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CUMBERLAND COUNTY SCHOOLS
Protocol for Medication Administration

General Information

Cumberland County Schools (CCS) acknowledges the diverse health needs of our student body and has developed
this protocol to inform parents, guardians, and staff about best practices for medication administration. The school
district reserves the right to decline a request for medication administration, and medications will not be given
outside of regular school hours. The school system and its personnel will only assume responsibility and liability in
adhering to instructions provided by the parent/guardian and physician. Collaborating with the Cumberland County
Department of Public Health (CCDPH), the Office of Health Services offers various support services, workshops, and
connections to community resources.

Handling, Storage, and Disposal of Medications

s Student medications will be securely stored in a medication cart to maintain their safety. Medications
requiring refrigeration will be placed in a designated refrigerator located in a locked room. For medications
requiring refrigeration, a dedicated refrigerator solely for student medications will be utilized to prevent
any chance of cross-contamination.

s The school district is committed to providing secure, locked storage for all medications, aiming to prevent
misuse or unintended ingestion by any individual.

s When schools take possession of medications, they bear the responsibility of ensuring that the prescribed
medication is available to the designated student while safeguarding against access by other students.

s Proper storage and security measures dictate that all medications be kept within the provided medication
cart by Health Services.

s For medications requiring refrigeration, a dedicated refrigerator solely for student medications will be
utilized to prevent any chance of cross-contamination.

s Access to stored medications and keys is restricted to the building principal and individuals authorized to
administer medications.

s The health office should remain locked when the school nurse, health services personnel, or trained staff
members assisting students are not present. Additionally, medication carts must be kept locked at all times.

s Any unused, discontinued, or expired medication will be collected by the parent/guardian. Medication
remaining beyond the approved period or the conclusion of the school year will be disposed of within two
weeks.



School Nurses and Medication Clerks

Every school is equipped with three medication clerks, one of whom works on a 12-month basis, ensuring continuous
monitoring of medications. These clerks will collaborate on schedules to guarantee that there is always someone
available to administer and oversee medication. Additionally, a public health school nurse is on-site one day per
week and is available for phone consultations.

Parent/Guardian Responsibilities
The parent or guardian is responsible for:

*
*

*
*

* % %

*

* %

Completing the CCS Confidential School Health Form.

Providing written consent (since schools operate in loco parentis, 18-year-old students living with their
parent or guardian should have parental consent).

Supplying medications, orders, consents, and necessary supplies.

Furnishing a written provider order on an approved CCS medication form and the required supplies to meet
the order's specifications.

Providing a signed release of liability.

Administering the first dose of a new medication at home, including any dosage changes.

Delivering medication to school staff in an original container, clearly labeled with the student’s name,
physician’s name and contact information, medication name, and strength, amount given per dose, route and
time of administration, and the dispensing pharmacy.

Ensuring that medications packaged in an original pharmacy-labeled container match the physician’s order.
Requesting the pharmacist to divide the required medication into two doses, with one designated for
at-home use and the other for school use.

Supplying any necessary equipment or supplies for administration (e.g., syringes and needles, spacers,
special snacks for diabetics, etc.).

Counting or measuring medications with the medication clerk during the check-in and check-out of
prescribed medications. Parents or guardians also have the liberty to sign out their student’s medication
from the school at any time.

Replacing used and expired medication promptly.

Providing the school with appropriate documentation and medication to meet their child’s medical needs
within 30 calendar days.

Present emergency medications as soon as possible, but no later than 30 calendar days, along with a
matching physician’s order and pharmacy label, to the school medication clerk.

Communicating any changes in a student’s health status and/or medication regime to the medication clerk
and school nurse.



Field Trips

The parent or guardian is required to obtain physician authorization for the administration of medication beyond the
regular school day or that needs to be administered during weekends. In cases where a student requires medication
during field trips, weekends, or overnight school-related activities, the principal will appoint an individual to
administer the medication during the field trip.

This designated person must familiarize themselves with the CCS Medication Protocol and transport the medication
dosage in an individual container (such as a Ziploc bag or envelope) prepared by the primary medication clerk or the
principal’s designee. The container should include the following identifiers:

J Student’s name

s Name, dosage, and route of medication

s Time for administration

s Additionally, a copy of the CCS Physician’s School Medication form(s) or an approved emergency action plan

will accompany the student on the field trip.

Guidelines for Proper Completion of Medication Paperwork

s The physician is required to provide a comprehensive order, including the medication's name, dosage, time,
route, and frequency.

s Orders should be documented on the current CCS School Medication Form.

s Specific doses must be indicated; otherwise, the order will not be accepted. An unacceptable order example
is "2-4 puffs" or "1-2 pills."

s Orders must specify a particular time for administration; vague references like "Lunchtime” or "Breakfast"
will not be accepted.

s For as-needed medication, orders must outline a specific interval between doses. An unacceptable example
is "Give prn 'three times a day,” while "Give prn 'every eight hours" is acceptable.

s Orders must be legible and accompanied by a matching pharmacy label. Failure to communicate medication
instructions and pertinent information will result in rejection.



Emergency Transportation for Students with Special Needs
In specific situations, a student unable to self-administer emergency medication may require an adult to transport
the prescribed medicines to and from school for medical reasons.

Medication Clerks will confer with their school nurse to request special approval for bus driver transport to the
parent or guardian. The Director of Health Services and School Nurse Supervisor will review such cases hefore
granting permission.

Upon approval, an emergency transport log will be issued to ensure the student's safety and proper medication
handling.

When transporting medication on the bus, it must be securely stored in a designated container. Staff members
should hand over the emergency medication and emergency transport log to the bus driver or transportation aide,
who can then pass it to the parent or guardian when the student returns home. The entire chain of custody will be
meticulously documented on the CCS Emergency Medication Transport Log provided by the Health Services Director
and Public Health Nursing Supervisor.

Short-term Prescription Medications
The parent or guardian is responsible for delivering the prescribed medication to the school in its original
pharmacy-labeled container. Additionally, the parent or guardian must complete a CCS Short-term Medication Form,
providing the following information:

s Student’s name

s Name, dosage, and route of medication

s Time for administration

s A signed Release of Liability

Short-term prescription medications are restricted to a maximum of 14 calendar days. The parent or guardian must
retrieve any unused short-term medications. Any medication remaining after the 14 days will be appropriately
discarded within two weeks.



CUMBEFLAND COUNTY SCHOOLS
SHORT-TERM MEDICATION FORM Rev. 0572018
May Not Exceed 14 Calendar Days

Student’s Name: Date of Birth:

MName of School: Grade:
Parent/Guardian: Phone:

Prescribing Physician: Physician’s Phone:

Reason for medication:

Date and time this medication was first administered to the student by the parent/guardian.

List allergies:

MName of prescription medication: Dose: Route:

Medication exact time to be given am pm. Dose must be exact; ranges will not be accepted.

Directions for administering medication:
Short-term medication may not exceed 14 calendar days. Start date for medication:

I understand that:

+ the school nurse is available one day a week.

* non-medical personnel administer medications daily.

* priof to school administration, the parent/guardian is required sign the check-in/check-out log for
medication.
students are not permitted to transport medication to or from school
I may contact the Primary Medication Clerk or school nurse if assistance is needed to ensure medication
meets CCS Protocol for Medication Administration.

= medication not picked up within fourteen (14) calendar days of the expiration of this form will be discarded.

RELEASE OF LIABILITY FORM

L the parent/legal goardian of
enrclled at school realizing the importance of administering medication fo oy child
as prescribed by the child’s physician, do hereby agree to relieve designated school personnel. the Cumberland County
Schoels, and the Comberland County Board of Education of and from any liability from any potential ill effects as a result
of their injecting or giving my child medication prescribed by the child’s physician [have discossed this with my physician
and'or legal counsel (lawyer) and realize s ranmufications and thoronghly understand the meanings of these statements. [
consent for the medical provider to disclose health or medical information regarding medication prescribed. I understand
that I may revoke this consent at any time, except to the extent action has been taken in reliance on it. This consent is valid
until I revoke it in writing or for the term fourteen (14) calendar days.

Parent/T egal Guardian’s Signature: Date:
Principal’s Signature: Date:
IFOR OFFICE USE ONLY: Thas form will expire 14 davs from the date the parent signed. This form will expire cn
IDISPOSITION OF MEDICATION: Date medication was picked up or date medication was discarded
[bw Staff Wame: Staff Signature: Witness:




Long-term and Over-the-Counter Medications
Long-term medications are prescribed for fifteen (15) days or more. Before the acceptance of these medications, the
parent or guardian is required to submit a CCS School Medication Form.

The instructions on the CCS Physician’s School Medication Form should align with the details on the
pharmacy-labeled container.

For Over-the-Counter (OTC) medications (non-prescription medications), they must be accompanied by a completed
CCS Physician’s School Medication Form, which should have a corresponding pharmacy label.

All Ower-the-Counter Medication must have a Physician's Order
with a matching pharmacy label.

Example of Prescription Medication 7



CUMBERLAND COUNTY SCHOOLS

PHYSICIAN'S SCHOOL MEDICATION FOEM Rev. 05/2018
| TO BE COMPLETED BY MEDICAL PROVIDER
Student’s Name: Date of Birth:
Name of School: Grade:

The above named person is a patient curently under my medical care. Due to a medical condition the medication listed
below mmst be {@iven'taken/injected) during regolar school howrs according to the following protocol:

Medication: Dose: Route:
Dose must be exact; ranges will not be accepred.
] Routine/Daily Medications: exact time to be given am. pm.
[ ] As needed (prn) medication for: give every hour(s).

Directions for administering medication:

Please indicate any special storage requirements such as room temperature, refrigeration, etc.

Physician’s Signature: Date: MD Stamp Below
Physician’s Printed Name:
Office Phone: FAY:
Office Address:
City, State, ZIP:
This order will expire one vear from the date the physician signed.

| TO BE COMPLETED BY PARENT OR LEGAL GUARDIAN |

I understand that:

* prescription medications may be adnunistered at school and mmst be in a pharmacy-labeled prescription bottle that

matches the CCS Physician’s School Medication Form. Medication dosage, time and intervals, nmst be exact.

the school nurse is available one day a week

non-medical persomel] adnunister medications daily.

prior to school administration, the parent/suardian is required to sign the check-in/check-out log for medication.

students are not permatted to transport medication to or from school.

medication may only be adnunistered as ordered on the approved CCS medication forms.

if medication is not available at the school, 911 will be called for emergencies.

the parent/guardian is responsible for notifying coaches or superising staff of before and/or after-school activities of

the child’s health status and/or the need for medication.

* D may contact the Primary Medication Clerk or school nurse if assistance is needed to ensure medication meets CCS
Protocol for Medication Administration.

« medication not picked up within two weeks of the last day of school will be discarded.

RELEASFE OF LIABILITY FORM

L the parent/legal guardian of

enrolled at school realizing the importance of administering medication to my child
as prescribed by the child’s physician do hereby agree to relieve designated school personnel. the Cumberland County
Schools, and the Cumberland County Board of Education of and from any liability from any potential ill effects as a result
of their injecting or giving my child medication prescribed by the child’s physician [ have discossed this with my physician
and/or legal counsel (lawyer) and realize its ranufications and thoroughly understand the meanings of these statements. [
consent for the medical provider to disclose health or medical information regarding medication prescribed. I understand
that I may revoke this consent at any time, except to the extent action has been taken in reliance on it. This consent is valid
until I revolke it in writing or for the term of one year.

Parent/T egal Guardian’s Signature: Date:

Principal’s Signature: Date:

[FOR OFFICE USE ONLY: Ths order will expire one year from the date the physician signed. This form will expire on
IDISPFOSITION OF MEDICATION: Date medication was picked up or date medication was discarded
by Staff Mame: Staff Signature: Witness:




Controlled Substances

Narcotics refer to controlled substances utilized for short-term pain relief, such as Tylenol w/codeine, Percocet, etc.
In contrast, non-narcotic controlled substances like Adderall, Ritalin, and Focalin may be prescribed for more
extended periods.

For controlled substances, CCS mandates the following:

The CCS Controlled Substance Accountability Form will detail the type of controlled substance, dosage, and the
number of doses provided. It will include information such as the date and time of administration, student's name,
prescribing physician's name, quantity administered, balance on hand after each administration, and the signature of
the administering CCS employee.

Any discrepancies will be promptly reported to the parent or guardian, safety and security personnel, administrators,
and the Office of Health Services.

Reports of missing medications will be reviewed by the school administration, school nurse, GCS Director of Safety
and Security, GCS Director of Health Services, and Public Health School Nurse Supervisor. Necessary adjustments to
protocols will be made to prevent future occurrences.

Intravenous Medication

As the enrollment of students with chronic health conditions rises, schools are encountering a growing need to
administer medications intravenously. These medications are often crucial for the well-being and safety of the
students. Consequently, schools will exclusively administer intravenous (1V) drugs when they cannot be given at any
other time of the day. While technological advancements allow for the safe administration of these medications
within school premises, the involvement of a Registered Nurse is essential. Requests for intravenous medication will
be examined on an individual basis by the Office of Health Services.

Missed Doses
Staff is authorized to administer only the doses specified in the medication order. Medication can be administered
within a 30-minute window before or after the scheduled dose.

Requests from a parent or guardian to administer medication not listed on the CCS Physician’s School Medication
Form will not be accommodated, including phone requests.



In the event of a missed dose, school staff will promptly fill out a CCS Medication Administration Incident Report
and notify the necessary personnel. Immediate notification to the parent or guardian, school nurse, and, if necessary,
the physician, must be provided for any missed doses.

Student Non-compliance
In instances where a student refuses to cooperate with a staff member administering medication, the following
procedure will be implemented:

First Incident: The primary medication clerk or principal designee will contact the parent or guardian by telephone
to explain the concern. Staff will document concerns on the CCS Student Medication Administration Non-compliance
Individual Medication Documentation Form.

Second Incident: A parent or guardian conference will be convened at the school, involving the principal,
medication clerk, school nurse, and parent or guardian. Staff will record concerns on the CCS Student Medication
Administration Non-Compliance Individual Medication Documentation Form.

Third Incident: The principal will notify the parent or guardian that the student has persistently demonstrated
non-compliance with medication administration regulations, and as a result, school staff will no longer administer
the prescribed medication. Staff will document concerns on the CCS Student Medication Administration
Non-compliance Individual Medication Documentation Form.

Confidential School Health Forms and Care Plans

The nurse will review the confidential school health form and document any areas of concern, communicate with
parents as necessary, and collaborate with the physician to create emergency action plans as required. After
finalizing the care plan, the school nurse will coordinate training for school staff, including bus drivers and monitors.
Medication Clerks will make certain that substitutes and new hires who will be directly involved with the student
are oriented to the student's care plan. Parents are requested to complete and return the confidential school health
form the following day after receiving it. We also request that parents update their contact information as it
changes.

Allergies and Anaphylaxis
The paramount measure to avert life-threatening allergic reactions is preventing student exposure to allergenic
foods or substances. In the absence of a physician’s written dietary order, the parent or guardian, with the
assistance of the school nurse or medication clerk, must complete a Temporary Special Nutritional Needs form and
submit it to the cafeteria manager.

10



For students with life-threatening allergies, a CCS Severe Allergy Medication Plan and/or CCS Emergency
Self-medication Authorization Form is essential. Approval for the Emergency Self-medication Authorization Form
may be granted for students in grade 4 or higher. Prescription labels must align with the provided order. Students
with provider orders and written parent or guardian consent to carry and administer medication should be allowed
to carry and use their medication on the bus.

Parents or guardians of students with food allergies are required to submit the CCS Medical Statement for Students
with Unique Mealtime Needs for School Meals to cafeteria staff, the principal, and the school nurse as soon as
possible or within 30 calendar days.

To support students with food or substance allergies, parents or guardians are encouraged to provide the classroom
teacher with suitable snacks.

Adherence to effective handwashing techniques before and immediately after food consumption is mandatory for
both students and staff.

The school nurse will conduct staff training on the administration of emergency medication, and an emergency
action plan will be completed by the school nurse or healthcare provider.

In the absence of emergency medication, school staff will promptly call 911 if a severe allergic reaction occurs.

1



H.C. Departmant of Public Instruction | Schogol Mulniton Sardces Favisad &72017

Guidance for Completing the Medical Statement for Students
with Unigue Mealtime Needs for School Meals

PART A - PARENT/GUARDIAN

The Medicol Stotement for Students with Uinigue Mealtime Needs for School Meals helps schools provide meal modifications for students who reguine
tham. Schools cannot change food textures, make food substitutions, or alter a student’s diet at school without proper documentation from the
healthcare providers. Completion of all items will allow your child’s school to create a plan with you for providing safe, appropriate meals and snacks
to your child while at school.

Your participation in this prooess is very important. The sooner you provide this signed and completed form to your child’s school, the sooner the
School Mutrition Program and their staff can prepare the food your child needs. Your signature is required for youwr school to take action on the
Medical Statement.

Follow these steps to get started:

1}
2}

3}

4

Complete all sections of PART A of the Medical Statement.

Take the Medical statement to your child's pediatrician or family doctor/nurse practitioner/physician’s assistant and have him/her complete and
sign PART B.

RETURM THE FULLY COMPLETED MEDICAL STATEMENT WITH SIGNATURES FROM BOTH PARENT/GUARDIAN AND MEDICAL AUTHORITY, TO YOUR
CHILD'S TEACHER, PRIMCIFAL, NURSE, SPECIAL EDUCATION CASE MAMNAGER, OR SECTION 504 CASE MANAGER, SCHOOL NUTRITION
ADMINISTRATOR, OR THE SCHOOL STAFF PERSON WHO GAVE YOU THE BLANK FORM.

Ask the school when a team, including you, the school system’s School Mutrition Administrator and others, will meet to consider the information
provided on the form. You may also invite people from the community who are knowledgeable about your child's feeding and nutrition issues 1o
the meeting. These would be people who could help school staff design a school mealtime plan for youwr child, like youwr child's pediatrician,
nurse, speech-language pathologist, occupational therapist, registered dietitian or personal care aide.

PART B - RECOGNIZED MEDICAL AUTHORITIES (Licensed physicion, physician assistant, ond nurse proctitianer)

A Recognized Medical Authority’s signature is required for students with a disability. Schools cannot change food textures, make food substitutions, or
alter a student’s diet at school without proper documentation from the healthcare providers. Meal modifications are implemented based on medical
assessrnent and treatment planning and mwst be ordered by @ recognized medical guthority.

Please consider the following as you complete PART B of the Medical Statement:

1)
2

3

4

5]

Comglete all sections of PART B. Cormpletion of all iterns will streamline efficiant care of the student at school.

Be as specific as possible about the nature of the student’s physical or mental impainment, its impact on the stedent's diet and major life activities
that are affected. In the case of food allergy, please indicate if the student's condition is a food intolerance, an allergy that would affect performance
and participation at school (e.g., sewere rash, swelling, and discomfort), or a life-threatening allergy [e.g., anaphylactic shock).

If your assessment of the child does not yield sufficient data to make a determination about food substitutions, consistency modifications, or other
dietary restrictions, please refer the child/family to the appropriate health care professional for completion of the assessment. Schools do not
routinely have instrumentation and/or staff trained for a comprehensive nutrition and feeding assessment and must partner with community
prowiders to meet a stedent’s uniguee feeding and nutrition needs.

Artach amy previous andfor existing feeding/nutrition evaluations, care plans, or other pertinent documentation housed in the student’s medical
records to the Medical Staternent for parent/guardian delivery to the school.

Consider being available to consult with the student’s mealtirme planning team as it implements the feeding/nutrition care plan.

PART C = SCHOOL NUTRITION ADMINISTRATOR and IEP/504 REPRESENTATIVE

Please consider the following as you complete PART C of the Medical Statement:

Signature of the School Mutrition Administratar and 504 Coordinator or IEP Case Manager/EC Program representative indicates the medical statement
has been received, reviewed, and a plan to address the stedent's unigue mealtime needs is being developed/implemented.

USDA Nondiscrimination Statement

I sccondance with Federal civil nights bw and US. Department of Agriculiure {USDA) crvil rights regulations and policies, the USDA, #is Agencies, offices, and
employees, and institutions participating m or administering SO programs are prohsbited from discriminating based on moe, color, natsonal ongin, sex,
disability, age. or reprisal or retaliation for prior civil rights activity inany progmm or activity conducted or funded by USDAL

Persons with disabiBtees who require alternaiive means of commuenicaiion for program formsation (e.g. Bradlle, large prind, audiotape, Amencan Sign Language,
etc_), should contact the Agency (State or local) where they applied for benefits. Individuals who are deaf, hand of bearing or bave speech disabilities may contact
USDA throngh the Fedeml Relay Service at (B00) §77-8339. Addstionally, program information may be made available in languages other than English.

Ta file a program complaint of discrimimation, complete the USDA Program Discrimination Complaint Farm, {AD-302 7} found online at:
hittp:/wrwew aser. nsda_gov/complaintfiling oust kil and &t any USDA office, or write & letter addressad to USDA and provide in the letter all of the informatian
requested in the form. To request a copy of the complaint form, call (B66) 632-9992. Submit your completed form ar letber to USDWA by
(1} mail: U5, Depantment of Agriculture
Difice of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
‘Washingtom, DUC. D0250-94 10,
(2)  Eax: (202) §90.7442; or
(3} email: programinpkousda gov.

This instFtution is an equal opportunity provider.
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M.C. Degpartmant of Public Instruction | School Mt tion Sendces

Rowisid B/ 2018

Medical Statement for Students with Unique Mealtime Needs for School Meals

When completed fully, this farm gives schools the infarmation required by the US. Department of Agriculture [USDA], LS. Office For Chl Rights |OCR], and LS.
Diffice of Sperial Education and Rehabditative Services [DSERS) far meal madifications at school. See "Guiganes fior Complating Medical Staterment far Students
with Unigue Meatimea Needs far Sehool Meals” |previous page) Ter help in earmpleting this farm.

PART A (To be completed by PARENT/GLIARDAN)

STUDENT INFORMATION

Last Mamies

First Mame:

Middle Name: Date of Birth

Student ID#

SELECT the school-
provided rmeals and/or
snacks in which this
student will participate:

O school Breakfast Program [ National School Lunch Program [ Afterschool Snack Program

O afterschool Supper Program [ Fresh Fruit & Vegetable Program

PARENT/GUARDIAN
CONTACT INFORMATION

[Printed Name of PARENT/GUARDIAN:

Mailing Address:

City: State: Zip Code:

‘Work Phone:

Home Phone:

Please describe the
concerns you have about
your student’s putritional
needs at school:

Please describe the
concerns you have about
your student’s ability to
safely participate in
mealtime at school?

Oves 0O wo

Dioes the student already have an Individualized Education Program (IEP)?

NOTE: Unigue mealtime nesds for students without an
IER, 504 or disobility, but with general health concerns,

Dioes the student already have a 504 Plan?

are addressed within the meal pattern af the discretion
af the Schaol Nutrition Administrator and policies of the

Parent/Guardian Signatune

Oves 0O WMo school district.
I agree o oo My child's haalth care pmm‘n‘er and schoal ;JE.I'SD.I'I\ITE:' [ communicate as needed .regﬂrd.l.ng the
irgfarrmation on this form.

PARENT/GUARDIAN

Consent

Date

Please return this fully completed Medicol Statement with signatures from both parent/guardion and medical outhority, to your
child's teacher, principal, nurse, Special Education cose manager, or Section 504 cose monager, School Nutrition Administrator, or
the school staff person who gove you the blank form.

13



M.C. Departmant of Public Instruction | School Metrition Sendces

STUDENT NAME:

Rerwiiad 8/ 20018

STUDENT Dz

PART B o be completed by o RECOGNIZED MEDICAL AUTHORITY, i.e., Licensed physicians, physicion assistants, and nurse proctitioners)

Describe the stedent’s physical or mental impairment:

Explain how the impairment restricts the student’s diet:

D Hearing

0O speaking
0O Eating/Digestion

O rerforming manual tasks

O Other {pless specify):

Mhajor life

activities 0O walking [ sesing

affected: O Learning O Breathing [ Self-Care
Sedect all thot oppiy.

ks this a Food Allergy? O ves Owno

E this & Food Intalerance? 0 wes Owmo

0O ingestion o

If student has life threatening allergies® check appropriate box(es):
*Students with [fe threatening food allergies must fiove an emergency action plon in ploce ot school.

Contact O inhalation

Specily any dietary restrictions orf special dist instructions for accommodating this student in schoal meals:

For any special diet, list specific foods to be omitted and the recommended substitutions. (Yow mey attach o seporate core plan)

Check all food items to be Omitled Recommended Substitutions:
DAIRY: WHEAT:
_ Fluid Milk ___Food with any wheat listed as an ingredient
__ Recipes with fluid milk as an ingredient (this includes white bread).
_ Yogurt __ Cheese __  Ice Cream

__ Recipes/food products with any dairy listed.

EGG:
_ Whole egg such as scrambiled or boiled
__ Food with any egg listed as an ingredient.

S0Y:
___ Soybean
___Food with any soy listed as an ingredient.

Other fosds to be Omitted:

Designate salest consistency requirement for FOOD:

Designate safest consistency requirement for LIQUIDS:

O Pureed B Mechanical Soft
O Grownd O Chopped

O Other jpleass specify):

O Clear Liguid
O Full Lisgusid

O Mectar-thick
O Honey-thick
O Pudding-thick

O Other {please specifyl:

Other comments abouwt the child's eating or feeding patterns, induding tube feeding if applicable:

FNOTE® if your ossessment of the child does mot yield
ppticoble to the studh e 5 ol :
the child/family to the oppropriote beolth care
profestional for completion of the arsexsment.

Sgnature of Recegnitied MisShcal Authorny®™

Prifibad N

Phona etk

Dt

]

* A recognired medical outhority in N.C. indludes licensed physicions, physicion ossistants ond nurse practitioners.

PART C (7o be completed by SCHOOL DISTRICT ADMNISTRATORS)

School Nutrition Admini Date:

'y Sigy

IEP/504 Coordinator Signature: Date:

MNOTES: School Mutrition or otfer Schoal Progrom staff]

Feadical Sraaemant for Scudests with Ui gue Maaltime Noadk Tor School Meak

14



Epinephrine

In the event of a severe, life-threatening allergic reaction (anaphylaxis), a student may necessitate an injection of
epinephrine, commonly administered through an EpiPen. Severe allergic reactions can manifest within minutes of
exposure to the allergen, making immediate action imperative if the student displays severe allergic symptoms such
as swelling of the eyes, lips, face, or throat, raised rash (hives), difficulty breathing, loss of consciousness, etc.

Every school is equipped with emergency epinephrine to facilitate urgent care for persons experiencing an
anaphylactic event. Stock EpiPens should be securely stored in the AED closest to the front office.




CUMBERLAND COUNTY SCHOOLS Rev. 06/2018
SEVERE ALLERGY MEDICATION PLAN

To be completed by Medical Provider

MEDICATION ORDERS AND INSTRUCTIONS (o be complered by the Smdent’s Medical Provider)
[PLEASE CHECE B APPROPRIATE BOXES AND FILL I THE BLANES ]

Student’s Name: Wi: ___ Ibs. DOB: Age:

The above named persen is a patient cumently under my medical care. Due to a medical diagnesis of severe allergies, the medication listed below may
need to be given during school bours according to the following protecol and the CC5 Severe Allergy Emergency Plan of Action on page two:

List SEVERE allerzies:
Type of exposure: O Contact (skin}) [ Ingeston O Inhalaton {awborne) O Injection {insect bites/stings, allerzy shots, efc)
Past allergic reactions: 00 Positive allergy test [ Apaphylaxis 0O Cither:

EPINEPHRINE AUTO-INJECTOR ORAL ANTTHTS TAMINE O NOT ordered for schosl
= DOSAGE *DREUG NAME

O 0.15mg/3ml {Inject into middle of outer thigh muscle) > DOSAGE (vinst be exack, Dese ranges not acoepiakle):

O 0.3mz3ml (Inject mte middle of owter thizh muscle) ;E%%mgin—hm as neaded
» TIME TO BE GIVEN :

. 8 . . . O Give immediately if known exposure/ingestion.
O Give immediately if known expo ingesti
a Gi:z : 3 'bd; if has m:; sm.'eren:-éu i reaction O Give immediately if has symptoms of mild allergic reacton
*(Tushed flce; dizziness; seizures; conflusion; weaknes:; paleness; hives ail O*rri'd' watery ayes; {chy. mmeezing. runy Rose; hives or rath i one area.}
over body; biueness arouwnd mouth, eves; diffeuiy breathing, drooling or 5 THaalt ol =
difffenity nwellowing, loss gf canscionsness.) Orther: e e - 2014 pe B3-17

¥ I5 diet modification required: O Yes or O Mo ) .

O If second d T available and " p— . Emahﬂﬂ;ﬂ Cﬂﬁﬁﬁfﬁfemﬂ far Snadents with Special

give second dose at least five minutes after first dose. w15 self-medicati - SO -
BILETEENCY medication to be considersd- O Ves or O Mo
*NC School Health Program Mamal-2014 pe E3-17 If yes, attach ¢ leted CCS E v Salf Medicari -

Form Omly stadents matare enough to self-camy will be given permission.

Physician’s signature:
Print physician’s name: Date: Phone:
Clinic address: City: State: Zip:

To be completed by Parent or Legal Guardian

STUDENT INFOERMATION (ro be completad by the Parent or Legal Guardian)| Iransportation fo and from scheol:

Dioes your child bave a 504 Blan? O Yesor O%e  Does your child have n [EF? O Yesor ONo | D Walkeram _ pm _ DCarrderam _ pm _
O Bus rider: am. Bus No. pum. Bus No.

Homs address: O Prime Time:am. __ pm __
Ciny- State Zip:
Parent/Guardian Mame:
Phone Mumber: Alemnate Mo Alremate Ma.
List other milder allergies and reactions:
Orther heakth profblems:
Current medicadons:
EMERGENCY CONTACTS: EMS will usually transport to nearest emergency deparmment. Preferred medical faciliny:
Ralation: Phone Mo Alternate Mo
Relation: Phooe Mo. Alternate Ma.
RELEASE OF LIABILITY FORM: [, the parent/legal guardian of
enrclled at school

realizing the importance of administering medication to oy child as presciibed by the child’s physician do hereby agree
to relieve designated school personnel, the Cumberland County Schools, and the Cumberland County Board of Education
of and from amy liability from amy potential ill effects as a result of their injecting or giving my child medication
prescribed by the child’s physician. I have discussed this with my physician and/or legal counsel (lawyer) and realize its
ramifications and thoroughly understand the meanings of these statements. I consent for the medical provider to disclose
health or medical information regarding medication prescribed. I understand that I may revole this consent at any time,
except to the extent action has been taken in reliance on it. This consent is valid until I revoke it in writing or for the term
of one year.

Parent or Guardian Signatere: Date:
Principal Signature: Date:
FOE OFFICE USE ONLY: This order will expire 1 year from the date the physician signed. This form will expire on:
DISPOSITION OF MEDICATION: Date medication was picked-up or date medication was discarded
by Staff Name; Staff Signature: Wiiness:,

Page lof 2



CUMBERLAND COUNTY SCHOOLS Rev. 062018
SEVERE ALLERGY EMERGENCY PLAN OF ACTION

Student’s Wame: DOE: Teacher: Grade:

INSTREUCTIONS FOR PERESON WITH STUDENT

Motify office to call 911 and request smdent’s Emergency Allergy Medicaton Fit

If insect sting occwmed—remove stinger as quickly as possible and apply ice.

Bleassure and calm student. Position stadant comfortably, sitting upright may be necessary for breathing eaza.
When emergency allergy kit ammives, trained staff will administer epinephrine antbistamine per physician’s order.
Mote exact dme(s) medication was administered and inform EMS.

#  Epinephrins 1* dose was given at timea:
»  Ifrequired, Epinephrine 2! dose was given at time:
»  Apthistamines dose was Ziven at time:
§.  If sedent’s condition is worsening and EMS has not arrived, have office call 911 and report the change.

EMS to transport to nearest emergency departmeent or, if able, to parent’s preferred medical Ssciliny.

%, If student has an allergic reaction on the bus then bus drver should stop route, call 911, and fellow above instuctons when possibla.

L S

=

INSTEUCTIONS FOR PERESON IN OFFICE
1. Eit should be taken to the student by an adalt and 911 simmltsneouwsly called. The caller should state, “There has been a severs allergic
reaction and I am a third party caller. Meadical history includes: (see information listed on page ons).™
2. Motify parent’ guardian as soon as possible.

INSTREUCTIONS FOR PERESON INJECTING EFINEPHEINE

Put om zloves.

Make sure student is siting or Iying down.

Follow physician’s orders.

Follow directions that are printed on the suto-injector.

Eeep smdent warm and quiet. Maszage injecton site for ten seconds and apply Band-Aid, if needed.
If condition worsens or breathing stops, begin CPE. and call 811 to report condifion has worsened.
Send nsed kit with EMS for disposal in a sharps biohazard contaimer.

SOk e

FOLLOW-UP AFTER USE OF AUTO-INJECTOR
1. (Contact parent regarding incident outcome and need for replacement.
2. Document incident on health card to inclwde canse of allergic reacton, date and time of incident, symptoms displayed, and if any follow-up
recomnmendations from physician
3. School staff, administration, and school nurse will mest to discuss and evaluate incident.

Fleaze note: brands differ and some require different delivery
times for injection. Abwvays read the enclosed instructions that
accompany the anto-injector.

Labdled end caps to
guida you threugh
administration

0.3 E-E' HIEFH;] E
REPLACE e s "
B (2 .
¥ SELLTR L GO L !ﬁ'uﬂ — R\\““ \E_H ¥
= 5
= Color-coded and numbesed instructions, A red injector tip
print=d on the side of the auto-injecor, to show which
to remind you how to use ik and to irject?
EMERGENCY MEDICATION INFORMATION ifo be complened By the school nurse) Nuarse: Drate:

LOCATION OF EMERGENCY MEDICATIONS: [Please check &1 all that apply )= O Scheol medication cart OF. O Prime Time OF. O Bus during routs
I.  School med cart Medication=Antihistamine-Exp. Diate: Epinsphrine Auto-Injectors-Sof doses Exp. Date Lot

1. Prime Time Medicadon=Antihisamine-Exp. Date Epinephnine Auto-Injectors-Fof doses Exp. Date Lotz
3. Bus Medication=Anfihiztamine-Exp. Date Epinsphrine Auto-Injectors-#of doses Exp. Date Lo
Page1of2
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GUMBERI.%ND

COUNTY SCHOOLS

Asthma and/or Anaphylaxis
Emergency Backup
Medication Morth Carolina

House Bill 496 (rev 1/24)
Date:

Dear Parent/Guardian

In 2005, Morth Carolina passed House Bill 424 to ensure the safety of all Morth Carolina students.
This bill requires that the student's parent or guardian shall provide the school backup emergency
medication that shall be kept at the student’s school in a location to which the student has
immediate access inthe event of an asthma or anaphylaxis emergency.

Your child has emergency medication,
which the following items marked are missing or are not in compliance with local and state
guidelines:

O An Emergency Self-authorization Form must be completed by the student’s healthcare
provider, parent and submitted to the medication clerk prior to medication being accepted.

O Properly labeled emergency backup medication that must be brought by the parent to the
school. All medications must be signed inwith the medication clerk.

O Backup emergency medication will/has expired on:

O Emergency medication is missing pharmacy label with the:

O Student’'s name
O Medication
O Dose
O Time to be administered
O Route
Items indicated must be submitted within 14 calendar days of this notification to the school staff
of .
Thank you,
Principal

Dur Commitment: Every Student
Collaborative ~ Competitive « Successtul

P.C, Box 2357 | FAYETTEVILLE. NORTH CAROLINA 28302 | 910-678-2300
Fully Aceredited School System
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Emergency Medication Self-Administration
The following criteria must be met for a student to self-carry and administer medication at school and during after-school
activities:

Y Self-administration of medication is only permitted for emergency medications such as inhalers, glucagon, and

*

*
*

* % %

epinephrine.

To be considered for approval for self-administration of emergency medication, the student must be in grade four or
higher.

The student must demonstrate the necessary skill level to use emergency medication to the school nurse.

Students approved for self-administration must have backup medication signed into the front office in case of
forgetfulness, misplacement, or inability to communicate the whereabouts of their emergency medication.

Medicines carried by students must be labeled with the student's name and remain in the original container with the
original pharmacy label.

Students must always carry a copy of the CCS Emergency Self-Medication Authorization Form with them.
Medications should be carried safely, preferably in a purse or fanny pack.

The student is responsible for keeping the emergency medication in their possession and should not leave it in a place
accessible to other students.

If students are diagnosed with a chronic disease requiring self-carrying emergency medicines, the parent must
promptly inform the school office to notify the medication clerk or school nurse. In case of a health crisis, students
are encouraged to notify a supervising adult who will assist them in contacting appropriate staff. Staff will assess the
student's health, document the medication use, and arrange for further medical attention if needed. If an EpiPen®
(epinephrine injection) is administered, an immediate call to 911 will be made.

Students are responsible for carrying their medication to all off-campus school-related functions independently of the
front office.

The parent or guardian must confirm that the student has sufficient maturity to use the medication correctly and
release the school and its personnel from any responsibility regarding the emergency medication.

The final decision to allow a student to self-administer medication must always include the overall supervision of the
school nurse, with appropriate nursing evaluations of the student's technique and self-assessment skills.

The parent or guardian of students who self-medicate during the school day is held liable if another student takes the
medication. The school system assumes no liability for students who self-medicate.

According to House Bill 496, parents/guardians requiring backup emergency medication must provide backup
medicine for all students who self-administer.

The parent or guardian must deliver backup medicine before a student in grade four or higher is permitted to
self-carry emergency medications.
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Eev. 0812

CUMBERLAND COUNTY SCHOOLS
EMERGENCY SELF-MEDICATION AUTHORIZATION FORM

TEACHEFR. SCHOOL

STUDENT GRADE DOB AGE
MEDICATION DOSE ROUTE

TIME INTERVAL,

Under which conditions should medications be administered?

I werify that the student has asthma or an allergy that could result in an anaphylactic reaction, or both, and that I,
the health care practitioner, prescribed medication for use on school property during the school day, at school-
sponsored activities, or while in tramsit to or from schoel or school-sponsored events.

I prescribed the asthma and'or allergy medication and [ confirm that the stdent has been instrocted in self-
administration of the prescribed medication. The smdent has demonstrated the skill level necessary to use the
asthma and/or allergy medication and any device that is necessary to treat his'her symptoms.

ician’s Signature Phone Mumber Date
Fnal

I have read the guidelines for students with emergency self-medication in their possession at school and I
judge that my child named above has sufficient maturity and knowledge to safely and comrectly self-medicate.

I understand that my child must comply with the following:
O The student nmst keep the medication in his/her possession at all times and shall not leave itina
place accessible to other students
O The student shall not offer, nor allow any use of his/her medication by another student

O The student shall act in a responsible and discreet manner concerning his'her emergency
medication

I understand that if my child has significant difficnlty with hisher medication (L.e. asthma) requiring repeated nse

of inhaled medication; he/she shall not confinue to use the medication in the place of getting appropriate medical

care. I also understand that backup medication nmst be provided to the school within 14 calendar days of this

authonzation

I further understand that the cnly liability that the school can assume is to comply with the terms of this protocol.

I understand that the school can assume no liability for monitoring self-administration. including the frequency

and dose or failure to self-medicate when necessary.

I consent for the health care practitioner to disclose health or medical information regarding medication
prescribed. [ understand that I may revoke this consent at any time, except to the extent action has been taken in
reliance om it. This consent is valid until T revelee it in writing or for the term of cne year.

I have read and agree with this authonization and have provided the school backup emergency medication for noy
child.

Parent/Guardian Signature Date
FOR SCHOOL NURSE USE ONLY
This student has demonstrated the skill level necessary to use emergency medication or device.

Public Health School Nurse Signature Date

School Administrator®s Signature Date

FOR SCHOOL USE ONLY
Diate Emergency Self-Meadication Form Expires

Flease be reminded form will expire one (1) vear from date of Physician’s signature.
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Epilepsy

A CCS Seizure Care Plan provides crucial information for school staff to assist a student experiencing seizures. It
includes details on first aid, parent/guardian, health care provider contacts, and medications tailored specifically for
that child. CCS Seizure Care Plans are indispensable tools fostering collaboration between parents, guardians, and
school staff to ensure children's safety and well-being throughout the school day.

Diastat or diazepam is a prescription medication utilized in treating seizures. Administered rectally, it is generally
given to halt a seizure once it has commenced. The provider order on the CCS Seizure Care Plan will specify when
the medication should be administered. A student is unable to self-administer such medications during a seizure. In
the event of a seizure, staff should promptly contact the school nurse or medication clerk for assistance and
emergency medication.

Diastat / Prescribed Emergency Medication
Diastat, following the instructions on the drug package insert, is administered under specific circumstances.

Diastat or prescribed medication will be dispensed by the school nurse or trained staff who:
s Can identify the distinct (*prolonged or) cluster of seizures.
s Have received proper training and have been deemed competent to administer the treatment rectally.
s Clearly understand which seizure manifestations may or may not be addressed with Diastat or prescribed
emergency medication.

Additionally:

s The school nurse will develop emergency care plans for students with health and safety conditions (e.g.,
seizure disorders) that may require potential health care interventions in the school setting.

s The school nurse will provide specific guidelines and training for caring for students experiencing prolonged
seizures.

s It is advised that the initial dose of rectal Diastat or prescribed emergency medication not be administered
in the school setting. The physician, family, and school nurse should be informed of the medication's effects
on students before administration in school.

s A CCS Seizure Care plan, signed by the doctor and the parent/guardian, must be in place to guide the care
of students with a history of prolonged seizures.

s School staff will contact 911 and the parent/guardian when prolonged or clustered seizures occur during
the school day.
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Page | of 2
1 Pl check ) Fl.m?er.ﬂ.'tl‘ﬂlﬂ
. Kf‘.:f' CUMBERLAND COUNTY SCHOMLS

| — Parcal pickiap SEIZURE CARE PLAN DATE:
School Mame:

Student Tranmsporiataon

Student’s Name: Drate of Binth: ! ! Age when diagnosed:

Parent/Guardian's Mame: Phone Mo:

ParentGuardian's Mame: Phone Mo:

Physician's Mamse: Phone Mo:

What type of seizure does child have?

Howy long las it been since hisher Last seizune? Howy often do the scizuses ocour™

Dioscs child experience an aura or have a trigger before a seizure: [J¥es [JNo I ves, please describe:

LIST MEDICATION DOSEAMOUNT TAKEN TIME 1':3‘;5?5’2!{::&?;55
[I¥es [INo
Oves [no
Oves [No
Dhoes the student have a Vagus Merve Stimulator (VNS)? [I¥es Mo If ves where is msagnet worm?
[Dhescribe the use of the magnet:
Dhoes your child kave a Section 304 Plan? [JYes [No Dises your child have an Individual Education Plan (IEF)? [JYes Mo

jChildren with Disnbilities: It is and shall remain the policy of Cumberiand County Board of Education not to disciminme on the basis of gender or disability in its
eduscational programs. activities, or emplovment polickes as required by Tule IX of the 1972 Educational Amendments, the 1990 Amencans with Disabilities Act, and|
[Section 506 of the Rehabilitation Act of 1973 h is the policy of the Cumberland County Board of Education to provide equal employment opportunities on o
psandiscriminatory basis, regardless of sex, race, age. national origin. disability or religion. Cumberland Coanty Board of Education Palicy 1730040227231, The|
pndividisl designated to ensure distiot complinnee with Section 504 is the Exeoutive Director of Student Services, phone (910) 6782433, and the mailing address i
[Cumberland County Schools, PO Box 2357, Fayetteville BWC ZEI02,

[Reclease of Linbility: Realizing the importance of administering medication to my child as prescribed by the child s physician, 6o hereby agree 1o relieve designated]
fechool personmel, the Cemberland County Schools, and the Cumberland County Board of Education of and from any liahility from any potential ill effects as a result off
kheir injecting or giving my child medication prescribed by the child’s physician. | have discussed this with my phy=ician and’or legal counsel (lawyer) and realione it
amifications and thoroughly enderstand the meanings of these statements. 1 comsent for the medical provider 1o disclose health or medical information reganding|
nedication presonbed. | understand that | may reveke this consent at any time, except to the extent action has been taken in reliance on it. This consem is valid until I
revokoe it in writing or for the term of one year. ParentiGesrdian Signatwre: Diave:

| SIGNS OF SEIZURES: Please check ALL behaviors that apply.

SIMPLE SEIZURES GENERALIZED SEIZURES DANGER SIGNS: CALL 911| BEHAVIORS EXPECTED

AFTER SEIZURE
[ ] Lip smacking [ Suddes cry or squeal [ Siops breathing P Seizure lasts more than § minutes |7 Tivedness
j Behavioral omburs: j Falling down D Blue cobor to lips p- Lmllrf;eﬁ'::m startz right afler j Wenkmess
] Staring ] Rigidiny'stiffness ] Freah from meoaih I Lass of conscioemess M| Sleeping. diffical 1o arouse
: Twite himg : Thrashing/jeriing D Shallow breathing [ Siops hreathing j Somewha confused
:l Onder: Loss of comsciousness ; :E:* “Eﬂﬂ“ F’i%ﬁﬂ :I Regular breathing
& seizare is the resall of an
: Loss af bowel or bladder control imjury or child is imjured during D‘L'”h-"'-
:l Gurgling or grosting noises thee serizare
j Cohar- [ Ifdhe student is pregnant
e I dhe student has never had a Al ol the absve can last a few
sojmare before mimutes o @ few hours.
= Cnher:
oy calm. Move summounding objects 1o mvoid injury. Do no hold the student down or putf M Stamp Below

IF YOU SEE THIS lanything im the momh. Loosen clothing as oble. Afier seizare stops, roll student om his'her side.
o - f opplicable, administer medications s ondered.  Moiify the parent/guardian and docsmeni]
izare gctivity on the back of this form.

[Eiops beenthing egim CPRrescue breathing. Call 911

%mdbwdubh&hr ciiro| Cover with banket or jacket and if necessary. nssist with changing of clothes after seizure. Physivian's Sigmatere and Date
alls down or kess of ¢ i fHclp the studesa 1o the foor for ohservmion and safery.

[W oimiting. [Turn on 1o their side.

- FARENT/GUARDIAN - TEACHERS® SIGNATURE OF
SIGNATURES DATE SICNATURE NURSE SIGNATURE ACKNDWLEDGCMENT
[Plan Initiated
15t Review
Pnd Review
Copy:  Direcior of Health Services Public Health Schoal Narse 1§ spplicable copy:

504 Coopd inaior Cum Folder Special Meads Murse
EC Case Mamager School Hus Driver
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CUMBERLAND COUNTY SCHOOLS
SEIZIRE OBSERVATION RECORD

Page X af 2

Student Mame:

[haie: & Time

Sepure Length

Pre-Seizere Observation:
{Briefly list behaviors, riggening
SYERE, BIIVITES)

Conscious | vesmo'abered)

Injuries (beiefly describe)

Rigid'clenching

Limgp

Fell down

Sonvamots

Ruocking

Ml e T/ lcay

‘Wandering around

Whale bady jerking

() & jerking

(L) arm jeriing

(R] leg jerking

Exmasriny
Mg el s

(L) leg jerking

Fandons Movensni

Eluish

Pale

Calor

Flushed

Pupils dilaped

Turned (B ar L)

Raolled up

Fves

Starimg blinking

Closed

Salvaning

Chewing

Mty

Lip smacking

Verbal Sounds | gaggimg, slummed
speach, teroa clearing, ete.

Breathing (nonmal, labored, imegalas,
EsDiEY, . |

| niooEtinEn | wnEe ar fispes |

Comfused
BE Sleepyitired
H '\
5 Headoche
i
= Speach slumng
Cither

Length of tinse until awelke mnd aler™

Paremits notified” {vime of cally

EMS callad®
i e off calll & srival tinse)
o — = =

Signature of Trained Personmel

[

6.
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VNS Therapy

Vagus nerve stimulation (VNS) is sanctioned for the treatment of focal or partial seizures that remain unresponsive
to conventional seizure medications. VNS works by potentially preventing or reducing seizures through the delivery
of regular, gentle pulses of electrical energy to the brain via the vagus nerve. When a parent/guardian informs the
school of a student with a VNS device, the school nurse will conduct training for staff on optimal procedures and
ensure a thorough review of the care plan.

Individual Health Care Plans

The creation of an individual health care plan involves collaboration among the parent/guardian, health care
providers, and school personnel. Each plan is tailored to address the unique requirements of an individual student.
Within 30 calendar days of being notified, the parent/guardian is responsible for furnishing school staff with a
doctor-approved care plan.

Asthma

The Asthma Medication Plan is mandatory for students diagnosed with asthma, particularly those who may require a
rescue inhaler or nebulizer during the day or before engaging in physical activity.

The Asthma Medication Plan must encompass details such as the frequency of nebulizer treatment/medication, the
dosage, and the procedures to be followed if the student's condition does not improve.

The parent/guardian is required to provide a nebulizer machine and the prescribed medication for nebulizer
administration.

Responsibility for replacement tubing and mouthpieces for nebulizer treatment lies with the parent/guardian. After
administration, school staff will clean the mouthpiece with hot water and allow it to air dry.

The parent/guardian is also responsible for providing training on the administration of nebulizer treatment to the
designated school staff and nurse.

Diabetes

Students diagnosed with diabetes must have an authorized Diabetes Care Plan on record at school. Each care plan
will undergo an annual update, and certain plans may be revised after each physician visit. Parents/guardians are
obligated to furnish the school with all necessary medication and equipment for the student's diabetes management,
along with any updated physician's orders.
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CUMBERLAND COUNTY SCHOOLS
Asthma Medication Plan Rev. 07023

MEDICATION ORDERS AND INSTRUCTIOMS
TOBE COMPLETED BY THE STUDENT'S MEDHCAL PROVIDER
Plczesc chock appropriabe boes [7] and fill in the blanks. Doscs mest be cact ranges will not b aocopbod.

Student Mams Diate of Birth

School Mams Grade

Asthma Trigge-rr.:H Colds [ ]Grass [ ] Pollen [] Weather Changes
Cither

This patient 15 currenthy under my medical care and due to a dizgnosis of asthma, the rescus medication
bel warwill nesd to be given duning the regular school day according to the following protocol
# Rescue Medication: [_] Albuterol (pharmacy will determine generic brand) or
[ ] Xopenex/Levalbuterod ] Spacer [J Spacer with mask
Fretreatment before exercise: students in grades K-8 may have physical educanion (PE] class and recess
on the same day. Students in grades &-12 may hawve PE dass and sports are offered after school as well
# Specfywhen pretreatment dose is needed: (check all that apply)
CIPEclass [Recess [Sports [CN/A
¥ Dose give rescue medication MDI # Puff(s) 15 minutes before exercise
¥ Minimum interval betwesn prefreaiment doses: pretreatment rescus medication may be
adrministersd every howrs before exercise at school

Self-carry: for this student to be allowed to self-carry and self-administer resows medication duning the
schood day, the medical provider must complete a CC5 Emergency Self-Medication Authonzation Form
and allow for the parent/guardian to provide a back-up inhaler to be kept at school. The stwudent must
be in grade four or higher and will have to demonstrate to the school nurse that they have the skill level
necessary to use their emergency medication

TREATMENT OF SYMPTOMS

YELLOW ZOME: CAUTION
Coughing, Wheezing, Chest is Tight, Short of Breath, & Difficulty Breathing - Peak Flow Range: to
Step 1. Give rescus medication and monitor 15 mimutes. Dose MO #Puifs or (1) Neb g 3l
Srep 2 Give every hours as needed for asthma symptoms

Srep 3 If the student continues to have symptoms, or condition worsens, call the parent/guardian to
notify the use of medicanon and report symptoms and then begin RED ZOMNE directions mow

RED ZIOME: EMERGEMCY
Bregthing is Hard & Fast, Bib & Neck Muscies Show with Breathing, Trowble Tafking, or Walking
Step 1. Give rescus medication and monitor 15 minutes. Dose MD| #Puifs or (1) Neb gy 3l
Step 2. Give every 20 minutes for up to one hour or until kelp arrmees

Srep 3 Call¥11. f mo improvement after the first RED Z0ME dose
iZall the parent/guardian or emergency contact

THIS IS AN EMERGENCY!

Students needing emergency care cannot remain on campus. Seek medical attention now!
Physician's Signature: [ Date MO Stamp Bckaw
Phiysician's Printed Mams:

Diffice Phons FAX
Office Address
Crty. 5tate, ZIP

This order will expare cne year froen the datbe the phresician sipned

Pxgc L
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CUMBERLAND COUNTY SCHOOLS

Asthma Medication Plan
Hew. 07203
| TOBE COMPLETED BY PARENT OR LEGAL GUARDIAN
Student Mams Diateof Birth Grade
Parent/Guardian Name Phone
Emergency Contact Mams Fhone
Emergency Contact Name Phone

| understand that
Prescniption medications may be admimistered at school and must be ina pharmacy-labeled

container that matches the Cumberland County Schools (CC5) Asthma Medication Plan
Medication dosage, time, and intervals must be exact
CC5 only permits students to self-carry and s=lf-administer emergency medication during the
school day if
1. theyareinfourth grade or higher,
2 theyhave submitted a completed COC5 Emergency Self-Medication Authonzation Form, and
3. they have demonstrated to the school nurse that they have the skill level neceszary touse
their emergency medication. (A back-up inhaler must also be signed into school before z=lf
admimistered will be authorized
# The school nurss is availzble one day a wesk
Mon-medical personnel administer medications daily
# Prior to medication administration, the parent/guardian is required to sign the chedk-in/check-
it [og for medication. Asthima medication brought to school must be accompanied by 3
complete Asthma Medication Plan signed by the physician, and the parent/guardian

# Studenis arc not pormittcd to transport medication toor from school unlcss they arc authorized to self
Carry.

* |f medication is not available at the school, 711 will be called for emergencies

* Medication may only be administered as ordered on the approved CCS medication formis)

# The parent/guardian 15 ibl= for motifying coaches or supervizing staff of before and for after-
schowol activities of the child's health status ar&%urme nesd for medication

* | may contact the primary medication clerk or school nurse if assistance is needed to ensure
medication meets TC5 protocol for Medication Admimstration duning the day

* Medications not picked up within two weeks of the last day of school will be discarded

RELEASE OF LIABILITY FOEM
1, the parcnblogal guardian of
cnnollod at - - — 5dm|ruhfrtgll‘cinm1mu|:_:d‘ir'sl:ﬁ§
merliction to my child 2= presoribed by the chills phwsidan, do hereby sgroc to relicee desiznedesd porsorn], the

Cumberland County Schools, amd the Cumberbnd Courty Board of Education of and from amy liabdlity from amye poteetal ill
chcos as a result of thoir inpocting or grving my child modication prescribod by the dhild's phwsicone | have disouesscd this
with rmy phrvsician sndfor kegal counsal [lawyer] and reslize its ramifications and thoroughly understand the meanings of
those statoments | consont for the medicl provider 1o disdese bealth or medical information regarding medicadion
prescribod. D undorstznd that | may rowofoc this consont at amy Bme, cxoopt to the odent sdtion has boon talkon inrcliano: on
it. Thits corsent isvaliduntil Drovoke it incasiting or for the torm of one wesr.

Farent/Legal Guardian's ‘:'uﬂature - Drate:
Primcipal's Signature

Diate:
= vl CREAIC Cre Yzl ITom 15 Toarm Al S

DISPOSITION OF MEDICATION: Diste: mdhcation was picked g e maricaliam s dicanied
Ey Sl Hame Sl Segmature . Wimgar |

Page 2
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CUMBERLAND COUNTY SCHOOLS B 0872022
DIABETES CARE PLAN
Physician’s Orders for Smdent with Diabetes
Student DOB Schoal Grade
Parent/Guardian Phone Phone
Home Address City State Zip
Emergency Contact Phone Phons
Phy=ician Ofice FAR
Child has [ | TvpeI or [ | TypeII Child’s Blood Sugar Target Range: > mg/dl to <
When to Monitor Blood Sugar:
[ ] before breakfast [] before lunch [] before snack [ ] before PE exercise
[ ] after breakfast [ ] after mch [ ] after snack [ ] after PE/exercise
[ | before going home [ ] as needed for signs/symptoms of low or high blood sugar
If child has a CGM and is svmptomatic, confirm with finger stick.
What diabetes medications to be given at school:
] Apidra ] Humalog ] Novolog [] Metformin
[ ] Glucose tabs ] Glucagon [] Other:
Method of insulin deliverv during school hours:
[] Insulin Pumgp: [] Animas [] Medtronic [ OmmiPod [ t:slim Basal Settings
Inzulin to carbohvdrate ratio: Insulin sensitivity factor: Time [Units'Hours
Breakfast 1 unit per grams/carbs Breakfast 1 unit per points =
Lunch 1 umit per grams/carbs Lunch 1 unit per points =
Snack 1 umit per gTams/carbs Snack 1 unit per points =
[ Vial'Syringe [ | Insulin Pen
Carbohvdrate Counting . Voo Sliding Scale
(use rapid acting isulin) Insulin Sensitivity Factor (use rapid acting insulin)
lumtper [ 7] meals/snacks Target blood sugar: Target Range:
grams/carbs 100-14%| Give units
Insulin sensitivity factor: 150-199| Give units
Breakfast umits 200-249| Give umits
. Linch umits | 1 vmit per points = 250200 Give umits
[ Fix dose Dinner units 300-349] Give units
Snacks units | Current BS - Target BS  _ Number [350-399| Give umits
Insubin mmst be given anytime the child eats | Insulin sensitivity factor — of Umits |400-442) Give s
carbs, except mhm]unmd mmgar_ meafing 2 low Sensitivity factor may not be given more 4;‘};:? g:: E::
- { [ | before eating frequently than every 2 hours due to the Other |Give —
Inject insuhin [] after eating nsk of low blood sugar.
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CUMBERLAND COUNTY S5CHOOLS Rov. &/2022
DIABETES CARE PLAN
Physician’s Orders for Student with Diabetes

Blood sugar (B5) at which parent/guardian should be notified:

LOW = mg/dl or HIGH = mg/dl.
HYPOGLYCEMIA HYPERGLYCEMIA
Do not send student unaccompamnied to the office if If blood sugar (BS) =300mg/dl with ketones or 2
ymptomatic or blood sugar (BS) < 70mg/dl. consecutive unexplained BS =250 meg/dl (with or without

ketomes), 1.e. malfimctioning pump the student mavy require
insulin via injection and/or new infusion site/set.

# Test blood sugar and treat symptoms. If blood ¥ First contact parent/guardian, if not available call
glucose meter 1s not available treat symptoms per school murse who will call health care provider for
care plan guidelines. further mstructions.

» Blood sugar < 70mg/dl and/or symptomatic: treat  |[* An order for msulin specific to the incident may be
with 10 to 13 grams carbohydrate snack (juice, sugar|  faxed from the health care provider.
tabs, etc.) and recheck BS in 15 minutes.
= Mild symptoms: treat with snack, juice, sugar tabs, |% Check urine ketones if BS = mg/dl. and
etc_, recheck and repeat every 13 minutes until BS= recheck in 1 hour.
T0mg/dl. then give snack with protein or hmch.
# Moderate symptoms: if able to swallow, adnunister |» If race/moderate ketones are present call parent/
glucose gel, frosting, etc. Repeat until BS is above guardian, provide water and student should remam

J0me/dl. then give snack with protem or lunch. under medication clerk observation until ketones clear.
= Call 911 if severe symptoms (which may include setzres, ¥ Student will be sent home from school when ketones

unconscious) or unzble/unwilling to take gel or juice: are large or shows symptoms of nansea, vomiting, tired,

adminiser Glucagon ______ mg(s) by inmramuscular or thirsty, dry mouth, difficulty breathing. fruity breath, or

; i i T i
¥ HSCHon Sac conact prrear confused. Call 211 if severe symptoms persist.

Student’s Self Care: The ability level 1= determmmed by hezlth care provider wath input from school murse & parent’puardian

Totally independant mans gement Oves [Owo CIA  Self-injects with trained staff supervision  [JYes [No A
Tasts independently Ove: Owe [N'A  Injections to be done by trained saff Oves [Thve oA
Meeds verification of BS by staff O¥es [OWe WA  Sslf-mrears mild hypeglycemia O¥es [Ho A
Assist'testing to be done by trained staff [ J¥es [Wo [JM/A  Monitors own snacks and meals COves [Tvo oA
Administars insulin independantly Oves [OWe OM'a  Independently counts carbobrydrates dves [¥e oA
Self-injects with verification of dose Jves [Ove CIM'A  Tests and interprets urinehlood ketones  [JYes [JNo (A

[Children with Disabilities: It is and shall remain the policy of Cumberland County Board of Education not to discriminate on the basis off
mender or dizability in its educational programs, aciivities, or employvment policies as required by Title I of the 1972 Educational
lAmendments, the 1900 Amenicans with Disabilifes Act, and Secton 504 of the Fehabilitation Act of 1973, It is the policy of the Cumberland
ICounsy Board of Educstion to provide equal employment oppormmities on a nondiscriminatory basis, regardless of sex, race, age, nationsl]
origing disability or relizion Cumberland County Board of Education Policy 173004022/7231. The imdividnzl designated to ensure district)
compliance with Section 504 is the Executive Director of Smdent Services, phone (910) §78-2433, and the mailing address is Cumberland)
(Connoy Schools, PO Box 2357, Fayereville NC 28303,
Dioes your child have a Secton 504 Plan? [ |Yes [ Mo I]:m-es vour child have an Individual Education Plan (IEF)? [ Yes [ Mo
[Fieleaze of Liability: Fealizing the mmportance of administering medication to my child as prescribed by the child’s physician, do hereby
=ree fo relieve designated school personnel the Cumberland County Schools, and the Cumberland County Board of Education of and
y lishility from any potential ill efacts as a result of their injecting or giving my child medication prescribed by the child’s physician. T hav
i sad this with my physician and'or legal counsal (lawyer) and realize its ramificatons and thorowshly understand the meanings of thes
tatements. [ consent for the medical provider to disclose health or medical information regarding medication prescribed. I understand that
revoke this consent 2t any time, except to the extent action has been taken in reliance on it. This consent is valid until I revoke it in Wit

for the term of one year. Parent'Guardian Signatore: Drate:
MD Ziemp Eales [Physician Signature: Drate:
[Principal Signature: Drate:
Schoeol Nurse Siznature: Drate:
Copy: Diirector of Huakh Sarvices Public Hualé 5chool Nure If applicabla cc:
504 Coonadizabar Cups Folder Spacial Meads MNurse
EC Cane Manxgar School Bus Drver
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Cystic Fibrosis

Each child with cystic fibrosis is unique, and it's important to recognize that the impact of the condition varies in
terms of severity and fluctuations in health. The use of pancreatin, a substance that can replace most missing
enzymes, is a common approach. Various capsule preparations are available, typically taken with snacks and meals
to ensure optimal absorption and nutritional benefits. The CCS staff will adhere to the directives provided by the
physician.

It's crucial to understand that enzymes, in this context, serve as supplements rather than medications. Children with
cystic fibrosis are advised to take these enzymes immediately before meals and snacks, sometimes during eating.
Despite the potentially large quantity, it's important to note that this is a safe practice.

For students in fourth grade and above with cystic fibrosis, the option to carry these enzymes in a suitable container
is available, accompanied by the completion of a Cystic Fibrosis Self-Carry Authorization Form by the parent or
guardian and physician. No special storage conditions are necessary. However, younger children require supervision
to ensure timely enzyme intake. When submitting enzymes to the medication clerk, a physician's school medication
form must be provided.

Cystic Fibrosis
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Fiffocihe 40022

CTUMBERLAND COUNTY SCHOOLS
CYSTIC FIBROSIS SELT-CAREY AUTHORITATION FORM
TEACHER SCHOOL,

STUDENT GBRADE Do ACE

Crystic fbrosis (CF) is an iwherrted disease that mamly affects the hings and the digestive systam. Asa
result, this stodent will need fo taks the following pancreatic enzyme medicaton with all meals and
smacks. Drinks that are mainly water, swear or froit may be an exception

EMZYME BRAND NAME

NUMEER OF CAPEULES TO BE TAKEN WITH MEALS AND WITH ENACES
EPECTAL INSTRUCTIONE

TOBE COMPLETED BY PHYSICTAN

Ivenfy that the student has cystic ibresis. The enzymes are nof addictive, and will not change the
behawior of the stodent, Most children with CF have been taking these enzrymes since mfancy, and take
ihem on their own. If children with CF are allowed to fake their enzymes on their ewn they are nsually
more compliant with this vital part of their care.

L, the health care pracizfomer, prescnbed medication for nse en school property dunng the school day, at
schoal-sponsored activities, or while in transit o or from school or scheal-mponsored events.

I prescrbed the medication and I confirm that the student has been nstructed in self-administration of
the prescribed medicadon. The smdent has damonstrated the skill lewel neceszary to use the medication

to freat his'her sympioms. Physician's sigmahare: Ciate:
Print Prysician’s Mame- Phons:

Print Climic,'Office Mame: FAX:

Climic Address: Iy Srabe: Zm:

IMPORTANT INEFOERMATION FOR SCHOOL STAFE

e« Coughing is a common part of CF, and the child sheuld have water and tissues readily available.
Conghing is encouraged and neceszary to clear the mooas out of the longs, If the coughing is
dismaptive to the classroem, the child should be excosed for a duok of water.

Beasmoom privilegss shouald be flexibls and provided as needed
Thae to a produoctive cough and urgent bathreom nesds, the child should feel free to leave the
classropm when necessary, e avold unnecessary embamassmeant over dizsase symploms.

» DPancreatic enrymes, which aid in dizestion, are needed hefore every meal and snack. Fust to be clear,
ithese enzymes are not dangerous and are oot addictive.

» Exercise can provide great benefit to the child wiih CF by helping to clear muocss and mereasing the
strength of the respiratory muscles. The child with CF should be encouraged to pariicipate io all
phrysical activifies at school. At timss, a child might encounier Dmitations in sirengih or endurance.
Mevertheless, the child needs to be encourazed to participas as omch as possible tar should be
allosved to set individual limirs on total phy=ical exertion. When questions arise, pleass contact the
child's parents or healthcare provider.

» Exira fluid consumpdion shenld be encouraged before, dunng and after physical actowity. Thanng
aerobic activity, a child with CF sheuld drink between six and twelve ounces of fluid every 20 to 30
muirmtes. Becanss of the addad carbohyiirates and zalt, sports drinks provids an excellent choice for
kids with cystic Sbrosis.

CONTINUED ON EEVERSE SIDE

Page 1al 2
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Effeciihe 45111

CTUMBEELAND COUNTY SCHOOLS
CYSTIC FIBROSIS SELF-CAREY AUTHORIZATION FOREM
TEACHER SCHOOL
STUDENT GRADE Lo ACGE

To be completed by Parent'Guardian:

Thawe read the gmidelines for studenis with self-medication m their possession at school and T judzs
that my child named above has sufficient mararsy and koowledze to safely and comecily self-medicate.
I understand that my child most comply with the following:

[0 The student must keep the medication in bisher pessession at all times and shall not leave it in a
place accessible to other sudents.

[0 The student must keep this Cystic Fibrosis Self-carmy Authorization Form in his'her pessession at
2ll ttmes and shall present form to school staff and'er admdrdsiration when requested.

[0 The student shall ot ofer, nor allow any use of his'her medication by another stdent.
[] The student shall act in a responsible and discrest manner concemning bis her digestive enzymes.

I furiher understand that the only lability that the school can assume is to comply with the femms of this
protocol [understand that the school can assome no Habilsy for menitonng self-admimiziaton,
incloding the frequency and dose or failrs to self-medicats when necessary.

I comsent for the health cars practitioner to discloss health or medical information regarding medication
prescribed. I understand that I may revoks this consent af any tims, except @ the extent actdon has besn
taken in reliance oo it. This consent is valid uoil I revoke & in writing or for the t=m of cne year.

Thawe read and agres with fus authorzaten
Parent Guardian Wame Phone Wa.
ParentGuardian Sigmabare Date

FOR SCHOOL NURSE USE ONLY
Thiz sudent has verbalized understanding of the above zuidelines.

Public Health School Muzse Signatrs Diaie

Schiool Administrator’s Signature Diate

FOE SCHOOL USE ONLY
Date Cystic Fibrosis Self-medication Form Expires | |
Fleaze be reminded form will expire ome (1) year from date of ploysician’s signabore.

MD Simmp Below FOE FHYSICIAN USE ONLY

Physician’s Signatore Date

Page 2af 2
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In the Event of Suspected Poisoning:
School personnel will contact poison control for assistance. The parent/guardian will be promptly informed about
the emergency at the provided contact number: 1-800-222-1222 (American Association of Poison Control Genters).

Following guidance from poison control, school staff will promptly dial 911 if instructed.

Children with Disabilities

It is and shall remain the policy of Cumberland County Board of Education not to discriminate based on gender or
disability in its educational programs, activities, or employment policies as required by Title IX of the 1972
Educational Amendments, the 1990 Americans with Disabilities Act, and Section 504 of the Rehabilitation Act of
1973. It is the policy of the Cumberland County Board of Education to provide equal employment opportunities on a

nondiscriminatory basis, regardless of sex, race, age, national origin, disability, or religion. (Cumberland County
Board of Education Policy 1730/4022/7231)

Additional Information

The individual designated to ensure district compliance with Section 504 may be contacted at (910)
678-2496.
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