School District of Washington
(&) FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Fouod Allergy Research & Education

Name: D.0.B.: PLACE
PICTURE
Allergy to: HERE

__ __________Ibs. Asthma: [ 1 Yes (higher risk for a severe reaction) [ 1No
NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE:

Extremely reactive to the following foods:

THEREFORE:
[ ]1If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten.

[ 1If checked, give epinephrine immediately if the allergen was definitely eaten, even if no symptoms are noted.

SEVERE SYMPTOMS MILD SYMPTOMS

®©®®E 290 ®

LUNG HEART THROAT MOUTH ltchy/runny  Itchy mouth A few hives, Mild nausea/
Short of breath, Pale, blue, Tight, hoarse, Significant nose, mild itch discomfort
wheezing, faint, weak trouble swelling of the sneezing
repetitive cough pulse, dizzy breathing/ tongue and/or lips
swallowing FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.
ORA
COMBINATION FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
SKIN GUT OTHER of symptoms AREA, FOLLOW THE DIRECTIONS BELOW:
Many hives over Repetitive Feeling from different 1. Antihistamines may be given, if ordered by a
body, widespread vomiting, severe  something bad is body areas. healthcare provider. '

redness diarrhea about to happen, .
anxiety, confusion 2. Stay with the person; alert emergency contacts.

gt g Ngh 3. Watch closely for changes. If symptoms worsen,

give epinephrine.
. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell them the child is having anaphylaxis and may MEDICATIONS/DOSES

need epinephrine when they arrive.

—_

e (Consider giving additional medications following epinephrine: Epinephrine Brand:

»  Antihistamine

» Inhaler (bronchodilator) if wheezing Epinephrine Dose: [ 10.15 mg IM [ 10.3mgIM
e |ay 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. Antihistamine Brand or Generic:

¢ |f symptoms do not improve, or symptoms return, more doses of
epinephrine can be given about b minutes or more after the last dose.

Antihistamine Dose:

* Alert emergency contacts. Other (e.g., inhaler-bronchodilator if wheezing):
e Transport them to ER even if symptoms resolve. Person should
remain in ER for at least 4 hours because symptoms may return.

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



School District of Washington

FARE FO0OD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allargy Research & Educatien

EPIPEN® (EPINEPHRINE) AUTO-INJECTOR DIRECTIONS

1. Remove the EpiPen Auto-Injector from the plastic carrying case,
Pull off the blue safety release cap,

Swing and firmly push orange tip against mid-outer thigh.
Hold for approximately 10 seconds.

o W

Remove and massage the area for 10 seconds.

AUVI-Q™ (EPINEPHRINE INJECTION, USP) DIRECTIONS

1. Remove the outer case of Auvi-Q. This will automatically activate the voice
instructions,

Pull off red safety guard,

Place black end against mid-outer thigh.
Press firmly and hold for 5 seconds.
Remove from thigh.

SLE

ADRENACLICK®/ADRENACLICK® GENERIC DIRECTIONS
1. Remove the outer case.

Remove grey caps labeled "1" and "2",

Place red rounded tip against mid-outer thigh.
Press down hard until needle penetrates,

Hold for 10 seconds. Remove from thigh.

oA W

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

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

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

NAME/RELATIONSHIP:

RESCUE SQUAD:

PHONE:
DOCTOR: PHONE:
NAME/RELATIONSHIP:
PARENT/GUARDIAN: PHONE:
PHONE:
PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE

FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (WWW.FOODALLERGY.ORG) 5/2014



MEDICAL STATEMENT FOR STUDENT
REQUIRING SPECIAL MEALS

Name of Student: Date of Birth:
Name of Parent(s): Telephone:
School District: School Telephone

School Attending:

For Completion By Physician (M.D. or D. O. only):

Identify and describe disability or medical condition, including allergies that requires the student to have a special diet. Describe the major life
activities affected by the student’s disability (see back of form).

Diet Prescription (Check all that apply):

[] Diabetic (include calorie level or attach meal plan) [0 Modified Texture and/or Liquids
[0 Reduced Calorie [0 Food Allergy (describe):

[ Increased Calorie [J Other (describe):

Food Omitted and Substitutions:
Use space to list specific food(s) to be omitted and food(s) that may be substituted. You may attach an additional sheet if necessary.

OMITTED FOODS SUBSTITUTIONS

Indicate Texture:
[J Regular [] Chopped [ Ground [J Pureed

Indicate thickness of liquids:
[J Regular [] Nectar ] Honey [] Pudding

[J Special Feeding Equipment

Additional Comments:

| certify that the above named student needs special school meals as described above, due to the student’s disability or chronic medical condition.

Physician’s Signature (M.D. or D.O. only) Telephone Number Date

Signature of Preparer or Other Contact Telephone Number Date

I hereby give my permission for the school staff to follow the above stated nutrition plan.

Signature of Parent Date

Revised 10/13



MEDICAL STATEMENT FOR STUDENT
REQUIRING SPECIAL MEALS

Definition of Disability:

Under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA), a “person with a disability” means “any person
who has a physical or mental impairment which substantially limits one or more major life activity, has a record of such impairment, or is regarded
as having such an impairment.”

Major life activities covered by this definition include caring for one’s self, eating, performing manual tasks, walking, seeing, hearing, speaking,
breathing, learning, working and major bodily functions. The term “physical or mental impairment” includes, but is not limited to, such diseases,
conditions, and functions as:

e Orthopedic, visual, speech and hearing impairments
Cerebral Palsy, Epilepsy, Muscular Dystrophy and Multiple Sclerosis
Digestive, bowel and bladder
Neurological and brain Mental retardation
Respiratory Emotional iliness

e Cancer e Drug addiction and alcoholism
Individuals who take mitigating measures to improve or control any of the conditions recognized as a disability are still considered to
have a disability and require an accommodation.

Cardiovascular, circulatory and heart
Metabolic and endocrine
Food anaphylaxis (severe food allergy)

The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, national origin, age, or disability in its
programs and activities. Inquiries related to Department programs and to the location of services, activities, and facilities that are accessible by persons with disabilities
may be directed to the Jefferson State Office Building, Office of the General Counsel, Coordinator - Civil Rights Compliance (Title VI/Title IX/504/ADA/Age Act), 6t
Floor, 205 Jefferson Street, P.0. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY 800-735-2966; fax number 573-522-4883; email

civilrights@dese.mo.gov.

The U.S. Department of Agriculture prohibits discrimination against its customers, employees, and applicants for employment on the bases of race, color, national origin,
age, disability, sex, gender identity, religion, reprisal, and where applicable, political beliefs, marital status, familial or parental status, sexual orientation, or all or part of
an individual's income is derived from any public assistance program, or protected genetic information in employment or in any program or activity conducted or
funded by the Department. (Not all prohibited bases will apply to all programs and/or employment activities.) If you wish to file a Civil Rights program complaint of
discrimination, complete the USDA Program Discrimination Complaint Form (PDF), found online at http://www.ascr.usda.gov/complaint filing cust.html, or at any
USDA office, or call (866) 632-9992 to request the form. You may also write a letter containing all of the information requested in the form. Send your completed
complaint form or letter to us by mail at U.S. Department of Agriculture, Director, Office of Adjudication, 1400 Independence Avenue, S.W., Washington, D.C. 20250-
9410, by fax (202) 690-7442 or email at program.intake@usda.gov. Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA through the
Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish). USDA is an equal opportunity provider and employer.

Revised 10/13
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