Parent Acknowledgement Letter

Bright Star Academy
3050 Oceanside Road
Oceanside, NY 11572

(516)766-5699

| acknowledge that | have met with Bright Star Academy’s Director and /or office staff
and my child’s teacher regarding his/her healthcare/action plan regarding his/her

allergy. | reviewed how to recognize the symptoms and how to administer the
medication.

| acknowledge and understand the | am responsible to complete all of the required and
mandated forms every 6 months. Failure to do so may result in the immediate
dismissal of your child from Bright Star Academy for failure to comply with our plan.

Child’s name

Parent/Guardian Signature

Date

Bright Star Academy Staff




Bright Star Academy
; 3050 Qceanside Road
Oceanside, NY 11572
(516) 766-5699

Health Care Plan Packet

Dear Guardian,

All medication forms for your child’s allergies and/or special needs must be renewed every six
(6) months according to New York State Regulations. Your child’s forms must be renewed
by,

Items that are checked are needed:

.-_m;,s;.m; -
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Form 7002 is required for each medication the child needs. All forms must match the medication
given and the dosage. For example, Benadryl, Auvi-Q, and Zyrtec all require their own form.

Medication: _

Over The Counter Medication: must be labeled with child’s first and last name and have a

dosing spoon/cup/dropper that matches the medication amount to be given to the child.

Prescription Medication: must be kept in the original container and have the original pharmacy

label on it. Medication will not be accepted vnthout the pharmacy label including child’s

name, medication name and dosage.

Meals/Snack:

Bright Star Academy will not provide any meals/snack to anyone with a healthcare plan/ allergy/
. dietary restriction. All meals, including those at celebrations, must be provided by the family.

Please note: Your child will not be allowed back to school if forms are not updated.

Child’s Name

Date




QCFS-LDSS-7006 (07/2022) FRONT
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN
FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS

You may use this form or an épproved equivalent to document an individual health care plan developed for a child with
special health care needs.

A child with a special health care need means a child who has a chronic physical, developmental, bef:aw‘ora!
or emotional condition expected to last 12 months or more and who requires health and related services of a
type or amount beyond that required by chiidren generally.

Working in collaboration with the child’s parent and child’s health care provider, the program has developed the
following health care plan to meet the individual needs of:

CHILD NAME: CHILD DATE OF BIRTH:
/ /

| Physicién
] Physician Assistant
] Nurse Practitioner

NAME OF THE GHILD'S HEALTH CARE PROVIDER:

Describe the special health care needs of this child and the plan of care as identified by the parent and the child’s

health care provider. This should include information completed on the medical statement at the time of enroliment or
information shared post enroliment.

Identify the caregiver(s) who will provide care to this child with special health care needs:
Caregiver’s Name

Credentials or Professional License Information (if applicable)




OCFS-LDSS-7006 (07/2022) REVERSE

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

INDIVIDUAL HEALTH CARE PLAN
FOR A CHILD WITH SPECIAL HEALTH CARE NEEDS

Describe any additional training, procedures or competencies the caregiver identified will need to carry out the health
care plan for the child with special health care needs as identified by the child’s parent and/or the child’s heglth care
provider. This should include information completed on the medical statement at the time of enroliment or information
shared post enroliment. In addition, describe how this additional training and competency wili be achieved including
who will provide this training.

This plan was developed in close collaboration with the child’s parentand the child's health care provider. The caregivers
identified to provide all treatments and administer medication to the child listed in the specialized individual health care
plan are familiar with the child care regulations and have received any additional fraining needed and have demonstrated
competency to administer such treatment and medication in accordance with the plan identified.

PROGRAM NAME: FACILITY ID NUMBER: PROGRAM TELEPHONE NUMBER:
CHILD CARE PROVIDER'S NAME (PLEASE PRINT): E)ATE: j ;
CHILD CARE PROVIDER'S SIGNATURE:
X
| agree this Individual Health Care Plan meets the needs of my child. Yes [ No [

| give cons_ent 16 share information about my child's allergy with all program caregivers in a non-discreet way. | support
the strategies the program implements to keep my child from being exposed to known allergen(s). | acknowledge these

strategfes may include visual reminders that may result in the disclosure of my child's confidential allergy information to
non-child care staff. Yes [] No []

Signature of Parent:

DATE:
X o / /




OCFS-5029 (01/2021) '

NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES
INDIVIDUAL ALLERGY AND ANAPHYLAXIS EMERGENCY PLAN

Instructions:
e This form is to be completed for any child with 2 known allergy.

« The child care program must work with the parent(s)/guardian(s) and the child's health care provider to develop
written instructions outlining what the child is allergic o and the prevention strategies and steps that must be taken
i the child is exposed to'a known allergen or is showing symptoms of exposure.

e This plan m_usi: l?e reviewed upon admission, annually thereafter, and anytime there are staff or volunteer changes,
and/or anytime information regarding the child's allergy or treatment changes. This document must be attached fo
the child’s Individual Health Care Plan.

e Add additional sheets if additional documentation or instruction is necessary.

Child’s Name: Date of Plan: [ {
Date of Birth: { [ Current Weight: Ibs.
Asthma: [ Yes (higher risk for reaction) [ No
My child is reactive to the following ailergens:
' Type of Exposure: =
Allergen: b (i:e;,aairﬁldmcbnfa;cﬂfﬁ'gé'sﬁbmaetc:),:' B i eck :
: et i RN AR (TS S TSR ST Yl g
"1 L] Shortness of breath, wheezing, or coughin
[ Pale or bluish skin, fainmess, wezk pulse, dizziness

[ Tight or hoarse throat, trouble breathing or
swallowing
[ Significant swelling of the tongue or fips

] Many hives over the body, widespread redness

[ Vomiting, diarrhea

[] Behavioral changes and inconsolable crying

[ Other (specify)

T Shortness of breath, wheezing, or coughing

[ Pale or bluish skin, faintness, weak pulse, dizziness

[ Tight or hoarse throat, frouble breathing or
swallowing

' Significant swelling of the tongue or lips

] Many hives over the body, widespread redness

J Vomiting, diarthea

] Behavioral changes and inconsolable crying

[] Other (specify)

] Shortness of breath, wheezing, or coughing

[ Ple or bivish skin, faintness, weak pulse, dizziness

] Tight or hoarse throat, trouble breathing or
swallowing

[ Significant swelling of the tongue or lips

. . [J Many hives over the body, widespread redness

[ Vomiting, diarrhea

[J Behavioral changes and inconsolable crying

] Other (spesify)

If my child was LIKELY exposed to an allergen, for ANY symptoms:
] give epinephrine immediately

f

If my child was DEFINITELY exposed to an allergen, even if no symptoms are present.
O give epinephrine immediately |

Page1of 3



OCFS-5025 (01/2021)
Date of Plan: / /

THE FOLLOWING STEPS WILL BE TAP';EN [F THE CHILD EXHIBITS SYMPTOMS including, but not limited to:
o Inject epinephrine immediately and note the time when the first dose is given.

o Call 911/local rescue squad (Advise 811 the child is in anaphylaxis and may need epinephrine when emergency
responders arrive). "

o Laythe person flat, raise legs, and keep warm. If breathing is dificutt or the child is vomiting, allow them to sit up
or lie on their side.

o If symptoms do not improve, or symptoms return, an additional dose of epinephrine can be given in consultation
with 811/emergency medical technicians. #

« Alert the child’s parents/guardians and emergency contacts.
o After the needs of the child and all others in care have been met, immediately notify the office.

MEDICATION/DOSES
» Epinephrine brand or generic: 1
+ Epinephrine dose: [] 0.imgIM [] 0.18mg M 1 0.3mgIM

ADMINISTRATION AND SAFETY INFORMATION FOR EPINEPHRINE AUTO-INJECTORS
When administering an epinephrine auto-injector follow these guidelines: '

o Do not put your thumb, fingers or hand over the tip of the auto-injector or inject into any body part other than the
mid-outer thigh, If 2 staff member is accidentally injected, they should seek medical attention at the nearest
efnergency room.

o If administering an auto-injector to a young child, hold their leg firmly in place before and during injection to
prevent injuries.

o Epinephrine can be injected through clothing if needed.
o Call 911 Immediately after Injection.

STORAGE OF EPINEPHRINE AUTO-INJECTORS
o Al medication will be kept in its orlginal labeled container.
o Medication must be kept in a clean area that is inaccessible to children,
o Al staff must have an awareness of where the child’s medication is stored.
+ Note any medications, such as epinephrine auto-injectors, that may be stored in a different area.
o Explain here where medication will be stored:

MAT/EMAT CERTIFIED PROGRAMS ONLY

Only staff listed in the prograri’s Health Care.Plan as medication administrant(s) can administer the following

medications. Staff must be at least 18 years oid and have first aid and CPR certificates that cover all ages of children in
care.

e Anthistamine brand or geneéric:
o Antihisiamine dose:
»  Other (e.g., inhaler-bronchodilator if wheezing):

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

$TORAGE OF INHALERS, ANTIHISTAMINES, BRONCHODILATOR .

All medication will be kept in its original labeled container. Medication must be kept in a clean area that is inaccessible to
children. All staff must have an awareness of where the child’s medication is stored. Explain where medication will be
stored, Note any medications, such as asthma inhalers, that may be stored'in a different area.

Explain here: i

Page 2 ofé



OCFS-8029 (01/2021)

STRATEGIES TO REDUCE THE RISK OF EXPOSURE TO ALLERGIC TRIGGERS ‘
The following strategies will be taken by the child care program to minimize the risk of exposure to any allergens while
the above-named child is in care (add additional sheets if needed):

Document plan here:

EMERGENCY CONTACTS ~ CALL 911

Ambulance: ( ) -

Child's Health Care Provider: Phone #: ( ) ®
Parent/Guardian: Phone #: ( ) -
CHILD’'S EMERGENCY CONTACTS g ey M

Name/Relationship: Phone: ( ) -
NarﬁefRe]ationship: _ Phone#: ( ) -
Name/Relationship: Phone#: ( ) s
Parent/Guardian Authorization Signature: Date: / [
Physician/HCP Authorization Signature: Date: / /
Program Authorization Signature: Date: , / /

Page 30f3



OCFS-LDSS-7T00Z (5/2015) FRONT E
NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES
MEDICATION CONSENT FORM
CHILD DAY CARE PROGRAMS

« This form may be used to meet the consent requirements for the administration of the following: prescription

medications, oral over-the-counter medications, medicated paiches, and eye, ear, or nasal drops or sprays.
«  Only those staff certified to administer medications to day care children are permitted to do so.
« One form must be completed for each medication. Multiple medications cannot be listed on one form.

« Consent forms must be reauthorized at least once every six months for children under 5 years of age and at least once
every 12 months for children 5 years of age and older.

LICENSED AUTHORIZED PRESCRIBER COMPLETE THIS SECTION (#1-#18) AND AS NEEDED (#33 - 35).

1. Child’s First and Last Name: T 2. Date of Birth: 3. Child’s Known Allergies:
: [
4. Name of Medication (including strength): 5. Amount/Dosage to be Given: 6. Route of Administration:

7A. Frequency to be administered:

OR

7B. Identify the symptoms that will necessitate administration of medication: (signs and symptoms must be observable and, when
possible, measurable parameters):

8A. Possible side effects: [ See package insert for complete list of possible side effects (parent must supply)
AND/OR '

8B: Additional side effects:

9. What action should the child care provider take if side effects are noted:

1 Contact parent [ Contact health care provider at phone number provided below
[0 Other (describe):

10A. Special instructions: L] See package insert for complete list of special instructions (parent must supply)
AND/OR
10B. Additional speciel instructions: (Include any concemns related fo possible interactions with other medication the child is receiving or

concemns regarding the use of the medication as it relates to the child’s age, allergies or any pre-existing conditions. Also describe
situation's when medication should not be administered.)

11. Reason for medication (unless confidential by law):

12. Does the above named child have a chronic physical, developmental, behavioral or emotional condition expected to last 12 months
or more and requires health and related services of a type or amount beyond that required by children generally?

O No [ Yes If you checked yes, complete (#33 and #35) on the back of this form.

13. Are the instructions on this consent form a change in 2 previous medication order as it relates to the dose, time or frequency the
medication is to be administered?

O No I Yes Ifyou checked yes, complete (#34 <#35) on the back of this form,

14. Date Health Care Provider Authorized: 15. Date to be Discontinued or Length of Time in Days to be Given:
I

[ !
17. Licensed Authorized Prescriber’s Telephone Number:

18. Licensed Authorized Prescriber's Name (please print):

18. Licensed Authorized Prescriber’s Signature:
%




A M 1w (Wi r b e

. NEW YORK STATE
OFFICE OF CHILDREN AND FAMILY SERVICES

MEDICATION CONSENT FORM
CHILD DAY CARE PROGRAMS

PARENT COMPLETE THIS SECTION {#19 -#23)
10, If Sectlon #7A Is completed, do the Instructions indicate a speclfic time to administer the medication? (For example, did the licensed
authorized prescriber wrlte 12om?) L1 Yes ONna O No

Write the specific time(s) the child day care program Is to administer the medication (Le.: 12 pm):

20. |, parent, authorize the day care program to administer the mediéaticn, as specified on the front of this form, to (child’s name):

21, Parent's Name (olease print): 22, Date Authorized:
I
23, Parégst‘s Signature:
X )
CHILD DAY CARE PROGRAM COMPLETE THIS §ECTION (#24 -#30)
24, Program Name: | 28 Facility 1D Number: 26. Program Telephone Number:
Bright Star Academy 658827 (516)766-5699

97, | have verlfied that (#1 - #23) and If applicable, (#33 - #38) are complete. My signature Indicates that all Information needed to glve
this medication has been glven to the day care program.

08, Staffs Name (please print): 29, Date Recelved from Parent:
- I

30, Staff Slgnature:
X

ONLY COMPLETE THIS SECTION (#31 - #32) IF THE PARENT REQUESTS TO DISCONTINUE THE MEDICATION
PRIOR TO THE DATE INDICATED IN (#15)

31. |, parent, request that the medication Indicated on this consent form be discontinued on ]

|

(Date)

Once the medication has been discontinued, | understand that If my child requires-this medlcation in the future, a new written medication
consent form must be completed.

32, Parent Slgnature:
X

LICENSED AUTHORIZED PRESCRIBER TO COMPLETE, AS NEEDED (#33 ~#35)
33, Describe any additional training, procedures or competencies the day care program stafi will nead to care for this child.

34, Since there may be instances where the pharmacy will not fill 2 new prescription for changes In a prescription related to doss, tlm‘e-or

frequency untll the medlcation from the previous prescription s completely used, please indi i
the adminlstratlon of the prescription to take plecg. P Peey  oess cloots e dei Yol e ording e A n

DATE: | /

By completing this sectlon, tha day care program will foll i ;
g e, et y program will follow the written Instruction en this form and not foliow the pharmacy label untll the

35. Licensed Authorlzed Prescriber’s Signature:
X




FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Food Allergy Reseasch & Education

Name: D.0.B.: PLACE

| - PICTURE
Allergic to: _ , : HERE
Weight: ___Ibs. Asthma: OJ Yes (higher risk for a severe reaction) [ No

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

Extremely reactive to the following allergens:_
THEREFORE:

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

FOR ANY OF THE FOLLOWING: :
SEVERE SYMPTOMS MILD SYMPTOMS

ONONONCRICECRCR

LUNG HEART THROAT MOUTH ltchyor  lichy mouth A few hives, Mild
Shortness of ~ Paleorbluish ~ Tightorhoarse  Significant runny nose, mild itch ~ nausea or
breath, wheezing, skin, faintness,  throat, trouble  swelling of the sneezing discomfort
repetitive cough weak pulse, breathing or tongue or lips
diziness 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 antinistamines may be given, if ordered by a
body, widespread  vomiting, severe something bad is ~ Dody areas.

healthcare provider.

redness diarrhea about to happen, . .
. anxiety, confusion 2. Stay with th:e person; alert F;crnergea:cy contacts.
s worsen,
Sy oy B iy W ‘ 3. \é\;j:czp?;zzehyrri ;oer changes. If sympioms
1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell emergency dispatcher the person is having
anaphylaxis and may need epinephrine when emergency responders . MEDICATIONSI DOSES
arrive. . y ;
i . i o i . . Epinephrine Brand or Generic:
e Consider giving additional medications following epinephrine:
»  Antihistamine Epinephrine Dose: (1 0.1 mgM D 0.15mgm [ 03 mgim
» Inhaler (bronchodilator) if wheezing
e Lay the person flat, raise legs and keep warm. If breathing is Antihistamine Brand or Generic:

difficutt or they are vomiting, let them sit up or lie on their side.
o |f 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.

e . Transport patient to ER, even if symptoms resclve. Patient shouid
remain in ER for at least 4 hours because symptoms may return. J

Antihistamine Dose:

Other {e.g., inhaler-bronchodilator if wheezing): _

PATIENT OR PARENT/GUARDIAN AUTHORIZATION SIGNATURE DATE PHYSICIAN/HCP AUTHORIZATION SIGNATURE DATE
FORM PROVIDED COURTESY OF FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 5/2020



FARE  FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLAN

Foad Allerpy Research & Edugation

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 (AUTHORIZED
GENERIC OF EPIPEN®), USP AUTO-INJECTOR, MYLAN AUTO-INJECTOR, MYLAN
1. Remove the EpiPen® or EpiPen Jr® Auto-Injector from the clear carrier tube,

Grasp the auto-injector in your fist with the orange tip (needle end) pointing downward. With your other hand,
remove the blue safety reléase by pulling straight up.

2

3. Swing and push the auto—in%ac’tor firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for
3 seconds (count slowly 1, 2, 3).

4

Remove and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away.
HOW TO USE IMPAX EPINEPHRINE INJECTION (AUTHORIZED GENERIC OF ADRENACLICK®),
USP AUTO-INJECTOR, AMNEAL PHARMACEUTICALS e
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
4,

hold firmly against the thigh for approximately 10 seconds.
Remove and massage the 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
Quickly twist the vellow or green cap off of the auto-injector in the direction of the "twist arrow” to remove it.

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. ‘

Place the orange tip against the middle of the outer thigh at a right angle to the thigh.

Swing and push the aute-injector firmly into the middle of the outer thigh until it ‘clicks’. Hold firmly in place for 3
seconds (count slowly 1, 2,°3)

Remove and massage the injection area for 10 seconds. Call 911 and get ernergency medical help right away.

= R S

OW TO USE SYMJEPI™ (EPINEPHRINE INJECTION, USP)
When ready to inject, pull off cap to expose needle, Do hot put finger on top of the device.

H

1

2. Hold SYMJEP! by finger grips only and slowly insert the needle into the thigh. SYMJEPI can be injected through
clothing if necessary.

3

4

5

After needle is in thigh, push the plunger all the way down until it clicks and hold for 2 setonds.
Remove the syringe and massage the injection area for 10 seconds. Call 911 and get emergency medical help right away. ™
Once the injection has been administered, using one t}and with fingers behind ti_'le jeedle)s]idq safety guard over needle.

ADMINISTRATION AND SAFETY INFORMATION FOR ALL AUTC-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 irmediately o 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 cah be injetted through clothing if needed.
4, Call 911 immediately after injection.

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

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

EMERGENCY CONTACTS — CALL 911 OTHER EMERGENCY CONTACTS

RESCUE SQUAD: NAME/RELATIONSHIP: PHONE:
DOCTOR: PHONE: : . NAME/RELATIONSHIP: PHONE:
PARCNTRUARDIAR: ' PHONE: NAME/RELATIONSHIP, PHONE:

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



