
ASTHMA ACTION PLAN
Name: Date:

Doctor: Medical Record #:

Doctor’s Phone #: Day Night/Weekend

Emergency Contact:

Doctor’s Signature:

The colors of a traffic light will help  
you use your asthma medicines.

GREEN means Go Zone!  
Use preventive medicine.

YELLOW means Caution Zone!  
Add quick-relief medicine.

RED means Danger Zone!  
Get help from a doctor.Personal Best Peak Flow:

GO Use these daily controller medicines:

You have all of these:
• Breathing is good
• No cough or wheeze
•  Sleep through  

the night
• Can work & play

MEDICINE HOW MUCH HOW OFTEN/WHEN

For asthma with exercise, take:

CAUTION Continue with green zone medicine and add:

You have any of these:
• First signs of a cold
•  Exposure to known  

trigger
• Cough  
• Mild wheeze
• Tight chest  
• Coughing at night

MEDICINE HOW MUCH HOW OFTEN/ WHEN

CALL YOUR ASTHMA CARE PROVIDER.

DANGER Take these medicines and call your doctor now.

Your asthma is getting worse fast:
•  Medicine is not helping
•  Breathing is hard  

& fast
• Nose opens wide
• Trouble speaking 
• Ribs show (in children)

MEDICINE HOW MUCH HOW OFTEN/WHEN

 
GET HELP FROM A DOCTOR NOW! Your doctor will want to see you right away. It’s important!  
If you cannot contact your doctor, go directly to the emergency room. DO NOT WAIT.  
Make an appointment with your asthma care provider within two days of an ER visit or hospitalization.

aafa.org
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Date Diagnosed: 

Home Room: School Point of Contact: Contact Phone #:

STUDENT’S SCHEDULE   Arrival Time: Dismissal Time: 

Parent/Guardian #1 (contact first): Relationship:

Cell #: Home #: Work #:

E-mail Address:  

Indicate preferred contact method:   

Parent/Guardian #2: Relationship:

Cell #: Home #: Work #:

E-mail Address:  

Indicate preferred contact method:   

1. A 3-day minimum of the following Diabetes Management Supplies should 
be provided by the parent/guardian and accessible for the care of the student 
at all times.

2. View Disaster/Emergency Planning details – refer to Safe at School Guide
3. Please review expiration dates and quantities monthly and replace items 
prior to expiration dates
4. In the event of a disaster or extended field trip, a school nurse or other 
designated personnel will take student’s diabetes supplies and medications 
to student’s location.

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:

Safe at School® 
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STUDENT LAST NAME: FIRST NAME: DOB: 

Student First Name: Last Name: DOB:  Student’s Cell #: Diabetes Type: Month: Year:   

School Name: School Phone #: School Fax #: Grade: 

2. NECESSARY SUPPLIES / DISASTER PLANNING / EXTENDED FIELD TRIPS

Travels to:
Home After School Program 
Via: Foot/Bicycle 

 Car 
 Student Driver 
 Bus

Physical Activity: 
Gym 
Recess 
Sports 
Additional information:

Meals Times: 
Breakfast
AM Snack 
Lunch 
PM Snack 
Pre Dismissal 
 Snack

Travels to school by 
(check all that apply): 

Foot/Bicycle 
Car 
Bus 
Attends Before  
School Program 

• Insulin 
• Syringe/Pen Needles 
• Ketone Strips 
• Treatment for lows 

and snacks 
• Glucagon 
• Antiseptic Wipes 
• Blood Glucose (BG) 

Meter with (test 
strips, lancets, extra 
battery) – required 
for all Continuous 
Glucose Monitor 
(CGM) users 

• Pump Supplies 
(Infusion Set, 

Cartridge, extra 
Battery/Charging 
Cord) if applicable 

• Additional 
supplies:  

SCHOOL YEAR:
(Add student photo here.)



Perform finger stick if:
 � Glucose reading is below mg/dL or above           mg/dL
 � If CGM is still reading below           mg/dL (DEFAULT 70 mg/dL) 

15 minutes following low treatment
 � CGM sensor is dislodged or sensor reading is unavailable.  

(see CGM addenda for more information)
 � Sensor readings are inconsistent or in the presence of alerts/alarms
 � Dexcom does not have both a number and arrow present
 � Libre displays Check Blood Glucose Symbol  
 � Using Medtronic system with Guardian sensor

Notify parent/guardian if glucose is:
 below mg/dL (<55 mg/dL DEFAULT)
 above mg/dL (>300 mg/d DEFAULT)

Please:
 � Permit student access to viewing device at all times
 � Permit access to School Wi-Fi for sensor data collection and data 

sharing
 � Do not discard transmitter if sensor falls

CONTINUOUS GLUCOSE MONITORING (CGM) 
(Specify Brand & Model:
Specify Viewing Equipment:  Device Reader  Smart Phone
  Insulin Pump  Smart Watch  iPod/iPad/Tablet

  CGM is remotely monitored by parent/guardian.  
Document individualized communication plan in Section 504 
or other plan to minimize interruptions for the student.

   May use CGM for monitoring/treatment/insulin dosing unless 
symptoms do not match reading.

CGM Alarms: 
Low alarm mg/dL 

High alarm mg/dL if applicable 

Diabetes Medical Management Plan

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

3. SELF-MANAGEMENT SKILLS (DEFINITIONS BELOW)

4. STUDENT RECOGNITION OF HIGH OR LOW GLUCOSE SYMPTOMS (CHECK ALL THAT APPLY)

5. GLUCOSE MONITORING AT SCHOOL

Glucose Monitoring: Meter
 CGM       (Requires Calibration)
Carbohydrate Counting
Insulin Administration: Syringe
 Pen 
 Pump
Can Calculate Insulin Doses
Glucose Management: Low Glucose
 High Glucose
Self-Carry Diabetes Supplies: Yes No Please specify items:
Smart Phone: Yes No
Device Independence:  CGM    Interpretation & Alarm Management    Sensor Insertion    Calibration    Insulin Pumps    Bolus    

 Connects/Disconnects    Temp Basal Adjustment    Interpretation & Alarm Management    Site Insertion    Cartridge Change

Symptoms of High:  
 Thirsty    Frequent Urination    Fatigued/Tired/Drowsy    Headache    Blurred Vision   Warm/Dry/Flushed Skin   
 Abdominal Discomfort    Nausea/Vomiting    Fruity Breath    Unaware    Other:   

Symptoms of Low: 
 None    Hungry    Shaky    Pale    Sweaty    Tired/Sleepy    Tearful/Crying    Dizzy Irritable    
 Unable to Concentrate    Confusion    Personality Changes    Other:    

Has student lost consciousness, experienced a seizure or required Glucagon:  Yes    No    If yes, date of last event:   
Has student been admitted for DKA after diagnosis:  Yes    No    If yes, date of last event:   

Monitor Glucose:  
 Before Meals    With Physical Complaints/Illness (include ketone testing)    High or Low Glucose Symptoms    
 Before Exams    Before Physical Activity    After Physical Activity    Before Leaving School    Other:  

Full Support: All care performed by school nurse and trained staff (as permitted by state law). 
Supervision: Trained staff to assist & supervise. Guide & encourage independence.
Self-Care: Manages diabetes independently. Support is provided upon request and as needed.

 Section 1-5 completed by Parent/Guardian

SupervisionFull Support Self-Care



Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

6. INSULIN DOSES AT SCHOOL - HEALTHCARE PROVIDER TO COMPLETE
Insulin Administered Via:

 Syringe  Insulin Pen (  Whole Units  Half Units)  Insulin Pump (Specify Brand & Model:   )
  Insulin Pump is using Automated Insulin Delivery (automatic dosing) using an 
FDA-approved device
  Insulin Pump is using DIY Looping Technology (child/parent manages device 
independently, nurse will assist with all other diabetes management)

  DOSING to be determined by Bolus Calculator in insulin pump or smart pen/meter unless moderate or large ketones are present or in the 
event of device failure (provide insulin via injection using dosing table in section 6A).

Insulin Administration Guidelines
Insulin Delivery Timing: Pre-meal insulin delivery is important in maintaining good glucose control. Late or partial doses are used with 
students that demonstrate unpredictable eating patterns or refuse food. Provide substitution carbohydrates when student does not complete 
their meal.

  Prior to Meal (DEFAULT)
  After Meal as soon as possible and within 30 minutes
  Snacking avoid snacking              hours (DEFAULT 2 hours) before and after meals

Partial Dose Prior to Meal: (preferred for unpredictable eating patterns using insulin pump therapy) 
  Calculate meal dose using grams of carbohydrate prior to the meal
  Follow meal with remainder of grams of carbohydrates (may not be necessary with advanced hybrid pump therapy) 
  May advance to Prior to Meal when student demonstrates consistent eating patterns.

For Injections, Calculate Insulin Dose To The Nearest:
  Half Unit (round down for < 0.25 or < 0.75 and round up for ≥ 0.25 or ≥ 0.75) 
  Whole Unit (round down for < 0.5 and round up for ≥ 0.5)

 
Supplemental Insulin Orders:

  Check for KETONES before administering insulin dose if BG >              mg/dL (DEFAULT >300 mg/dL or >250 mg/dL on insulin pump) or if 
student complains of physical symptoms. Refer to section 9. for high blood glucose management information.
  Parents/guardians are authorized to adjust insulin dose +/-              units

  Insulin dose +/- units
  Insulin dose +/- %
  Insulin to Carb Ratio +/- grams/units
  Insulin Factor +/- mg/dL/unit

Additional guidance on parent adjustments:

Diabetes Medical Management Plan

 i-Port  Smart Pen
 Other



Meal & Times Food Dose Glucose Correction Dose   
 Use Formula     See Sliding Scale 6B  PE/Activity Day Dose

Select if 
dosing is 
required for 
meal

 Carbohydrate Ratio:
Total Grams of Carbohydrate 
divided by Carbohydrate Ratio
= Carbohydrate Dose

  Fixed 
Meal Dose

Formula: (Pre-Meal Glucose Reading minus Target 
Glucose) divided by Correction Factor = Correction Dose

  May give Correction dose every                hours as 
needed (DEFAULT 3 hours)

Adjust:
 Carbohydrate Dose
 Total Dose 

Indicate dose instructions 
below:

 Breakfast Breakfast
Carb Ratio =   g/unit

Breakfast
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

 AM Snack

AM Snack
Carb Ratio =   g/unit

AM Snack
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units No Carb Dose   No Insulin if <         grams

 Lunch Lunch
Carb Ratio =   g/unit

Lunch
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

 PM Snack

PM Snack
Carb Ratio =   g/unit

PM Snack
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units No Carb Dose   No Insulin if <         grams

 Dinner Dinner
Carb Ratio =   g/unit

Dinner
   units

 Carb Ratio g/unit
 Subtract %
 Subtract units

Diabetes Provider Signature:          Date:

Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

6A. DOSING TABLE —HEALTHCARE PROVIDER TO COMPLETE – SINGLE PAGE UPDATE ORDER FORM
Insulin: (administered for food and/or correction)

Rapid Acting Insulin:  Humalog/Admelog (Lispro), Novolog (Aspart), Apidra (Glulisine)     Other:   
Ultra Rapid Acting Insulin:  Fiasp (Aspart)     Lyumjev (Lispro-aabc)     Other:   
Other insulin:  Humulin R     Novolin R

6B. CORRECTION SLIDING SCALE

6C. LONG ACTING INSULIN

6D. OTHER MEDICATIONS

 Meals Only      Meals and Snacks      Every  hours as needed
 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

 to  mg/dL =  units    to  mg/dL =  units  to  mg/dL =  units

Time

 Lantus, Basaglar, Toujeo (Glargine) 
 Levemir (Detemir)  
 Tresiba (Degludec) 
 Other

 
  units

 Daily Dose 
 Overnight Field Trip Dose 
 Disaster/Emergency Dose

Subcutaneously

Time

 Metformin 
 Other 

 
units

 Daily Dose 
 Overnight Field Trip Dose 
 Disaster/Emergency Dose

Route  

Diabetes Medical Management Plan

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

  Target Glucose is: mg/dL &  

Correction Factor is: mg/dL/unit

 No Correction dose

Signature is required here if sending 
ONLY this one-page dosing update.



Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

7. LOW GLUCOSE PREVENTION (HYPOGLYCEMIA)
Allow Early Interventions

  Allow Mini-Dosing of carbohydrate (i.e.,1-2 glucose tablets) when low glucose is predicted, sensor readings are dropping (down arrow) at 
 mg/dL (DEFAULT 80 mg/dL or 120 mg/dL prior to exercise) or with symptoms.

  Allow student to carry and consume snacks   School staff to administer
  Allow Trained Staff/Parent/Guardian to adjust mini dosing and snacking amounts (DEFAULT)

Insulin Management (Insulin Pumps)
Temporary Basal Rate Initiate pre-programmed rate as indicated below to avoid or treat hypoglycemia.

  Pre-programmed Temporary Basal Rate Named   (Omnipod)
  Temp Target (Medtronic)   Exercise Activity Setting (Tandem)   Activity Feature (Omnipod 5)

Start:   minutes prior to exercise for  minutes duration (DEFAULT 1 hour prior, during, and 2 hours following exercise).
Initiated by:   Student      Trained School Staff      School Nurse

  May disconnect and suspend insulin pump up to  minutes (DEFAULT 60 minutes) to avoid hypoglycemia, personal injury with  
certain physical activities or damage to the device (keep in a cool and clean location away from direct sunlight).

Exercise (Exercise is a very important part of diabetes management and should always be encouraged and facilitated).
Exercise Glucose Monitoring

  prior to exercise      every 30 minutes during extended exercise      following exercise      with symptoms

Delay exercise if glucose is <  mg/dL (120 mg/dL DEFAULT)
Pre-Exercise Routine

  Fixed Snack: Provide  grams of carbohydrate prior to physical activity if glucose <  mg/dL
  Added Carbs: If glucose is <  mg/dL (120 DEFAULT) give  grams of carbohydrates (15 DEFAULT)
  TEMPORARY BASAL RATE as indicated above

Encourage and provide access to water for hydration, carbohydrates to treat/prevent hypoglycemia, and bathroom privileges during 
physical activity

8. LOW GLUCOSE MANAGEMENT (HYPOGLYCEMIA)

Low Glucose below  mg/dL (below 70 mg/dL DEFAULT) or below  mg/dL before/during exercise ( DEFAULT is < 120 mg/dl).
1.  If student is awake and able to swallow give  grams of fast acting carbohydrate (DEFAULT 15 grams). Examples include 4 ounces  

of juice or regular soda, 4 glucose tabs, 1 small tube glucose gel. 
 School nurse/parent may change amount given

2.  Check blood glucose every 15 minutes and re-treat until glucose >  mg/dL (DEFAULT is 80 mg/dL or 120 mg/dL before exercise).

SEVERE LOW GLUCOSE (unconscious, seizure, or unable to swallow) 
Administer Glucagon, position student on their side and monitor for vomiting, call 911 and notify parent/guardian. If BG meter is available, 
confirm hypoglycemia via BG fingerstick. Do not delay treatment if meter is not immediately available. If wearing an insulin pump, place 
pump in suspend/stop mode or disconnect tubing from infusion site. Keep pump with student.

  Glucagon Emergency Kit by IM injection     Gvoke by SC injection     Auto-Injection, Gvoke HypoPen  
Dose:  0.5 mg or  1.0 mg
 Zegalogue (dasiglucagon) 0.6 mg SC by Auto-Injector     Zegalogue (dasiglucagon) 0.6 mg SC by Pre-Filled Syringe 
 Baqsimi Nasal Glucagon 3 mg

Diabetes Medical Management Plan



Name of Health Care Provider/Clinic: Contact #: Fax #:  
Email Address (non-essential communication): Other:
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STUDENT LAST NAME: FIRST NAME: DOB: 

9. HIGH GLUCOSE MANAGEMENT (HYPERGLYCEMIA)
Management of High Glucose over  mg/dL (Default is 300 mg/dL OR 250 mg/dl if on an insulin pump).
1.  Provide and encourage consumption of water or sugar-free fluids. Give 4-8 ounces of water every 30 minutes. May consume fluids in 

classroom. Allow frequent bathroom privileges.
2. Check for Ketones (before giving insulin correction)

a. If Trace or Small Urine Ketones (0.1 – 0.5 mmol/L if measured in blood)
• Consider insulin correction dose. Refer to the “Correction Dose” Section 6.A-B. for designated times correction insulin may be given.
• Can return to class and PE unless symptomatic
• Recheck glucose and ketones in 2 hours

b. If Moderate or Large Urine Ketones (0.6 – 1.4 mmol/L or >1.5 mmol/L blood ketones). This may be serious and requires action.
• Contact parents/guardian or, if unavailable, healthcare provider
•  Administer correction dose via injection. If using Automated Insulin Delivery contact parent/provider about turning off automatic 

pump features. Refer to the “Blood Glucose Correction Dose” Section 6.A-B
• If using insulin pump change infusion site/cartridge or use injections until dismissal.
• No physical activity until ketones have cleared
• Report nausea, vomiting, and abdominal pain to parent/guardian to take student home.
• Call 911 if changes in mental status and labored breathing are present and notify parents/guardians.

  Send student’s diabetes log to Health Care Provider (include details): If pre-meal blood glucose is below 70 mg/dL or above 240 mg/dL 
more than 3 times per week or you have any other concerns.

SIGNATURES
This Diabetes Medical Management Plan has been approved by:
Student’s Physician/Health Care Provider: Date:

I, (parent/guardian)                                                   give permission to the school nurse or another qualified health care professional or  
trained diabetes personnel of (school)                                                                       to perform and carry out the diabetes care tasks as  
outlined in this Diabetes Medical Management Plan. I also consent to the release of the information contained in this Diabetes Medical 
Management Plan to all school staff members and other adults who have responsibility for my child and who may need to know 
this information to maintain my child’s health and safety. I also give permission to the school nurse or another qualified health care 
professional to collaborate with my child’s physician/health care provider.

Acknowledged and received by:
Student’s Parent/Guardian: Date:

Acknowledged and received by:
School Nurse or Designee: Date:

Diabetes Medical Management Plan



Name: _________________________________________________________________________  D.O.B.: ____________________

Allergic to: _________________________________________________________________________________________________

Weight: ________________ lbs.  Asthma:  □ Yes (higher risk for a severe reaction)   □ No

PLACE  
PICTURE 

HERE

1. Antihistamines may be given, if ordered by a 
healthcare provider.

2. Stay with the person; alert emergency contacts. 
3. Watch closely for changes. If symptoms worsen, 

give epinephrine.

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE                           DATE                    PHYSICIAN/HCP AUTHORIZATION SIGNATURE                    DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG)  5/2020

1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell emergency dispatcher the person is having 

anaphylaxis and may need epinephrine when emergency responders 
arrive.

• Consider giving additional medications following epinephrine:
 » Antihistamine
 » Inhaler (bronchodilator) if wheezing

• Lay the person flat, raise legs and keep warm. If breathing is 
difficult or they are vomiting, let them sit up or lie on their side.

• If symptoms do not improve, or symptoms return, more doses of 
epinephrine can be given about 5 minutes or more after the last dose.

• Alert emergency contacts.
• Transport patient to ER, even if symptoms resolve. Patient should 

remain in ER for at least 4 hours because symptoms may return.

HEART 
Pale or bluish 

skin, faintness, 
weak pulse, 
dizziness

MOUTH 
Significant  

swelling of the 
tongue or lips

OR A 
COMBINATION 
of symptoms  
from different 
body areas.

LUNG 
Shortness of 

breath, wheezing, 
repetitive cough

SKIN 
Many hives over 
body, widespread 

redness

GUT 
Repetitive 

vomiting, severe 
diarrhea

NOSE 
Itchy or 

runny nose,  
sneezing

MOUTH 
Itchy mouth

SKIN 
A few hives, 

mild itch

GUT 
Mild 

nausea or 
discomfort

THROAT 
Tight or hoarse 
throat, trouble 
breathing or 
swallowing

OTHER 
Feeling 

something bad is 
about to happen, 
anxiety, confusion

Epinephrine Brand or Generic:  ________________________________

Epinephrine Dose: □ 0.1 mg IM   □ 0.15 mg IM   □ 0.3 mg IM

Antihistamine Brand or Generic: _______________________________

Antihistamine Dose: __________________________________________

Other (e.g., inhaler-bronchodilator if wheezing):  __________________

____________________________________________________________

MEDICATIONS/DOSES

SEVERE SYMPTOMS MILD SYMPTOMS

FOR MILD SYMPTOMS FROM MORE THAN ONE 
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM 
AREA, FOLLOW THE DIRECTIONS BELOW:

FOR ANY OF THE FOLLOWING:

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

Extremely reactive to the following allergens: _________________________________________________________

THEREFORE:

□ If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
□ If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent. 



EMERGENCY CONTACTS — CALL 911
RESCUE SQUAD:  ______________________________________________________________________  

DOCTOR: _________________________________________________  PHONE:  ____________________

PARENT/GUARDIAN:  ______________________________________  PHONE:  ____________________

OTHER EMERGENCY CONTACTS 

NAME/RELATIONSHIP:_____________________________________  PHONE:  ____________________

NAME/RELATIONSHIP:_____________________________________  PHONE:  ____________________

NAME/RELATIONSHIP:_____________________________________  PHONE:  ____________________

Treat the person before calling emergency contacts. The first signs of a reaction can be mild, but symptoms can worsen quickly.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTO-INJECTORS:
1. Do not put your thumb, fingers or hand over the tip of the auto-injector or inject into any body part other than mid-outer thigh. In case of 

accidental injection, go immediately to the nearest emergency room. 

2. If administering to a young child, hold their leg firmly in place before and during injection to prevent injuries. 

3. Epinephrine can be injected through clothing if needed. 

4. Call 911 immediately after injection.

OTHER DIRECTIONS/INFORMATION (may self-carry epinephrine, may self-administer epinephrine, etc.):

HOW TO USE AUVI-Q® (EPINEPHRINE INJECTION, USP), KALEO
1. Remove Auvi-Q from the outer case. Pull off red safety guard. 
2. Place black end of Auvi-Q against the middle of the outer thigh. 
3. Press firmly until you hear a click and hiss sound, and hold in place for 2 seconds. 
4. Call 911 and get emergency medical help right away.

3

HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®), 
USP AUTO-INJECTOR, AMNEAL PHARMACEUTICALS 
1. Remove epinephrine auto-injector from its protective carrying case. 
2. Pull off both blue end caps: you will now see a red tip. Grasp the auto-injector in your fist with the red tip pointing downward. 
3. Put the red tip against the middle of the outer thigh at a 90-degree angle, perpendicular to the thigh. Press down hard and 

hold firmly against the thigh for approximately 10 seconds. 
4. Remove and massage the area for 10 seconds. Call 911 and get emergency medical help right away.

5

HOW TO USE EPIPEN®, EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION (AUTHORIZED 
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN
1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube. 
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand, 

remove the blue safety release by pulling straight up. 
3. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 

3 seconds (count slowly 1, 2, 3). 
4. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.

4

HOW TO USE TEVA’S GENERIC EPIPEN® (EPINEPHRINE INJECTION, USP) AUTO-INJECTOR, 
TEVA PHARMACEUTICAL INDUSTRIES 
1. Quickly twist the yellow or green cap off of the auto-injector in the direction of the “twist arrow” to remove it. 
2. Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand, pull off the 

blue safety release. 
3. Place the orange tip against the middle of the outer thigh at a right angle to the thigh. 
4. Swing and push the auto-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 3 

seconds (count slowly 1, 2, 3). 
5. Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.

HOW TO USE SYMJEPI™ (EPINEPHRINE INJECTION, USP) 
1. When ready to inject, pull off cap to expose needle. Do not put finger on top of the device.
2. Hold SYMJEPI by finger grips only and slowly insert the needle into the thigh. SYMJEPI can be injected through 

clothing if necessary.
3. After needle is in thigh, push the plunger all the way down until it clicks and hold for 2 seconds.
4. Remove the syringe and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away. 
5. Once the injection has been administered, using one hand with fingers behind the needle slide safety guard over needle.

5
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 When rescue therapy may be needed:
WHEN AND WHAT TO DO 
If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

If seizure (cluster, # or length) ________________________________________________________________________
Name of Med/Rx  ________________________________  How much to give (dose)  ________________________
How to give _____________________________________________________________________________________

Name:  ———————————————————————————————————————————————————Birth Date: ———————————————————

Address: ——————————————————————————————————————————————————Phone: —————————————————————

Emergency Contact/Relationship  ————————————————————————————————————Phone: —————————————————————

SEIZURE ACTION PLAN (SAP)

How to respond to a seizure (check all that apply) ;
	F First aid – Stay. Safe. Side. F  Notify emergency contact at  ______________________________

	F Give rescue therapy according to SAP F  Call 911 for transport to  __________________________________________

	F Notify emergency contact F  Other ________________________________________________

Seizure Type How Long It Lasts How Often What Happens

First aid for any seizure
	F STAY calm, keep calm, begin timing seizure
	F Keep me SAFE – remove harmful objects, 

don’t restrain, protect head 
	F SIDE – turn on side if not awake, keep airway clear, 

don’t put objects in mouth
	F STAY until recovered from seizure
	F Swipe magnet for VNS
	F Write down what happens  _____________________
	F Other  _____________________________________

When to call 911
	F Seizure with loss of consciousness longer than 5 minutes, 

not responding to rescue med if available 
	F Repeated seizures longer than 10 minutes, no recovery between 

them, not responding to rescue med if available
	F Difficulty breathing after seizure 
	F Serious injury occurs or suspected, seizure in water 

When to call your provider first
	F Change in seizure type, number or pattern
	F Person does not return to usual behavior (i.e., confused for a 

long period) 
	F First time seizure that stops on its’ own
	F Other medical problems or pregnancy need to be checked

Seizure Information



Seizure Action Plan continued

Care after seizure
What type of help is needed? (describe)  _______________________________________________________________

When is person able to resume usual activity? ___________________________________________________________

Health care contacts
Epilepsy Provider: ——————————————————————————————————————  Phone: ———————————————————————————

Primary Care: ————————————————————————————————————————  Phone: ———————————————————————————

Preferred Hospital: —————————————————————————————————————  Phone: ———————————————————————————

Pharmacy: ——————————————————————————————————————————  Phone: ———————————————————————————

My signature ————————————————————————————————————————————————————  Date —————————————————

Provider signature —————————————————————————————————————————————————  Date —————————————————  

Epilepsy.com
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Revised 01/2020       130SRP/PAB1216

Triggers:  _________________________________________________________________________________________________

Important Medical History  _______________________________________________________________________________________________________

Allergies _______________________________________________________________________________________________________________________

Epilepsy Surgery (type, date, side effects)  ________________________________________________________________________

Device:   � VNS    � RNS    � DBS    Date Implanted _______________________________________________________________

Diet Therapy   � Ketogenic    � Low Glycemic    � Modified Atkins   � Other (describe) ____________________________________

Special Instructions:  _________________________________________________________________________________________

_______________________________________________________________________________________________

Medicine Name Total Daily Amount Amount of  
Tab/Liquid

How Taken 
(time of each dose and how much)

Daily seizure medicine

Other information

Special instructions 
First Responders: _________________________________________________________________________________
_______________________________________________________________________________________________

Emergency Department:  ___________________________________________________________________________
_______________________________________________________________________________________________



CERTIFICATE OF EXEMPTION 
Please read instructions on the reverse of this certificate before completing. 

  All entries must be legible or form will be returned. Please print unless signature is required. 

TYPE OF EXEMPTION (Complete either section 1, 2 or 3 and sections 4 & 5) 
1. MEDICAL CONTRAINDICATION:

I hereby certify that the immunization(s) specified below are medically contraindicated for the above named child.
________________________________________________________  _______________________________________________________ 

Immunization(s)  State the condition that would endanger the life or health of the child.

____________________________________________  _______________________________________________________
Printed name of Physician     Signature of Physician
_________________________________________________  _______________________________________________________
Address of Physician   Phone number of Physician

2. RELIGIOUS OBJECTION:
I hereby certify that immunization is contrary to the teachings of the above named child’s religion.

___________________________________________________    
Printed name of Religious Leader or Parent/*uardian       

___________________________________________________ 
Signature of Religious Leader or Parent/*uardian 

3. PERSONAL OBJECTION:
I hereby certify that immunization is contrary to my beliefs.  As the parent or legal guardian of the above named child, I request an
exemption to the immunization requirements for School, Child Care Facility or Head Start attendance.  I have written a brief summary
of my objections in the space provided below.  I understand that lost records are not grounds for an exemption.

REQUIRED: Summary of Objections: (Limited to 600 characters.)

___________________________________________________________________________________________________________________________

4. Please check which immunizations this exemption applies to:
� DTaP/Td/Tdap 

(Diphtheria, Tetanus & Pertussis) 
� Hepatitis A 

� Hepatitis B 

� Hib
(Haemophilus Influenzae type B) 

� MMR
(Measles, Mumps and Rubella)

� Pneumococcal

� Polio 

� Varicella (Chickenpox) 

� All

5. Acknowledgement
I understand that in the event of a disease outbreak in the School, Child Care Facility or Head Start, my child may have to be excluded
for his/her protection and for the protection of the other children in the School, Child Care Facility or Head Start.

_________________________________________________       ________________________________________________    ____________________ 
  Printed name of Parent/*uardian                                      Signature of Parent/*uardian Date 

ATTENTION:  PARENT/GUARDIAN – This form is to be submitted to the School, Child Care Facility or Head Start.  
The School, Child Care Facility or Head Start should keep a copy of this form and mail the original to: 

Oklahoma State Department of Health 
Immunization Service
123 Robert S Kerr, Suite 1702
Oklahoma City, Oklahoma 73102-6406

For Questions Call: 405-426-8580 ODH Form 216-A (Revised 07/21) 
Oklahoma State Department of Health For forms, visit: http://imm.health.ok.gov  

This section reserved for use by OSDH. 

 __________________   ______ 

$ODVNDQ�1DWLve $VLDQ  1ative Hawaiian orBlack or :hite Otheror American Indian Pacific Islander
+LVSDQLF�

African American
 1ot +LVSDQLF�

RU�/DWLQR    RU�/DWLQR

Race (select up to �):  Ethnicity (select 1):    

_______________________________________________
1ame of Child (Last, First, MI)      

________________
Birth Date

__________________________________________ 
Parent or *uardian
s 1ame   

___________________________________
Mother
s Maiden 1ame

Child
s *ender: Male

_____________________________
City 

________________________________________________
1ame of School, Child Care Facility or Head Start

___________________
School District  

__________________________
 County 

______________________________ 
Birth State

______________________
Birth Country

______________________________ 
State

Female 

Parent Phone 1umber
________________ 

School <ear
_____________
School *rade

__________________
  Facility Phone 1umber

___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________

___________________________________
3DUHQW
V�6WUHHW�$GGUHVV

__________________
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INSTRUCTIONS FOR COMPLETING THE 
CERTIFICATE OF EXEMPTION 

Oklahoma law requires that parents of all children attending School, Child Care Facilities, and Head 
Start in this state submit acceptable evidence of adequate immunization.  Such evidence is required 
before the child is allowed to enter or attend School, Child Care or Head Start.  Children with specific 
medical contraindications to any or all immunizations may be allowed to attend if the medical reason 
is stated and this statement is signed by a licensed physician and submitted to the School, Child Care 
Facility or Head Start.  Children whose parents have objections to immunizations based on religious 
teachings or personal beliefs can also apply for an exemption. 

Copies of immunization records and any Certificate of Exemption must be on file with the School, 
Child Care Facility or Head Start and available for review. 

FORM REQUIRED:  Children enrolled in School, Child Care or Head Start.  

FORM NOT REQUIRED:  Children not enrolled in School, Child Care or Head Start. 

• This form must be appropriately completed and signed or it will be denied.

• This form is to be submitted by the parent, to the School, Child Care Facility or Head Start.

• The School, Child Care Facility or Head Start will submit the form to Immunization Service.

• Forms submitted by the Parent/Guardian will not be considered.

LOST IMMUNIZATION RECORDS 

Lost immunizations records are not grounds for an exemption to the Oklahoma Law.  Parents who 
have lost their child’s records should be referred to their local health department or family physician. 
The nurse or doctor can interpret the past immunization history and provide any needed 
immunizations and create a record for the parent that can be submitted to the School, Child Care 
Facility or Head Start and transcribed for the student’s record. 

EXCLUSION DURING A DISEASE OUTBREAK 

A disease outbreak in a School, Child Care Facility or Head Start will very likely result in exposure of 
children attending on the basis of an exemption.  These children are very likely to be susceptible to 
the diseases and therefore may have to be excluded for the duration of any outbreak for their own 
health and for the health of the other children.  Parents should be informed of this possibility before 
signing a Certificate of Exemption. 

A completed copy of the Certificate of Exemption must be mailed by the School,  
Child Care Facility or Head Start to the Immunization Service to review all exemptions. 

Revised 07/06/2021 

AngelaMH
Typewritten Text




PARENTAL AUTHORIZATION TO ADMINISTER MEDICATION
**All effort should be made to administer medication at home.
However, if your physician feels it’s necessary to have the
medication administered during school hours, please complete this
form. Please note that a new form will be required with any change
in the medication, dosage, or timing AND will need to be renewed
EACH school year. **In addition, medications MUST be picked up at
the end of the school year. Medications will not be carried over from
school year to school year. If medications are not picked up within

one week of the end of school, remaining medication will be disposed of properly. Thank you.

Grade: ____ Student’s Name: ______________________________________DOB:_________

I am the parent or legal guardian of the above student attending McAlester Public Schools. I
hereby give my consent and authorize the school nurse, the school principal, or designated
school employee to administer the non-prescription and/or prescription medication listed below.

***********************************************************************************************
_____ Administer the following NON-PRESCRIPTION medication, which I am supplying to the
school in the original container and packaging with the child’s name written on the container.

Name of Medication: ___________________________________________________________

Dosage: ______________________ Time to be given: ______________ Duration: __________

Medication is to be given for (be specific): __________________________________________

***********************************************************************************************
_____ Administer the following PRESCRIPTION medication which I am supplying the school,
with the pharmacy label that includes the student’s name, medication, dosage, time or
frequency, expiration date, physician and pharmacy.

Name of Medication: ___________________________________________________________

Dosage: _____________________________ Time to be given: _____________ Duration: ____

***********************************************************************************************

I understand that under state law, the Board of Education, the School, or Employees shall not
be liable to the student or the student’s parent or guardian for civil damages for any personal
injuries to the student which result from acts or omissions of school employees in administering
the medicine I have hereby authorized.

Parent/Guardian signature: __________________________________________________
Date: ________________

(Office Use Only)
Medication received ______ Date ___________________ Time ___________ Initials _______



PRESCRIPTION MEDICATION TO BE COMPLETED BY THE PHYSICIAN

Prosper Academy discourages the administration of medication to students in school if possible.
This form will only be valid for the 2023-2024 school year. A new form is required yearly.

Student Name: ______________________________ DOB: ___________________________

Medication: _________________________________________________________________

Trade name and/or generic Dosage: _________________________________

Time(s) to be given at school: _____________Reason for medication: ____________________

Method of administration: ORAL INHALER DROPS: Eye R L DROPS: Ear R L

Topical: (apply where)____________________________________________

Effective date: From _____/_____/_____ to _____/_____/_____

Possible Side Effects: __________________________________________________________

If medication is PRN (as needed), please specify for what symptoms:
____________________________________________________________________________

Frequency of Administration_________
Can medication be repeated: Y N How many times? ________

Special instructions:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Physician’s Name (please print) __________________________________________________

Physician’s Signature _________________________________________ Date _____________

Date Physician’s Phone___________________________


