OGFS-LDSS-7006 {5/2014) 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 approved equivalent to document an individual health care plan developed for a child with
special health care needs,

A child with a special heaith care need means a child who has a chronic physical, developmental, behavioral
or emotional condition expected to Jast 12 months or more and who requires health and related services of a
type or amount beyond that required by children generaily,

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:

Name of the child's heaith care provider; Ol Physician
[ Physiclan Assistant
[ Nurse Practiforer

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 infarmation completed on the medical statement at the time of enrollment or
information shared post enroliment.

SCHOOL DISTRICT:; SITE; B/22

DIAGNOSTST ALLERGY TO:

SYMPTOM AND TREATMENT OPTIONS:

| oI SEVERE ALLERGY SYMPTOMS (ANAPHYLAXTS) ARE PRESENT ADMINISTER EPINEPARINE AUTO
INJECTOR IMMEDIATELY {F ORDERED AND AT PROGRAM ~CALL 911 THEN CALL PARENT, Fhsnkksin

T MILDALCERGY SYMPTOWMS WAV INCEODE: LAY REDSRINRUNNY NOSE, TTCHY MOUTH FARCAT,
MILD HIVES.

ADMINISTER DIPHENHYDRAMINE IF ORDERED, AND AT PROGRAM, MONITOR CHILD CLOSELY TOQ SEE IF
L%

2) SEVERE ALLERGY SYMPTOMS (ANAPHYLAXIS) MAY INCLUDE:SEVERE HIVES, SWELLING LIPS/FACE

TROUBLE BREATHING.
MINISTER EPINEBHRINE AUTO INIECTOR IE ORDERED, AND AT PROGRAM. CAI | 914

IMMEDIATELY, THEN PARENT.

TP TRERE ARENU NVELTCATIONS AT PROGRAM (SLUUPETORMALORIF SYMPTOMS WORSEN.

CALL 911 IMMEDIATELY, THEN CALL PARENT.,

ALWAYS REMAIN WITH CHILD /ENCOURAGE CHILD TO TAKE SLOW DEEP BREATHS/REMAIN CALM

***If the instructions on this form differ from the Medlcafion Consent Form instructions, please follow the Pealth Care
Providers.instructions ontha Medication Consent Eormttikns

****OCFS Form 6029 Must be signed by Medical Provider and placed in the MAT Bindar*+++

If anaphylaxis is identified and for an Epinephrine Auto Injector has been administered, OCFS must be notified
L immediatelv by usina Form 4436 or an approved equivalent

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)

CPR/First Aid, Medication Administration Training (MAT)

CPR,First Aid, Medication Administration Training (MAT)
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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 heaith care
provider. This should include information completed on the medical statement at the time of enrollment or information
shared post enrollment, In addition, describe how this additional training and competency will be achieved Including
whe will provide this training.

Most staff is trained in CPR& First Aid, some staff are trained {o give medications, (MAT). Additional staff training
can be provided by SCOPE's Health Care Consultant,and parent if needed.

MAT trained staif and program staff will be instructed by the parent, and or Health Care Consultant in the

adminisiration of Emergency Medications, (Epnephrine Auto injector) when Emergency Medications are accepted
| at {he program

LIST ANY RESTRICTIOS OR | IMITATIONS WHILF AT SCOPE:

L

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

Program Name: License/Regisirafion Number: Program Telephone Number,

Child care providers name (please print): Date:

Child care providers signature:

X

Signature of Parent:

,_ Date:
X
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NEW YORK STAT=

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, ora) over<the-counter Meadications, medicated patches, and eye, @ar, or nasal drops or sprays,

= Only those staff ceriifiod o administer medications to day care children are permitted to do so,

*  One form must be completed for each medication, Multible medications cannot be listed on one form,

* Consent forms must be reauthorlzed at least once every six months for children under 5 years of age and af least onee

©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: 2, Date of Brtyy: 3. Child’s Known Allergles:
/o
4. Name of Medication (including strength): {5. Amount/Dosage o be Givan: 8. Route of Administration:

TA. Freguency to be administered:
OR
7B, Identlfy the symptoms that will necessitate administration of edleation: (stans and syriptoms must he obsorvable and, when
Possible, measurabie parameters):
——

8A. Possible sids aifects: [J ses package ingart for complete fist of possible slde effects (parcnt must supply)
AND/OR

88: Additioral side effects:
9. What action shoutd the child Care provider take if side effects ars noteq:

Contact parent ] Contact health care proviger at phone numper provided helow
CJ Other (desctive); L

AND/OR

10B. Additiona) spectal Instructions: (Ingriude ally concerns refated fo possible Interactions with other medication the child Is receiving oy
concerns regarding the yse ofthe medication as X telates to the chlld’s age, allergios or any Pre-exjsting conditions, Also describe

Shuation's when madicatlon should not be administereq, ¥

sfructions on thig
medleation Is to he administerag?

[ No [T Yes Ifyou checkad yes, complete
14. Date Health Care Provider Authorized:
/o

8 medication order g ¢ relates to the dose, time orfrequency the

(#34 ~#35) on the back of this form,

15, Date to be Disconfinuad or Length of Thme In Days to be Glven;
[
17. Licensad Authorized Prescriber's Telephonie Number:

16. Liconsed Authorlzed Preseribar's Name (pleage print):

16. Licensed Atthorized Preseriber's Slgnature;
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NEW YORK STATS
OFFICE OF CHILDREN AND FAMILY SERVICES

MEDICATION CONSENT FORM
CHILD DAY GARE PROGRANMS

PARENT COMPLETE THIS SECTION {#19 ~#23}
19. If Section #7A Is completed, do the instructions Indlcate a spaclfic time 1o administer the medication? (For example, did the ficensed
avthorized prescriber write 12em7) [d¥Yes [ NA [J No

20. 1, parent, autharze the day care program to adm Inister the medication, as specified on the front of this form, to (child's name);

21. Parent's Name (plegse pring); f 22, Date Authorized:
P

23, Parent's Signature:
X

CHILD DAY CARE PROGRAM COMPLETE THIS SECTION (#24 -#30)
F. Program Nane: 25. Facility 1D Number: , 26. Program Telephona Numbar: }

this medication has been given o the day care pragram,

28, Staff's Name (please pring:
—_—
X

29, Date Receivad from Parent:
A

27, | have verlfied that (1 « #23) and Jf applicable, (#33 ~#36) are oomiplete, My slgnature indicates that all information neaded to give 7
30. Staff Signature; 7

ONLY COMPLETE 'THIS SECTION (#31 ~#32} IF THE PARENT REQUESTS TO DISCONTINUE THE MEDICATION
PRIOR TO THE DATE INDICATED [N (#15) '

81. ), parent, reques( that the medication indlcated on thig consent form ba discontinued on F
{Date)
Once the medlcation hag been discontfnuer, ; understand that Jf Iny child requires this medication n the future, a new wriiten Mmedloation
consent farm must hg completed,
32. Rarent Signature;
X

34. Slnce thers may be instanoes whereg the pharmacy wij notfill & new presoription for changes ina brescription related to dose fme o

irequancy until the medication from the Previous prescription Js completely used, please Indicate the date You are ardering the ch:ange in
the administration of the prescription to take place,

DATE: ;]
L AL
By complating this soclion, the day care program wiil follow the writien instruction on this form ang aotiollow the pharmacy (abe unt| the

New presotiption has been fillad,
35, Licenisad Authorized Freserlber's Signature;

i

—_—
LICENSED AUTHORIZED PRESCRIBER TQ COMPLETE, AS NEEDED (#33 ~#35)
8 ' P ing, provedures or Sompetencies the day are program staff will nesd to care for this chitd ]]
-

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

Instructions:
* This form s to be compileted for any child with a known affergy.

*  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 to and the prevention strategies and steps that must be taken
if the child is exposed to a known allergen or is showing symptoms of exposura,

* This plan must be reviewed upon admission, annually thereafter, and anylime there are staff or volunteer changes,
and/or anytime information regarding the child's allergy or freatment changes. This docurnent must be attached to
the child's Individual Health Care Fian,

*  Add additional sheets if additional documentation or instruction is recessary.

[ Ghit's Name: Date of Plan: I
Date of Rirth: / / Current Weight: |bs,
Asthma: [T] Yes (higher risk for reaction) [J No
My ehild is reactive to the following allergens:

o ey STy ey e
?@W@W@Wg@ %}%@@9@@?{,{%5%“#%%
BRI Mﬁ,.}?ﬁa % ﬁsimrsﬁismfm S R #ﬁ%) i

e

et

£ Tight or hoarse throat, frouble breathing or
L1 Many hives over the body, widespread redness
] Other {speciy)
{1 Tight or hoarse throat, trouble breathing or
[ Many hives over the body, widespread redness
[T Otrer (spacl
Tight or hoarse throat, trouble breathing or
Cl Many hives over the body, widespread redhess
L]__gﬁer (specify)
immediately

‘g’t‘&‘@éﬁﬁ%@j" E*'ﬁjﬁ_t"%fr}é%:@b“&'flj?ﬁi’t’éﬁ AT
I AT AU ';):: i it
L] Shortness of breath, wheezing, or colghing
(] Pale or bjujsh skin, faintness, weak bulse, dizzingss
swallowlng
[T significant sweilling of the tongue or lips
[J Vemiting, diarthea
(] Behavioral changes and inconsojable arylng
i_J Shortrness of braath, wheezing, or coughing
L] Pale or blujsh skin, falntness, weal pulse, dizzlness
swallowing
[ Significant swelling of the tongue or lips
7 Vomiting, diarrhea
[Z] Behavioral changes and inconsolzple arying
L] Sheriness of breath, wheezing, or CoUghing
[ Pals or bluish skin, faintness, weak pulse, dizzlness
swallowing
Signlficant swelling of the tongus or lips
O Vomiting, diarhes
Behavioral changes and inconsolablg crying
i my child was LIKELY exposed to an allergen, for ANY symptoms:
give spinephrine |
If my child was DEFINITELY exposed to an allergen, aven I fo symproms are present:
] give epinephtine immediately
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OCFS-6629 (01/2021)
Date of Plan: / /

THE FOLLOWING STEPS WILL BE TAKEN IF THE CHILD EXHIBITS SYMPTOMS including, but not limited to:
* Inject epinephrine immediately and note the time when the first dose js given,
* Gall 911/local rescue squad (Advise 911 the child is in anaphylaxis and may need epinephrine when emergency

responders arrive), - ‘
* laythe person flat, ralse legs, and keep warm. If breathing Is difficult or the child is vomiting, alow them to sit up

or lie oh thelr side,

+  [Fsymptoms do not improve, or symptoms return, an additiona dose of epinephrine can be given in consultation
with 911/emergency medical techniclans. .

s Alert the child's parents/guardians and emergency contacts.

* After the needs of the child and all others in care have been met, immediately notify the office,

MEDICATION/DOSES
*  Epinephrine brand ar generic:
* Eplnephrine dose: [7] 0,1 mgiM [T ots5mgiM ] 0.3 mg 1M

ADMI&ISTRATION AND SAFETY INFORMATION FOR EPINEPHRINE AUTO-INJECTORS
When administering an eplhephrine auto-injactor follow these guidelines:

* 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 a staff member js accidentally infected, they should seek Medical atteniion at the nearest

emergency room.

* [fadministering an auto-injector to g young chlid, hotd thejr leg firmly in place before and during injection to
prevent injuries,

* Eplnephtine can be Injected through clothing if needed.

s Call 911 Imimedlately after injection,

STORAGE OF EPINEPHRINE AUTO-INJECTORS
* Al medication wil] be keptin its originai labeled container,
*  Medication must be keptin a clean ares that Is inaccessible to children.
* Al staff must have an, awareness of where the child's medication is stared,
* Note any medications, such as epinephrine auto-injectors, that may be stored in g different area,

= Explain here where medication wil be stored: Inaccessible to ohildren, and will go where child goes in g fanny
pack, backpack, orin a medication container inside & locked cabinet,

MATIENAT CERTIFIED PROGRAMS ONLY

Only staff listed In the program’s Healith Care Plan as medieation administrant(s) can administer the following

énc;dfcations. Staff must be at least 15 years old and have first glg and CPR certificates that cover alf ages of children In
are,

*  Anthhistamine brand or generi;
*  Antihistamine dose:
*  Other (e.g., inhaler—bronchodilator if wheezing);

*Note: Do not depend on antihistamines or Inhalers (bronchodflators) fo treat a severe reaction, USE
EPINEPHRINE.

STORAGE OF INHALERS, ANTIHISTAMINES, BRONCHODILATOR

All medication will be kept In its original labelad container, Medication must be kept [ a clean area that is inaccessible to
children, Al staff muyst have an awaraness of where the child's medicaticn is stored. Explait where medlcation will be
stored. Note any medications, such as asthma inhalers_, that may be stored In a different area,

Explain here; Inaccessible to children, and wi 90 where child goes jn 5 fanny pack, backpack, or in a medication container
inside & locked cablnet
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STRATEGIES TO REDUGE THE RISK OF EX
The following strategies will be taken by the chi

POSURE TO ALLERGIC TRIGGERS _
Id care program to minimize the risk of exposure fo any allergens while

the above-named child js in care (add addltionat sheets If needed);

Document plan here;

Avold child’s documented aliergen(s)

! W
(A
(e

Chlld's Health Care Provider:

Parent/Guardian;

;

C
v Eees Yo B =L o

Name/Reratfonship:

3

S N E R G e R

W
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Name/Relatfonship:

’i!ame/Re!aﬂonship:

' Parent/Guardian Authorization Signature:

Physlclarn/HOp Authorization Signature:

Program Autharization Signatura:

5 |§
5 |7
N
— Py
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