOTP,
npoBoAMMbIe Bpa4om munun meacectpoi OSH.

e BpayebHoe npeanucaHune B atoMm 3anpoce MAF uctekaeT B koHLe y4eBHOro roga, KoTopblii MOXET BKIOYATb NIETHNE 3aHATUS, UNW MO NPeACTaBneHnm
MHOW HoBoW chopmMbl MAF LLKONbHOWM MeacecTpe (B 3aBMCUMOCTU OT TOTO, YTO HAacTymuT paHee). Mo ncreveHun atoro BpavyebHoro npegnucaHns s
npeacTaBIio LLKONbHON MeacecTpe HoByto hopmy MAF, 3anonHeHHyto nevawmm Bpadom pebexka. B ganbHeriwem OTtaeny WKONbHOIO
3paBOOXpaHEHUsI He MOHAA06UTCA Mosi nognuck Anst ochopmnerus MAF.

e [laHHas cdopmMa npefcTasnseT coboi Moe cornacue 1 3anpoc Ha npeaocTaBneHne pebeHky onmcaHHbIX B Hel NnpoTueoannepruyeckmx yenyr. OHa He
aBnsietcst gorosopoM ¢ OSH 06 okasaHum 3anpatumBaembix ycnyr. B cnyyae cornacusa OSH Ha npegocTaBneHue aTux ycnyr, pebeHky Takke
notpebyetca MNnaH agantaumm (Student Accommodation Plan), koTopbii 0OpMIISAETCS LLKOSON.

e B Lenax npeaocTaBneHns MeaULMHCKUX YCryr unu nevexns pebeHka A paspelwao OSH obpaluatscs 3a HeobxoaMMon nHpopmaumen 0 COCTOSIHUN
€ro 30pOBbS, NleKapcTBax W/unv neyeHUu kK Bpadam, Meacectpam v papmaiieBTam, NpeaocTaBnAloLWLmMM pebeHKy MeauLmMHCKME YCryru.

CAMOCTOATENbHbIA MPUEM NEKAPCTBEHHbIX MPEMNAPATOB

e HacToswwmm 3asBnsa/noaTBepxaar, 4to pebeHok npoLuen obyyeHne n MoXeT NPUHMMATb NEKapCTBO CaMOCTOATENbHO. A Takke pa3peluato pebeHky
nmeTb Npu cebe, XpaHUTb M CaMOCTOSITENBHO NPUHUMATBL B LLKONE yka3daHHoe B (hopMe nekapcTBo. S HeCcy OTBETCTBEHHOCTb 3a NpeAocTaBlieHne
pebeHKy nekapCcTBEHHbIX CPEeACTB B YNakoBKe, Kak OnvMcaHo Boille. f Takke HeCy OTBETCTBEHHOCTb 3a KOHTPOSb Npuema nekapcrea pebeHkoM, a Takke
3a BCe NnocneacTsus npvema 3Toro npenapata B wWwkorne. LkonsHaa meacecTpa yaocToBepsieT cnocobHoCTb pebeHka nmeTb npu cebe n
CcamOoCTOsiTeNbHO NPUHUMATL Npenapart. S Aako cornacue Ha NPefoCcTaBneHne 3anacHoro nekapcTea B yNakoBke C pa3bopymBO 3TUKETKON Anst
XpaHeHusi B LUKore.

e £ paspeluato LUKONbHOW MeAcecTpe vnn NpoLUeALLnM NoAroTOoBKY COTPYAHUKAM LIKOMbI obecneunsatb nprem pebeHkom anvHedpuHa B crnyyae
BPEMEHHOW yTpaTbl MM CMOCOBHOCTM XpaHWUTb U MPMHUMAaTbL 3TOT NpenapaT CaMOCTOATENBHO.

NMPUMEYAHUE. B cnyyae BbiGopa B NONb3y MMEKLMXCA B LUKOJIe NeKapCTBeHHbIX cpencTB (stock medication), B gHK
LWKOJIbHbIX 3KCKYpPCUI U/ NOCIELWKONbHbIX MPOrpaMm Bbl AOMKHbI 06ecne4ynTb pe6eHKka aBTOMHBEKTOPOM C
anvHedpuHOM (agpeHannHOM), NPOTUBOACTMATUYECKUM UHIansiTOpoM 1 APYruMun yTBepXKAEHHbIMU Ans
camMocTosiTeNIbHOro nNpuemMa nekapctsamu. MmMerowmecs B WKore npenapaTbl NpeaHa3HavYeHbl TONbKO ANsi TPUMEHEHNA
cotpyaHukamu OSH B wkone.

CBepeHuA 06 yyauwemcs.

damunus: Nwms: Cp.vmsas __ [laTa poxageHus:

CBeaeHus o wkone (Homep DBN/Ha3BaHue B ATS): PaioH: LLk. okpyr:
CBepeHusA o poanTene/onekyHe. ims 1 damvunus (nevatHbIMu GykBamu): Nmenn:

Moanucb poauTens/onekyHa: [ata nognucaHus:

Agnpec poauTens/onekyHa:

Mo6unbHebI TenedoH poauTens/onekyHa: Opyron TenedoH

[lpyroe KOHTaKTHOE NULO ANSi CPOYHOM CBA3M/POACTBO C yyalwmumcs:

Op. TenedoH ANsi CPOYHON CBA3U:

For Office of School Health (OSH) Use Only/ [insa cnyxe6Hbix otMeTok OSH

OSIS Number: Received by - Name: Date:

|:| 504 DIEP DOther Reviewed by - Name: Date:

Referred to School 504 Coordinator: O Yes O No

Services provided by: O Nurse/NP [0 0SH Public Health Advisor (for supervised students only) [ school Based Health Center

Signature and Title (RN OR SMD):
Date School Notified & Form Sent to DOE Liaison:

Revisions per Office of School Health after consultation with prescribing practitioner: O claried  [J Modified

Confidential information should not be sent by email

T&I 33404 Allergy and Anaphylaxis MAF 2021-22 (Russian)

FOR PRINT USE ONLY
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