
 

 

MEDICAL PACKET 
MEDICAL DOCUMENTS MUST BE COMPLETED BY A PHYSICIAN *SIGNED AND STAMPED* 

AND PARENT/GUARDIAN BEFORE REGISTRATION. 

 

 

 

   

 

 

 Immunizations must be up to date with this packet. 

 

 If you are claiming “Religious Exemption”, you must 

provide a Letter with this packet along with your Signature. 

 

 If your child is going to be receiving Services at our school, 

you must provide a “Placement Letter” from your case 

worker. 

 

 The Health Questionnaire must be filled out by the Parent.  

 

 The Universal, Asthma, Allergy, and Seizer forms must 

be filled out by the doctor, signed, and stamped  
 

(IF YOUR CHILD NEEDS MEDICATION WITH ANY OF THESE FORMS, 

YOU MUST PROVIDE MEDICATION BEFORE THE CHILD'S FIRST DAY 

OF SCHOOL. MEDICATION HAS TO BE NEW-UNUSED, NOT EXPIRED, 

AND EXACT TO THE FORM THAT WAS PROVIDED BY THE DR.) 
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INFLUENZA VACCINE DUE DECEMBER 18, 2025 

The State of New Jersey requires children six months through 59 months of age attending any 

licensed Preschool to annually receive the influenza vaccine. We strongly recommend that 

children are vaccinated as soon as your health care provider has the vaccination available in 

their office, most preferably before flu season. 

 
According to the law, if your pre-k child does not receive the flu vaccine by the end of the 

calendar year, he/she must be excluded from school. 

 

There is no grace period given for unvaccinated children after December 31. 2025. 

 

 
I have read the guidelines for Influenza vaccination and will abide by these requirements. 

 

 
CHILDS NAME: _________________________________________ 

PARENT/ LEGAL GUARDIANS NAME: _________________________________________ 

PARENTS/ LEGAL GUARDIANS SIGNATURE: __________________________________  

DATE: ______________ 

 

THE GROWING TREE LEARNING CENTER 

 
27 Fisk Street, Jersey City, NJ 07305 

TEL: 201-860-0044 / FAX: 201-860-0088 



THE JERSEY CITY PUBLIC SCHOOLS 
346 CLAREMONT AVENUE 

JERSEY CITY, NJ 07305 
PH (201) 915-6222 

FAX (201) 332-7494 

SCHOOL: ___________________ PRINCIPAL:  ___________________________________ 

HEALTH HISTORY 

Birth History:  Full Term_________  Premature_________  Birth Weight_______________ 

Delivery Normal_________  Caesarean Section_________ 
Place of Birth: ______________________________________________ 

Complications: 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Has child had or has any of the following?  Please indicate age of child when condition occurred: 

Chicken Pox_________              Ear Infection_________             Vision Problems_________ 
Measles _________ Diabetes_________  Hearing Problems________ 
Scarlet Fever_________             Anemia_________  Speech Problems_________ 
Convulsions_________              Heart Problems_________          Difficulty Learning _________ 
Allergies_________ Asthma_________   Surgery ______________ 
Tuberculosis_________              Lead Poisoning_________         Concussion______________ 
Broken Bones_________            Rheumatic Fever_________       Other______________ 

         Other______________ 

Has child been hospitalized overnight since birth?  Yes_____  No_____ 
If yes, please answer the following in the comment section: 
When?  Where?  How long?  Why? 
Comments: 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Will this child be able to participate in the following classes? 
Physical Education:  Yes_____  No_____  Why?__________________________________________________ 

Does child currently take medication?  Yes_____  No_____       Name of medication_____________________ 

Will this child be taking medication during school hours?  Yes_____  No_____   

Pediatrician, Family Doctor or Clinic: 

Name_______________________________  Address_________________________ Phone # ______________ 



Date:______________________   Gender:________________  School:_________________  Grade_________ 
 
Name:__________________________________________  DOB:____________________ 
 
Address:______________________________________  Apt#_________  Phone:________________________ 
 
Mother’s Name:_________________________________________  Phone# _________________________ 
 
Father’s Name:_________________________________________    Phone# _________________________ 
 
Guardian’s Name:________________________________________  Phone# _________________________ 
 
Name of Relative attending this school: 
 
Name                                                         Relationship                       Grade                                Room 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Person to call if Parent/Guardian cannot be reached: 
 
Name________________________________ Phone #________________     Relationship_________________ 
 
Name________________________________ Phone #________________     Relationship_________________ 
 
 
We are concerned about the welfare of your child.  It is recommended that with the Parent’s/Guardian’s 
permission, significant health information be shared with those involved in teaching your child. 
 
___________  I do not want this information shared. 
 
___________  I give permission for the school nurse to share this information with those involved in teaching  
                        my child. 
 
 
 
___________________________________________________ 
Parent/Guardian Signature                                      Date 
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*Interpretation:  Children need to receive the m
inim

um
 num

ber of age-appropriate vaccines prior to entering child care/preschool. For exam
ple, a child 2 m

onths of age, m
ust have 1 dose each of 

DTaP, Polio, Hib, and PCV before being perm
itted to enter child care/preschool. A child entering at a younger age range than listed above m

ust have proof of receiving vaccines in the previous age 
bracket. Exam

ple: A child entering child care/preschool at 11 m
onths of age, w

ould need at least the follow
ing:  3 DTaP, 2 Polio, 2 Hib, and 2 PCV. If a child has not received any vaccines, he/she 

w
ould need at least one dose of each required vaccine to enter school provisionally and be in the process of receiving the rem

aining doses as rapidly and as m
edically feasible. The current 

seasonal flu vaccine is required every year by Decem
ber 31 for children 6-59 m

onths of age. 
 

 
 

N
J D

epartm
ent of H

ealth (N
JD

O
H

) 
V

accine Preventable D
isease Program

 
 

Sum
m

ary of N
J C

hild C
are/Preschool Im

m
unization R

equirem
ents 

Listed in the chart below
 are the m

inim
um

 required num
ber of doses your child m

ust have to attend a N
J child care/preschool. * This is 

strictly a sum
m

ary docum
ent. Exceptions to these requirem

ents (i.e. provisional adm
ission, grace periods, and exem

ptions) are 
specified in the Im

m
unization of Pupils in School rules, N

ew
 Jersey A

dm
inistrative C

ode (N
.J.A

.C
. 8:57-4). Please reference the 

adm
inistrative rules for m

ore details https://w
w

w
.nj.gov/health/cd/im

m
_requirem

ents/acode/. A
dditional vaccines are recom

m
ended 

by A
dvisory C

om
m

ittee on Im
m

unization Practices (A
C

IP) for optim
al protection. For the com

plete A
C

IP R
ecom

m
ended 

Im
m

unization Schedule, please visit http://w
w

w
.cdc.gov/vaccines/schedules/index.htm

l. 
 At this age the child should 
have received the follow

ing 
vaccines:  

2 m
onths 

4 m
onths 

6 m
onths 

12 m
onths 

15 m
onths 

18 m
onths 

19 
m

onths 
20-59 
m

onths 

Diphtheria, tetanus &
 acellular 

pertussis (DTaP) 
Dose #1 

Dose #2 
Dose #3 

 
 

Dose #4 
 

 

Inactivated Poliovirus (Polio) 
Dose #1 

Dose #2 
 

 
 

Dose#3 
 

 

Haem
ophilus influenzae type b 

(Hib) 
Dose #1 

Dose #2 
 

1-4 doses † (see 
footnote) 

. 
At least 1 dose 
given on or 
after the first 
birthday 

 
 

Pneum
ococcal conjugate (PCV 

13) 
Dose #1 

Dose #2 
 

1-4 doses † (see 
footnote) 

At least 1 dose 
given on or after 
the first birthday 

 
 

 

M
easles, m

um
ps, rubella 

(M
M

R) 
 

 
 

 
Dose #1

‡  
 

 
 

Varicella (VAR) 
 

 
 

 
 

 
Dose #1 § 

 

Influenza (IIV; LAIV) 
 

 
O

ne dose due each year | 

https://www.nj.gov/health/cd/imm_requirements/acode/
http://www.cdc.gov/vaccines/schedules/index.html
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*Interpretation:  Children need to receive the m
inim

um
 num

ber of age-appropriate vaccines prior to entering child care/preschool. For exam
ple, a child 2 m

onths of age, m
ust have 1 dose each of 

DTaP, Polio, Hib, and PCV before being perm
itted to enter child care/preschool. A child entering at a younger age range than listed above m

ust have proof of receiving vaccines in the previous age 
bracket. Exam

ple: A child entering child care/preschool at 11 m
onths of age, w

ould need at least the follow
ing:  3 DTaP, 2 Polio, 2 Hib, and 2 PCV. If a child has not received any vaccines, he/she 

w
ould need at least one dose of each required vaccine to enter school provisionally and be in the process of receiving the rem

aining doses as rapidly and as m
edically feasible. The current 

seasonal flu vaccine is required every year by Decem
ber 31 for children 6-59 m

onths of age. 
 

 †H
aem

ophilus influenzae type b (H
ib) and pneum

ococcal (PC
V

) vaccines are special cases. If children started late w
ith these 

vaccines they m
ay need few

er doses. O
ne dose of each is required on or after the first birthday in all cases.   

Please N
ote: The use of com

bination vaccines m
ay allow

 students to receive the 1
st birthday booster dose of H

ib betw
een 15-18 m

onths of age. 
 

 
‡M

M
R

 vaccine m
ay be given as early as 12 m

onths of age, but N
J requires children to receive the vaccine by 15 m

onths of age. Prior to age 15 
m

onths, children m
ay enter preschool/child care w

ithout a docum
ented dose of M

M
R

.   
 §V

aricella vaccine m
ay be given as early as 12 m

onths of age, but N
J requires children to receive the vaccine by 19 m

onths of age. Prior to age 
19 m

onths, children m
ay enter preschool/child care w

ithout a docum
ented dose of varicella. C

hildren w
ho previously had chickenpox do not need 

to receive the varicella vaccine as long as a parent/guardian can provide the school w
ith one of the follow

ing: 1) D
ocum

ented laboratory evidence 
show

ing im
m

unity (protection) from
 chickenpox, 2) A

 physician’s w
ritten statem

ent that the child previously had chickenpox, or 3) A
 parent’s w

ritten 
statem

ent that the child previously had chickenpox. 

 |Seasonal Flu: The current seasonal influenza vaccine is required every year for those children 6 m
onths through 59 m

onths of age. C
hildren w

ho have 
not received the flu vaccine by D

ecem
ber 31 m

ust be excluded (not allow
ed to attend child care/preschool) for the duration of influenza season (through 

M
arch 31), until they receive at least one dose of the influenza vaccine or until they turn 60 m

onths of age. C
hildren entering child care/preschool after 

D
ecem

ber 31, m
ust provide docum

entation of receiving the current seasonal flu vaccine. C
hildren entering child care/preschool after M

arch 31 are not 
required to receive the flu vaccine; how

ever, flu season m
ay extend until M

ay and therefore getting a flu vaccine even late in the season is still 
protective. 
 N

O
T

E
: N

J also accepts valid m
edical and religious exem

ptions (reasons for not show
ing proof of im

m
unizations) as per the N

J Im
m

unization of Pupils 
in School regulations, (N

.J.A
.C

. 8:57-4). C
hildren w

ithout proof of im
m

unity as defined by A
C

IP, including those w
ith m

edical and religious 
exem

ptions, m
ay be excluded from

 a school, preschool, or child care facility during a vaccine preventable disease outbreak or threatened outbreak as 
determ

ined by the C
om

m
issioner, D

epartm
ent of H

ealth or his or her designee. In addition, anybody having control of a school m
ay, on account of the 

prevalence of any com
m

unicable disease, or to prevent the spread of com
m

unicable disease, prohibit the attendance of any teacher or pupil of any 
school under their control and specify the tim

e during w
hich the teacher or scholar shall rem

ain aw
ay from

 school. The D
epartm

ent of H
ealth shall 

provide guidance to the school of the appropriateness of any such prohibition.   
 

T
his docum

ent is m
eant to be a quick resource. For m

ore inform
ation “N

J Im
m

unization R
equirem

ents Frequently A
sked Q

uestions”, please visit 
https://nj.gov/health/cd/im

m
_requirem

ents/ .  
 

   
  

R
eview

ed: 12/2021 

https://nj.gov/health/cd/imm_requirements/


APPENDIX H 
UNIVERSAL 

CHILD HEALTH RECORD 

Endorsed by: American Academy of Pediatrics, New Jersey Chapter 
 New Jersey Academy of Family Physicians  
 New Jersey Department of Health 

SECTION I - TO BE COMPLETED BY PARENT(S) 
Child’s Name (Last) (First) 

      

Gender 

 Male      Female 

Date of Birth 

      /       /       

Does Child Have Health Insurance? 

Yes          No 

If Yes, Name of Child's Health Insurance Carrier 

      

Parent/Guardian Name 
      

Home Telephone Number 

(       )       -       

Work Telephone/Cell Phone Number 

(       )       -       

Parent/Guardian Name 

      

Home Telephone Number 

(       )       -       

Work Telephone/Cell Phone Number 

(       )       -       

I give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form. 
Signature/Date 

       

This form may be released to WIC. 

Yes          No 

SECTION II - TO BE COMPLETED BY HEALTH CARE PROVIDER 
Date of Physical Examination:             Results of physical examination normal?          Yes          No 

Abnormalities Noted: 

      

Weight (must be taken 
within 30 days for WIC)       

Height (must be taken 
within 30 days for WIC)       

Head Circumference 

(if <2 Years)       

Blood Pressure  
(if >3 Years)       

IMMUNIZATIONS 
 Immunization Record Attached 

 Date Next Immunization Due:        

MEDICAL CONDITIONS 

Chronic Medical Conditions/Related Surgeries 

• List medical conditions/ongoing surgical 
concerns: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Medications/Treatments 

• List medications/treatments: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Limitations to Physical Activity 

• List limitations/special considerations: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Special Equipment Needs 

• List items necessary for daily activities 

 None 

 Special Care Plan 

Attached 

Comments 

      

Allergies/Sensitivities 

• List allergies: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Special Diet/Vitamin & Mineral Supplements 

• List dietary specifications: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Behavioral Issues/Mental Health Diagnosis 

• List behavioral/mental health issues/concerns: 

 None 

 Special Care Plan 

Attached 

Comments 

      

Emergency Plans 

• List emergency plan that might be needed and 
the sign/symptoms to watch for: 

 None 

 Special Care Plan 

Attached 

Comments 

      

PREVENTIVE HEALTH SCREENINGS 

Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal 

Hgb/Hct             Hearing             

Lead:     Capillary    Venous             Vision             

TB  (mm of Induration)             Dental             

Other:                   Developmental             

Other:                   Scoliosis             

 
I have examined the above student and reviewed his/her health history.  It is my opinion that he/she is medically cleared to 
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above. 

Name of Health Care Provider (Print) 

      

Health Care Provider Stamp: 

      

Signature/Date 

       

CH-14     OCT 17 Distribution:  Original-Child Care Provider     Copy-Parent/Guardian     Copy-Health Care Provider  



 

Instructions for Completing the Universal Child Health Record (CH-14) 

Section 1 - Parent 

Please have the parent/guardian complete the top section and 
sign the consent for the child care provider/school nurse to 
discuss any information on this form with the health care 
provider. 

The WIC box needs to be checked only if this form is being 
sent to the WIC office.  WIC is a supplemental nutrition 
program for Women, Infants and Children that provides 
nutritious foods, nutrition counseling, health care referrals and 
breast feeding support to income eligible families.  For more 
information about WIC in your area call 1-800-328-3838. 

Section 2 - Health Care Provider 

1. Please enter the date of the physical exam that is being 
used to complete the form.  Note significant abnormalities 
especially if the child needs treatment for that abnormality 
(e.g. creams for eczema; asthma medications for 
wheezing etc.) 
• Weight - Please note pounds vs. kilograms.  If the 

form is being used for WIC, the weight must have 
been taken within the last 30 days. 

• Height - Please note inches vs. centimeters.  If the 
form is being used for WIC, the height must have 
been taken within the last 30 days.  

• Head Circumference - Only enter if the child is less 
than 2 years. 

• Blood Pressure - Only enter if the child is 3 years 
or older. 

2. Immunization - A copy of an immunization record may 
be copied and attached.  If you need a blank form on 
which to enter the immunization dates, you can request a 
supply of Personal Immunization Record (IMM-9) cards 
from the New Jersey Department of Health, Vaccine 
Preventable Diseases Program at 609-826-4860. The 
Immunization record must be attached for the form to be 
valid. 
• “Date next immunization is due” is optional but helps 

child care providers to assure that children in their 
care are up-to-date with immunizations. 

3. Medical Conditions - Please list any ongoing medical 
conditions that might impact the child's health and well 
being in the child care or school setting. 

a. Note any significant medical conditions or major 
surgical history.  If the child has a complex 
medical condition, a special care plan should be 
completed and attached for any of the medical 
issue blocks that follow.  A generic care plan 
(CH-15) can be downloaded at 
www.nj.gov/health/forms/ch-15.dot or pdf.  Hard 
copies of the CH-15 can be requested from the 
Division of Family Health Services at 609-292-5666. 

b. Medications - List any ongoing medications.  
Include any medications given at home if they might 
impact the child's health while in child care (seizure, 
cardiac or asthma medications, etc.).  Short-term 
medications such as antibiotics do not need to be 
listed on this form.  Long-term antibiotics such as 
antibiotics for urinary tract infections or sickle cell 
prophylaxis should be included. 

PRN Medications are medications given only as 
needed and should have guidelines as to specific 
factors that should trigger medication administration. 

Please be specific about what over-the-counter 
(OTC) medications you recommend, and include 
information for the parent and child care provider as 
to dosage, route, frequency, and possible side 
effects.  Many child care providers may require 
separate permissions slips for prescription and OTC 
medications. 

c. Limitations to physical activity - Please be as 
specific as possible and include dates of limitation 
as appropriate.  Any limitation to field trips should be 
noted. Note any special considerations such as 
avoiding sun exposure or exposure to allergens.  
Potential severe reaction to insect stings should be 
noted.  Special considerations such as back-only 
sleeping for infants should be noted. 

d. Special Equipment – Enter if the child wears 
glasses, orthodontic devices, orthotics, or other 
special equipment.  Children with complex 
equipment needs should have a care plan. 

e. Allergies/Sensitivities - Children with life-
threatening allergies should have a special care 
plan.  Severe allergic reactions to animals or foods 
(wheezing etc.) should be noted.  Pediatric asthma 
action plans can be obtained from The Pediatric 
Asthma Coalition of New Jersey at www.pacnj.org 
or by phone at 908-687-9340. 

f. Special Diets - Any special diet and/or supplements 
that are medically indicated should be included.  
Exclusive breastfeeding should be noted. 

g. Behavioral/Mental Health issues – Please note 
any significant behavioral problems or mental health 
diagnoses such as autism, breath holding, or 
ADHD. 

h. Emergency Plans - May require a special care plan 
if interventions are complex.  Be specific about 
signs and symptoms to watch for.  Use simple 
language and avoid the use of complex medical 
terms. 

4. Screening - This section is required for school, WIC, 
Head Start, child care settings, and some other 
programs.  This section can provide valuable data for 
public heath personnel to track children's health.  Please 
enter the date that the test was performed.  Note if the 
test was abnormal or place an "N" if it was normal. 
• For lead screening state if the blood sample was 

capillary or venous and the value of the test 
performed. 

• For PPD enter millimeters of induration, and the 
date listed should be the date read.  If a chest x-ray 
was done, record results. 

• Scoliosis screenings are done biennially in the 
public schools beginning at age 10. 

 This form may be used for clearance for sports or 
physical education.  As such, please check the box above 
the signature line and make any appropriate notations in 
the Limitation to Physical Activities block. 

5. Please sign and date the form with the date the form was 
completed (note the date of the exam, if different)  
• Print the health care provider's name. 
• Stamp with health care site's name, address and 

phone number. 
 

CH-14 (Instructions) 
OCT 17 

http://www.state.nj.us/health/forms/ch-15.dot
http://www.pacnj.org/






FOOD ALLERGY & ANAPHYLAXIS
EMERGENCY CARE PLAN

Form provided courtesy of Food Allergy Research & Education (FARE - FoodAllergy.org) - January 2023

PLACE
PICTURE

HERE
Name: _________________________________________ D.O.B.: ___________________

Allergic to: _______________________________________________________________

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

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

□ Special Situation/Circumstance - If this box is checked, the child has an extremely severe allergy to the 

following food(s) ____________________________________________________________________.

Even if the child has MILD symptoms after eating (ingesting) this food(s), Give Epinephrine immediately.

For ANY of the following
SEVERE SYMPTOMS

LUNG
Shortness of

breath, wheezing,
repetitive cough

HEART
Pale or bluish

skin, faintness,
weak pulse,

dizziness

THROAT
Tight or hoarse
throat, trouble
breathing or
swallowing

MOUTH
Significant

swelling of the
tongue or lips

SKIN
Many hives over

body, widespread
redness

GUT
Repetitive

vomiting, severe
diarrhea

OTHER
Feeling

something bad is
about to happen,
anxiety, confusion

OR A
COMBINATION

of symptoms
from different

body areas

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

q q q

MILD SYMPTOMS

NOSE
Itchy or
runny 
nose,

sneezing

MOUTH
Itchy 

mouth

SKIN
A few 

hives, mild 
itch

GUT
Mild 

nausea or 
discomfort

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

FOR MILD SYMPTOMS FROM A SINGLE BODY 
SYSTEM (E.G. SKIN, GI, ETC.), FOLLOW THE 

DIRECTIONS BELOW:

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.

MEDICATIONS/DOSES
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): _____________

_____________________________________________________

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE		  DATE HEALTHCARE PROVIDER AUTHORIZATION SIGNATURE		 DATE



FOOD ALLERGY & ANAPHYLAXIS
EMERGENCY CARE PLAN

Form provided courtesy of Food Allergy Research & Education (FARE - FoodAllergy.org) - January 2023

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.

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.

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.

HOW TO USE EPIPEN®, EPIPEN JR® (EPINEPHRINE) AUTO-INJECTOR AND EPINEPHRINE INJECTION
1.	 (AUTHORIZED GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN
2.	 Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube.
3.	 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.
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 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.

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.):

Epinephrine first, then call 911. Monitor the patient and call their emergency contacts right away.

EMERGENCY CONTACTS — CALL 911
RESCUE SQUAD: _____________________________________________________________

DOCTOR: ____________________________________________  PHONE: ______________________

PARENT/GUARDIAN: _________________________________  PHONE: ______________________

OTHER EMERGENCY CONTACTS
NAME/RELATIONSHIP: ________________________________  PHONE: ______________________

NAME/RELATIONSHIP: ________________________________  PHONE: ______________________

NAME/RELATIONSHIP: ________________________________  PHONE: ______________________
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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:— —————————————————————

Parent/Guardian:— —————————————————————————————————————————————Phone:— —————————————————————

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

SEIZURE ACTION PLAN (SAP)

Protocol for seizure during school (check all that apply) 
	F First aid – Stay. Safe. Side.	   Contact school nurse at_ __________________________________

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

	F Notify parent/emergency contact	   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 ______________________________________

Seizure Information

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 Action Plan continued

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

When is student 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
©2020 Epilepsy Foundation of America, Inc.
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: _ ___________________________________________________________________________
_______________________________________________________________________________________________


	CHILD CARE-PRESCHOOL DIRECTORS & PARENTS IMMUNIZATION REQUIREMENTS.pdf
	This document is meant to be a quick resource. For more information “NJ Immunization Requirements Frequently Asked Questions”, please visit https://nj.gov/health/cd/imm_requirements/.

	UNIVERSAL FORM.pdf
	APPENDIX H
	Section 1 - Parent
	Section 2 - Health Care Provider


	Text74: 
	PRINCIPAL: 
	Birth History  Full Term: 
	Premature: 
	Birth Weight: 
	Delivery Normal: 
	Caesarean Section: 
	Place of Birth: 
	Complications 1: 
	Complications 2: 
	Complications 3: 
	Chicken Pox: 
	Ear Infection: 
	Vision Problems: 
	Measles: 
	Diabetes: 
	Hearing Problems: 
	Scarlet Fever: 
	Anemia: 
	Speech Problems: 
	Convulsions: 
	Heart Problems: 
	Difficulty Learning: 
	Asthma: 
	Surgery: 
	Tuberculosis: 
	Lead Poisoning: 
	Concussion: 
	Broken Bones: 
	Rheumatic Fever: 
	Check Box75: Off
	Check Box76: Off
	Comments 1: 
	Comments 2: 
	Comments 3: 
	Check Box77: Off
	Check Box78: Off
	Why: 
	Check Box79: Off
	Check Box80: Off
	Name of medication: 
	Check Box81: Off
	Check Box82: Off
	Gender: 
	School: 
	Grade: 
	Name_2: 
	DOB: 
	Address_2: 
	Apt: 
	Mothers Name: 
	Fathers Name: 
	Guardians Name: 
	Name 1: 
	Name 2: 
	Name 3: 
	Name 4: 
	Name_3: 
	Relationship: 
	Name 1_2: 
	Name 2_2: 
	Relationship_2: 
	I do not want this information shared: 
	I give permission for the school nurse to share this information with those involved in teaching: 
	name: 
	date of birth: 
	weight: 
	Yes higher risk for a severe reaction: Off
	No: Off
	Special SituationCircumstance  If this box is checked the child has an extremely severe allergy to the: Off
	food allergy: 
	MEDICATIONSDOSES: 
	01 mg IM: Off
	015 mg IM: Off
	03 mg IM: Off
	undefined_3: 
	Antihistamine Brand or Generic: 
	undefined_4: 
	Other eg inhalerbronchodilator if wheezing: 
	DATE: 
	DATE_2: 
	RESCUE SQUAD: 
	NAMERELATIONSHIP: 
	PHONE: 
	DOCTOR: 
	PHONE_2: 
	NAMERELATIONSHIP_2: 
	PHONE_3: 
	PARENTGUARDIAN: 
	PHONE_4: 
	NAMERELATIONSHIP_3: 
	PHONE_5: 
	Name: 
	Birth Date: 
	Address: 
	Phone: 
	ParentGuardian: 
	Phone_2: 
	Emergency ContactRelationship: 
	Phone_3: 
	Seizure Type How Long It Lasts How Often What HappensRow1: 
	Seizure Type How Long It Lasts How Often What HappensRow1_2: 
	Seizure Type How Long It Lasts How Often What HappensRow1_3: 
	Seizure Type How Long It Lasts How Often What HappensRow1_4: 
	Seizure Type How Long It Lasts How Often What HappensRow2: 
	Seizure Type How Long It Lasts How Often What HappensRow2_2: 
	Seizure Type How Long It Lasts How Often What HappensRow2_3: 
	Seizure Type How Long It Lasts How Often What HappensRow2_4: 
	Seizure Type How Long It Lasts How Often What HappensRow3: 
	Seizure Type How Long It Lasts How Often What HappensRow3_2: 
	Seizure Type How Long It Lasts How Often What HappensRow3_3: 
	Seizure Type How Long It Lasts How Often What HappensRow3_4: 
	Seizure Type How Long It Lasts How Often What HappensRow4: 
	Seizure Type How Long It Lasts How Often What HappensRow4_2: 
	Seizure Type How Long It Lasts How Often What HappensRow4_3: 
	Seizure Type How Long It Lasts How Often What HappensRow4_4: 
	Contact school nurse at: 
	Call 911 for transport to: 
	Other: 
	Write down what happens: 
	Other_2: 
	If seizure cluster  or length: 
	Name of MedRx: 
	How much to give dose: 
	How to give: 
	If seizure cluster  or length_2: 
	Name of MedRx_2: 
	How much to give dose_2: 
	How to give_2: 
	If seizure cluster  or length_3: 
	Name of MedRx_3: 
	How much to give dose_3: 
	How to give_3: 
	FirstAid-Stay: Off
	GiveRescueTherapy: Off
	NotifyParentGuard: Off
	ContactSchoolNurse: Off
	Call911: Off
	OtherFirstAid: Off
	What type of help is needed describe: 
	When is student able to resume usual activity: 
	First Responders 1: 
	FirstResponders2: 
	Emergency Department 1: 
	EmergencyDepartment2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow1_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow2_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow3_4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_2: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_3: 
	Medicine Name Total Daily Amount Amount of TabLiquid How Taken time of each dose and how muchRow4_4: 
	Triggers: 
	Important Medical History: 
	Allergies: 
	Epilepsy Surgery type date side effects: 
	VNS: Off
	RNS: Off
	DBS: Off
	Date Implanted: 
	Ketogenic: Off
	Low Glycemic: Off
	Modified Atkins: Off
	undefined: Off
	Other describe: 
	Special Instructions 1: 
	SpecialInstructions2: 
	Epilepsy Provider: 
	Phone_4: 
	Primary Care: 
	Phone_5: 
	Preferred Hospital: 
	Phone_6: 
	Pharmacy: 
	Phone_7: 
	Date: 
	Date_2: 


