Admission Physical Packet Information:

Enclosed please find the Admission Physical Packet required for admission.

A current physical is required for admission. The Date of Exam must be after
August 10, 2025 to meet admission requirements. Any physical dated before
this will be returned.

This packet also includes the Asthma Treatment Plan, Allergy Emergency
Treatment Plan, and Seizure Action Plan. If any of these apply to your child,
please follow the directions below:

e Inhaler: If your child uses an inhaler, an additional inhaler form is required.
This form must be completed and signed by your child’s doctor. Parent and
doctor signatures are required at the bottom of the form. Please return this
form with the physical.

e EpiPen: If your child has an EpiPen, an additional form is required. The
doctor must complete and sign the form. A parent signature is also
required on the reverse side under the “May Self-Administer” section and
in the student information section. Return this completed form with the
physical packet. Please bring the EpiPen and Benadryl to school on the first
day.

The completed original physical form packet (the only acceptable version) and
any required medication forms must be returned to SJV by the first week of
May 2026. No faxes, copies, or alternate forms will be accepted. Please make
a copy for your records.



Preparticipation Physical Evaluation Medical Eligibility Form

The Medical Eligibility Form is the only form that should be submitted to
school. It should be kept on file with the student’s school health record.

Student Athlete’s Name Date of Birth

Date of Exam

o Medically eligible for all sports without restriction

o Medically eligible for all sports without restriction with recommendations for further evaluation or treatment of

o Medically eligible for certain sports

o Not medically eligible pending further evaluation
o Notmedically eligible for any sports

Recommendations:

[ have reviewed the history form and examined the student named on this form and completed the preparticipation physical evaluation. The
athlete does not have apparent clinical contraindications to practice and can participate in the sport(s) as outlined on this form. A copy of
the physical examination findings- are on record in my office and can be made available to the school at the request of the parents. If
conditions arise after the athlete has been cleared for participation, the physician may rescind the medical eligibility until the problem is
resolved and the potential consequences are completely explained to the athlete (and parents or guardians).

- Signature of physician, APN, PA

Address:

Name of healthcare professional (print)

I certify I have completed the Cardiac Assessment Professicnal Development Module developed by the New Jersey Department of
Education.

Signature of healthcare provider

Shared Health Information

Allergies

Medications:

Other information:

Emergency Contacts:

© 2019 American Academy of Family Physicions, American Academy of Pediatrics, American College of Spovis Medicine, American Medical Society for Sports Medicine,
American Orthopaedic Seciety for Sports Medicine, and dmerican Osteopathic Academy of Sports Medicine. Permission is granted 1o reprint for noncommercial, educational
purposes with acknowledgment.

*This form has been modified to meet the statutes set forth by New Jersey.



PHYSICIAN'S ORDERS FOR ALLERGY EMERGENCY TREATMENT

The abgve student is allergic to:

Pretious &pisode of anaphylaxis [ Yes ' No

Dose.

ig, p Ie.or bluish skin

EPINEPHRINE: (JEpiPen [ EpiPende [JOther

Give Epinephring for the following checked symptoms:

0 Head’ ack -
(:l Gut = abdomt

he absence of &’ schoo{_ nixrse a trait | def¢
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t ‘atlon of the following medtcatton(s)
phiring & antiistamine — . sirigle dose units

D This student has been trained and is capable of self-ad
named above, [] Epinephrine - single dose unit  []

“Under NJ state [aw, ordets for anfifiistamine ione santiot be self admiristered
[ This studerit is riot capable of sélf-administration of the medications named above.
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) RELEASE ‘OF LIABILITY

ASSUMPTION OF RISK, WAIVER, AN

_, the parent/legal guardian of {(“the Minor

Student”) do 'h'ereBy -’-a‘cl_mowl‘e&ge; and agree 10 the following with regard to the activities listed

below:

L

2.

Authority. ~ The undersigned represents and agrees that he/she is. the parent or legal
guardian.of the Minor Student; that he/she has full legal authority o act on behalf of the
Minor Stadent; and that he/she. zgrees to assume the risk(s) of the Miror Student’s
attendance at activities at, with, or en behalf of, St. John Vianney High School (“8JV”)
and its employees, agents, and/or velunteers, including but not limited te activities
involving food.

Assumption of Risk. The undersigned knowingly and freely ackngwledges that STV is
pot a food allergy-free school, including but.not limited to seafood and peanut allergies.
Accordingly, the undérsigned knowingly and freely assumes all risks. associated with
food allergies, including, but not limited to: cross contamsination; mislabeling of foad
products; the Minor Student choosing the incorrect food produet; change of ingredients
by a third-party food vendor; misjudgrment by the Minor Studerit or ofhers, or dny other
risks associated ‘with food allergies. The undersigned knowingly and freely assumes full
responsibility for all potential risks associated with food allergies, even if such risks. arise
from the negligence of STV, its agents, directors, officers, employees, andfor volunteers,
including but not limited to Steven DiMezza, President, The Diocese of Trenton, and, the
Most Reverend. David M. O’Connell, CM, Bishop of Trenten.

Indemmnification. The undersigned agrees to indemmify, defend, and hold harmless STV,
its employees, agents, directors, officers, employees, and/or volunteers including but not
limited to Steven DiMezza, President, The Diocese. of Trenton, and, the Most Reverend
David M. O’Connell, CM, Bishop of Trenton {the “Inderninitees™) frotn and against any

and all claims, demands, and causes of action, or possible causes of actien, arising out of

or related fo any loss, damage, or injury thaf may be sustained by the Miner Student
related to any food allergies, known or unknewn. Likewise, the undersigried agrees o
waive any and all personal claims, demands, and causes. of action, or pessible causes of
action related to any food allergies, known or unknowm, against fhe Indemnitees.
WAIVER AND RELEASE. The undersigned, on behalf of himself or herself, and
the Minor Student, as well as his/her heirs, assigns, personal representatives and
next of kin, HEREBY RELEASES AND HOLDS HA MLESS STV, its. agents,
directors, officers, employees, andfor volunteers including but not limited to Steven
DiMezza, President, The Diocese of Trenton, and, the Most Reverend David M.
O*Connell, CM, Bishop of Trenton (collectively the “Releasees”) WITH RESPECT
TO ANY AND ALL INJURY, JLLNESS, DISABILITY, DEATH, or loss or damage
to person or property, WHETHER ARISING FROM THE NEGLIGENCE OF
THE RELEASEES OR OTHERWISE.

Governing Law. If any sectfon, paragraph, clause or provision of this assumption of the
risk, waiver of liability and release agreement shall for any reason be held to. be imvalid or




unenforceable, the invalidity or unenforceability of such section, paragraph, clause or
provision shall not affect any of the remaining provisions of this assumption of risk,
waiver of liability and release agreement, the intent being that the same are severable.
This Agreement shall be construed in accordance with and govetned by the laws of the
State of New Jersey without regard to.conflicts of law principles.

I HAVE READ THIS ASSUMPTION OF RISK, WAIVER, AND RELEASE OF
LIABILITY, EULLY UNDERSTAND ITS TERMS, UNDERSTAND THAT I HAVE
GIVEN UP- SUBSTANTIAL RIGHTS BY AGREEING TO IT ON MY OWN BEBALF
AND/OR ON BEHALF OF MINOR STUDENT IDENTIFIED BELOW, AND: I SIGN IT

MINOR STUDENT

Name:
Nampe:

Signature:
Date of Birth:

Date:

PARENT /LEGAL GUARDIAN:




Asthma Treatment Plan — Student © DA

{This asthma action plan meets NJ Law N.J.S.A. 18A140-12.8) {Pluwsiciam’s Grders)

Pediatric/Adult Asthma Cealition

{Please Privnt}

“L AMER!CAN
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Name Date of Birth Effective Date
Doctor Parent/Guardian (if applicable) Eme.rgency Contact
Phone Phone Phone

HEALT R‘i‘é"g@r%ﬁ Zome) 1K

You have alf of these:

HOW MUCH to take and HOW OFTEN to take it

A MEDICINE
* Breathing is good [ Advair® HFA (] 45, ] 115, (] 230 2 puffs twice a day
. No cough or wheeze [] Aerospan™ 11, 03 2 puffs twice a day
% « Sleep through [ Alvesco® [ 80, 1 160 31, [0 2 pufs twice a day
- the night O Dulera® [J 100, [1 200 2 puifs twice a day
. ; £ Flovent® [1 44, (3 110, [1 220 2 puffs twice a day
gr?g ‘\;v[;);k, Exercise. JQvar®[] 40,080 (11, 02 puffs twice a day

[J Symbicort® (3 80, [3 160

11,32 puffs twice a day

[ Advair Diskus® [ 100, O3 250, [1 500
7 Asmanex® Twisthaler® ] 110, (7 220
[ Flovent® Diskus® (7 50 [J 100 1 250

[3 Other
[J None

And/or Peak flow above

[ Pulmicort Flexhaler® [J 90, [ 180 J3 1,02 inhalations [ once or [ twice a day
3 Pulmicort Respules® (Budesonide) [10.25, {3 0.5, 1 1.0__1 unit nebulized {7 once or [J twice a day
(3 Singuiair® (Montelukast) 04,05 0310mg 1 tablet daily

1 inhalation twice a day
{111, 0 2 inhalations [J once or [ twice a day
1 mhalatxon twice a day

Remember to rinse your mouth after taking inhaled medicine.

If exercise triggers your asthma, take

puff(s) minutes before exercise.

CAUTION (Yellow Zene) I
t’.“

ﬁ/
You have any of these:

MEDICINE

HOW MUCH to take and HOW OFTEN to take it

e h

. En?;tégwheeze [ Albutercl MDI (Pro-air® or Proventil® or Ventolin®) _2 puffs every 4 hours as needed

« Tight chest {J Xopenex® 2 puffs every 4 hours as needed

« Coughing at night U1 Albuterol [11.25, [ 2.5 mg 1 unit nebulized every 4 hours as needed
« Other: {3 Duoneb® 1 unit nebulized every 4 hours as needed

OJ Combivent Respimat®

[0 Xopenex® {Levalbuterol) (3 0.31, (3 0.63, 1 1.25 mg _1 unit nebulized every 4 hours as needed

| inhalation 4 times a day

if quick-relief medicine does not help within

15-20 minutes or has been used more than | = increase the dose of, or add:

Triggers
Check all items
that trigger

{ patient’s asthma:

G Colds/flu
QO Exercise

Q Allergens
© Dust Mites,
dust, stuffed
animals, carpet
o Pollen - trees,
grass, weeds
o Mold
O Pets - animal
dander
o Pests - rodents,
cockroar_:hes
Q Odors (Irritants)
o Cigarette smoke
& second hand
smoke
o Perfumes,
cleaning
products,
scented
products
o Smoke from
burning wood,
inside or cutside
O Weather
© Sudden
temperature
change
O Extreme weather
- hot and cold
© Qzone alert days

2 times and symptoms persist, call your 01 Other U Foods:
doctor or go to the emergency room. » If quick-relief medicine is needed more than 2 times a )
And/or Peak flow from 10 weelk, except before exercise, then call your doctor. o
[0)
e i > H o - = [ N
E:WZE%@‘ SHCY (Red Zong) | Take these medicines NOW and CALL @14, |00
Your asthma is Asthme can be 2 life-treatening liness. @ﬁ;ﬁ not wafil °
getting worse fast: = - O
~ Quick-relief medicine did MEDICINE HOW MUCH to take and HOW OFTEN to take it | &
not help within 15-20 minutes | 3 Albuterol MDI (Pro-air® or Proventil® or Ventolin®) ___4 puffs every 20 minutes
« Breathing is hard or fast J Xopenex® 4 puffs every 20 minutes This asthma treatment
- » Nose opens wide » Ribs show | Albuterol [11.25,J2.5 mg 1 unit nebulized every 20 minutes | plan is meant to assist,
« Trouble walking and talking | ] Duoneb® 1 unit nebulized every 20 minutes | not replace, the clinical

[ Xopenex® (Levalbuterol) 1031, 3 0 63,7 1.25 mg ___1 unit nebulized every 20 minytes

1 inhalation 4 times a day

And/or « Lips blue « Fingernails blue
Peak flow = Other: [J Combivent Respimat®
below : J Other

decision-making
required to meet
individual patient needs.

s it ondiar mwmn.y\wmam&n ;51; ’
sin | Permission to Self-administer Medication:
{3 This student is capable and has been instructed

AN s 24 gz ¥ o ek 3o b Ry, ety omyrime, Gy Eerdsoos I e

i ks, et

()

~ in the proper method of self-administering of the
non-nebulized inhaled medications named above
in accordance with NJ Law.

[} This student is not approved to seif-medicats.
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Parmission to reproduce blank form - vavw.pacni.org

PHYSIGIAN/APN/PA SIGNATURE

PARENT/GUARDIAN SIGNATURE

DATE

Physician’s Orders

PHYSICIAN STAMP




Asthma Treatmen't Plan — Student
“arent instructic

The PACNJ Asthma Treatment Plan is designed to help everyone understand the steps necessary for the
individual student to achieve the goal of conirolied asthma.

1. Parents/Guardians: Before faking ihis form to your Health Care Provider, complete the top left section with:
+ Child’s name = Child’s doctor’s name & phone number « Parent/Guardian’s name
« Child’s date of birth = An Emergency Contact person’s name & phone number & phone number

2. Your Health Care Provider will complete the following areas:
" = The effective date of this plan
= The medicine information for the Healthy, Caution and Emergency sections
« Your Health Care Provider will check the box next to the medication and check how much and how often to take it
< Your Health Care Provider may check “OTHER™ and:
< Write in asthma medications not listed on the form
< Write in additional medications that will control your asthma
_ +» Write in generic medications in place of the name brand on the form
= Together you and your Health Care Provider will decide what asthma treatment is best for your child to follow

3. Parents/Guardians & Health Care Providers together will discuss and then complete the following areas:
» Child’s peak flow range in the Healthy, Caution and Emergency sections on the left side of the form
« Child’s asthma triggers on the right side of the form
» Permission to Self-administer Medication section at the bottom of the form: Discuss your child’s ability to self-administer the
inhaled medications, check the appropriate box, and then both you and your Health Care Provider must sign and date the form

4. Parents/Guardians: After completing the form with your Health Care Provider:
» Make copies of the Asthma Treatment Plan and give the signed original to your child's school nurse or ¢hild care provider
* Keep a copy easily available at home to help manage your child’s asthma
= Give copies of the Asthma Treaiment Plan to everyone who provides care for your child, for example: babysitters,
before/after school program staff, coaches, scout leaders

PARENT AUTHORIZATION

| hereby give permission for my child fo receive medication at school as preseribed in the Asthma Treatment Plan. Medication must be provided
in its original prescription container properly fabeled by a pharmacist or physician. { also give permission for the release and exchange of
information between the school nurse and my child’s health care provider concerning my child’s health and medications. In addition, |
understand that this information will be shared with school staff on a need to know basis.

~ . ~

Parent/Guardian Signature - : Phone , Date

FILL OUT THE SECTIGN BELOW ONLY IF YOUR HEALTH CARE PROVIDER CHECKED PERMISSION FOR YOUR CGHILD T0
SELF-ADNMINISTER ASTHMA MEDIGATION ON THE FRONT OF THIS FORM.
RECOMBIENBATIONS ARE EFFECTIVE FOR ONF (1) SCHODE YEAR DRLY AND BHUST BE RENEWED ANRUALLY

[711do request that my child be ALLOWED 1o carry the following medication for self-administration
in schoof pursuant to N.J.A.C:.6A:16-2.3. | give permission for my child to self-administer medication, as prescribed in this Asthma Treatment
Plan for the current school year as | consider him/her to be responsible and capable of transporting, storing and self-administration of the
medication. Medication must be kept in its original prescription container. | understand that the school district, agents and its employees
shall incur no liability as a result of any condition or injury arising from the self-administration by the student of the medication prescribed
onthis form. I indernnify and hold harmiess the School District, its agents and employees against any claims arising out of self-administration

.or lack of administration of this medication by the student.

1 1 DO NOT request that my child self-administer his/her asthma medication.

Parent/Guardian Signature , . Phone Date

Disclaimers: Thsuse ol vis Websiiz/PACHS Rotin2 sl Pl and s ortent’s alyou own isk. The conledt s providad on an “as is” bavis, The American Long Asstcition ol the Mid-Allzalic (LAM-A), the Pedialric/Adult Sponsored by
. Asthme Cosliticn of Naw Jersey. iztes disclaim all wareant es ADIESS O n\uhﬂd. staletory or otharviiss, mcludx ot lindzd o the implisd warrentias o merchantabifity, nan-infinge: et i ticd parties’ ng"ﬂs. and
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SEIZURE ACTI

N PLAN (SAP)

Name: Birth Date:
Address: Phone:
Emergency Contact/Relationship Phone:

Seizure Information

the

O Notify emergency contact

€} First aid for any seizure

1 STAY calm, keep calm, begin timing seizure

[3 Keep me SAFE — remove harmful objects,
don’t restrain, protect head

] SIDE — turn on side if not awake, keep airway clear,
don’t put objects in mouth

[0 STAY until recovered from seizure
3. Swipe magnet for VNS
[J Write down what happens

[ Other

WHEN AND WHAT TO DO
If seizure (cluster, # or length)

When to call 811

[0 Seizure with loss of consciousness longer than 5 minutes,
not responding to rescue med if available

O Repeated seizures longer than 10 minutes, no recovery between
them, not responding to rescue med if available

[0 Difficulty breathing after seizure
O Serious injury occurs or suspected, seizure in water

When tc call your provider first

{1 Change in seizute type, number or pattern ™

[ Person does not return to usual behavior (i.e., confused for a
long period)

{3 First time seizure that stops on its’ own

[J Other medical problems or pregnancy need to be checked

When rescue therapy may be needed:

Name of Med/Rx

How to give

How much to give (dose} _

If seizure (cluster, # or length})

Name of Med/Rx

How to give

How much to give (dose) ..

If seizure (cluster, # or length)

Name of Med/Rx

How to give

How much to give (dose)




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

When is person able to resume usual activity?

Special instructions

First Responders:

Emergency Department:

Daily seizure medicine

Other information
Triggers:

Important Medical History

Allergies

Epilepsy Surgery {type, date, side effects)

Device: [3VNS [ORNS LIDBS DateImplanted

~ = Ny

Diet Therapy [l Ketogenic [ Low Glycemic [ Modified Atkins L[] Other (describe)

Special Instructions:

Health care contacts

Epilepsy Provider: Phone:

Primary Care: Phone:

Preferred Hospital: : . Phone:

Pharmacy: Phone:

My éigncn‘ure : Date
Provider signature : Date
Epilepsy.com

©2020 Epilepsy Foundation of America, Inc.
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