{ A Lara Lake MEDICAL INFORMATION FORM

$Y

NS # Primary School

1.D. Code: ...ovvuueririnnriiinnniiineeniiieecssneeesnns Grade: ... saens Date of Birth: ......ccoeevverivinesscsnneericnnns
Child’s SUrNAME: .....eciiiiiiiiiteiniiiete e aaees GIVEN NAMES: ..cocveriiiieieiinieicieeree e ae s aseeses
T L LTS N Phone No:.......ccovviuieiiiineciiineciciinneenn.
Father's Name:.......ccccceiiiiieiiiiinieininieinneesseessseesssseesssseeee Business Phone NO:......cccoviiiiieeiiiinniinineninsenenseeessseesssseeesenes
Mother’s Name:.......cccivinieiiiineiiiinniiineneieieeiesnessnenessnnee Business Phone NO:......ccccceeiiiireiiiineinnineninsenenseeessneessssnecsenes
Father’s Mobile:.........ccoovueiiiieiiininiiinitiiniierneeeeeee e Mother’s Mobile:.........ccoovvuiiiieriiiiiiiiniiiiiieie e,
Name of doctor to call in CASe Of EMEIGENCY: ...ccciiiiiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeteeeeteeeeeessssssssssssssssssssssssssssssssssssssssssssssssssnssssssssssns
T L LT N Phone NO:.......ccoevueeriiineeniinnnnnn.

Name of Dentist: .......ccoveiiiiieiiiinineininneinieeeseesse e ssseees Lo 11Ty TN [
T L LT3
Are you a current member of an ambulance fund? Yes / No Medicare NO.: ...ccoeeeeeeeeeceerreeennenereeeennns

Name of relative or friend to contact in an emergency (if parents are unavailable)

[\ E= T3 1 L= Phone NO: ...ccciiiiiiiiiiiccceccceecececeeeeeeeeeeeeeeeeeeeeeessessesssssssssassnssssssnsnnnes
AAAIESS: ..eereeeceeeneeasesese st e see s stessae s s s s s s s s s sssssssssssssssssssssssssssssssssssessssssssssessssssssssssssssssssseseesesssssssssssnseestosesseestessenseseessssasssensessssaessesasnnenesn
In the event of the School being unable to contact either the parents or doctor named Signed:

above, | give consent to my child receiving care from a doctor or hospital nominated

by the school. Date:

MEDICAL HISTORY — CONFIDENTIAL

Does the child suffer from any of the following? (Please provide Plan from Doctor and discuss requirements with Administration).

ANAphylaxis.......coceveerninnrcnsnssesnsnnans Asthma: ... (Please complete information on the next page).

Epilepsy: ...cccccvririinnnnnnns Diabetes: ......cccoeeerrrnnnnnee Haemophilia: ........cc..... Allergies:....cccceveeriiniiiinnnnns
ANAPNYIAXIS: cvvreiiiirriiinsiesisissie st sessns s sessssessesssssnssessnssnssessss sessassnssns snssessns ses sassns sns sassns sussesns sussassns sbssassns sns sus ses ns ses ses sns sussnssns sussnssnssnssessnssnssessnssnssssssss
Have you provided an Epipen: Yes / No Have you provided an Anaphylaxis Action Plan (attached to this sheet): Yes / No
ANY OLhEr SEIIOUS IINESS: ..ciiiiiiiiiiiiiiiiiiiiiii e eeeeeeesssessesssseessssessssssssssssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsns
What treatment is he/She Presently FECEIVING? .......ccvveiecrreiicrseteierreeeieseeeieseeeeesseeesesssessesssssssssssesesssssesssssssesssssesssssssssssssssssssasessssnnesssssanes
Has he / she been immunised? Yes / No Does office have a copy of immunisation certificate? Yes / No
If glasses are worn, when were eyes last tested: eeeeeeeeeseeseeesesssessessssssssssnsnsnnsssnnsnnsnnnsnnssnnssasssrennaanaaanns

(014 T=T oo T 4T 4 1= 4L
SCHOOL ASTHMA MANAGEMENT Please complete this section if your child suffers from asthma.

What are the student’s usual symptoms of asthma? (please tick)



{ f“ Lara Lake MEDICAL INFORMATION FORM

NS # Primary School

[] Wheezing UJ Tightness of chest [] Coughing ] Difficulty breathing

[] other (please deSCribe) .......uvrenerereeneeerenneresseseeseneesesesnenes

What are the students signs / symptoms of worsening asthma? (Please describe)

Is medication usually required at school? Yes/ No (If yes, please provide the following information)

Medication Dosage How Often

Does the student need pre-exercise medication? Yes / No (If yes, please provide the following information)

Medication Dosage Under what circumstances? (e.g. cross country)

Does the student require assistance / supervision from staff while taking medication? Yes/ No (If yes, please provide the following
1) o1 T 11 [ N eeeserresseerensetenesetrnesstrasserensssrnnnes

Other relevant information e.g. trigger factors, side effects from medication, etc. ..................

EMERGENCY ACTION PLAN

VICTORIAN SCHOOLS ASTHMA POLICY FOR EMERGENCY TREATMENT OF AN ASTHMA ATTACK
(DEECD School Policy and Advisory Guide — Asthma Attacks: Treatment)

1.  Sit the person upright, be calm and reassuring, do not leave them alone, and seek help if required. Note: Breathing is easier sitting rather than lying
down.

2.  Give medication: give 4 separate puffs into the spacer, shaking the puffer between each puff. (Shake the blue reliever puffer. Use a spacer if you have

one)

Ensure student takes 4 breaths from the spacer after each puff.

Wait 4 minutes.

If there is no improvement, repeat step 2

If there is still no improvement call an ambulance (000). Tell the operator the person is having an asthma attack.

Keep giving 4 puffs, getting the student to take 4 breaths per puff, every 4 minutes while you wait for emergency assistance.

If asthma is relieved after administering the 4x4x4 procedure stop the treatment and observe the student. Notify the student’s emergency contact

person and record the incident.

PN U AW

Student’s emergency treatment (if different from above)

Medication Dosage (e.g. 2 puffs) Method (e.g. puffer and spacer) How Often (e.g. every 4 mins.)
Additional Comments: Ceeheietsatseeeaee et SRR she e SRt R Ees SRR RS SR SHR RS SE2 ER SRS SER SIS SR SER RS SRS AR ERS SRS BOR SR SHR RS SRS ORHRE SER SRS SR SeR RS SRS SeRRRS SRR ROE S8
DECLARATION

In the event of an asthma attack at school, | agree to my child ..........ccccoevuiiieinininniiviiise s receiving the treatment described

above. | also agree to pay all expenses incurred for any ambulance service or medical treatment deemed necessary.

Parent’s/GUardian’s SINATUIE: .........cceveureerrereereeserereseessssesssssassesessssessssssssssssssssssssessssssssssssssssssasssssnne DAt ...ccevvveereeeereeennnneeenennnnnnns




