Outdoor School

Medical Information Form — Valid 2017
For Students & Visiting Teacher (VT) to fill in

This information is intended to assist Bogong OEC in case of any medical emergency with your child or a VT. All information is held in confidence.

School:

Year Level

Full Name :
Parent details are required if Medicare is used.
Parent/Guardian/Contact Person's Full Name:

Address:

Date of Birth:

D.O.B.

Male/Female

Home Phone:

Work Phone:

Home Email Address

Name & Address of Family Doctor:

Medicare No:

Mobile Phone:

Valid to:

Medical/Hospital Insurance Fund:

Child’s Number (e.g. 2, 3, 4):

Member No:

Ambulance Subscriber: Yes — No If yes, member number:
Tick | Item Details
Diabetes

Dietary Requirements

Dizzy Spells/Blackouts

Fits Of Any Type

Hay Fever

Heart Condition

Migraines

Physical Difficulties

Previous Injuries

Sleepwalking

Travel Sickness

Bedwetting

Other

Please tick the box on the left if your child suffers any of the following:

Anaphylaxis

If ticked you MUST attach the appropriate completed Anaphylaxis Action Plan.

Responsible person is:

Please state below who will be responsible for carrying the Epipen/Anapen?

Allergies

If ticked you MUST complete and attach the Allergic Reactions Action Plan.

Asthma

If ticked you MUST complete and attach the Asthma Action Plan.

Year of Last Tetanus Immunisation:

(Note: Tetanus immunisation is normally given at 5 years of age —
as Triple Antigen or CDT and at 15 years of age — as ADT.)

Medication — Is your child presently taking tablets and

or medicine?

YES /NO

(If yes please detail below.)

Condition

Medication

Dosage

When given & instructions.

Swimming Ability: please tick the distance your ch

Cannot
Swim

Weak Swimmer
(<50m)

ild can swim comfortably.

Fair Swimmer
(50-100m)

Competent Swimmer
(100-200m)

Signature of Parent/Guardian:
DET requires this consent to be signed for all students and teachers attending school excursions.

Strong (200m+)




Asthma care plan for
education and care services

Ph-ntu_o‘f chiid
CONFIDENTIAL: 5taff are trained in asthma first aid (see overlea) and can provide routine asthma Al
medication as authorised in this care plan by the treating doctor. Please advise staff in writing of
any changes to this plan.
To be completed by the treating doctor and parentfguardian, for supervising staff and emergency
medical personmnel. E“ — mrm“

PLEASE PRINT CLEARLY Mﬂmwlw 1:115
A Cam Pl for BdCan-Seny 0714
kil 16, P04 B 14 P

Child’s name Date of birth

Managing an asthma attack
Staff are trained in asthma first aid (see overleaf). Please write down anything different this child might need if they have an asthma attack:

Dally asthma management

This child's usual asthma signs Frequency and sevenity Knowen triggers for this child's asthma feg
axercise™, coidsflu, smoke) — ploase detail:

O Cough O Dailyfmost days

O Wheeze O Frequently {more than 5 x per year}

[0 Difficulty breathing O Occasionally (less than 5 x per year)

[0 Other {phease describe) [0 Other {please describe)

Does this child usually tell an adult if e is having trouble breathing? 1 Yas [ No
Does this child need help to take asthma medication? ] Yas [ Ho
Does this child use a mask with a spacer? ] Yes ] No
*Does this child need a blue reliever puffer medication before exercise? [T Yes ] No

Meadication plan
If this child needs asthma medication, please detail below and make sure the medication and spacer'mask are supplied to staff.

Name of medication and colour Dosa/number of puffs Time required
Doctor Parent/Guardian Emergency contact information
I bave read, undersiood and with this care plan and any
attachments listad. | rﬂmrn{mhrlgwmm:hﬁ
Namne of doctor ard mdupumndumlmuf,-muuﬂnmﬁur Contact name
there are any < urederstand
%oak emergercy medical help as reeded and that | am resporsbla
Ardre Toe payment of any emergency medical coss. Phaone
Phone Sigratuee Date Mohie
Signature Cat= Name Email

oﬁ.:thmn Australia asthmaaustralia.org.au | 1800 ASTHMA (1200 278 462) | [} W wiD
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www.allergy.org.au

ACTION PLAN FOR
Allergic Reactions

MName:

Date of birth:

Phaoto

Confirmed allergens:

Asthima Yes |:| Mo |:|

Family/emergency contact name({s).

Work Ph: _
Home Ph:
Mobile Ph:

Plan prepared by:
Dr.

Signed S
Date:

MNote: The ASCIA Action Plan for
Allergic Reactions is for people with
mild to rmoderate allergies, who nead
to avoid certain allergens.
For people with severe allergies
(and at risk of anapkylaks) there are
ASCIA Action Plans for Ansplylaxis,
wihich include adrenaline autoinjector
instructions.
Instructions are also on the device
label and &t

b . -

MNote: This is a medical docurment that
can only be completed and signed by
the patient's treating medical doctor
and canmnot be altered withowt their
permission.

© ASCIA 2014, This picn woe deveioped by 42018

MILD TO MODERATE ALLERGIC REACTION

= Swelling of lips, face, eyes

» Hives or welts

=Tingling mouth

= Abdominal pain, vomiting (these are signs of a severe
allergic reaction 10 insects)

ACTION

= For insect allergy, flick out sting if visible. Do not
remove ticks.

= Stay with person and call for help

= Give medications (ifpres¢ribed) .
Dose: ~

* Phone family/emergency contact

Mild to moderate allergic reactions may
or may not precede anaphylaxis

Watch for any one of the following signs of anaphylaxis

ANAPHYLAXIS (SEVERE ALLERGIC REACTION)

= Difficult/noisy breathing

= Swelling of tongue

= Swelling/tightness in throat

= Difficulty talking and/or hoarse voice
= Wheeze or persistent cough

= Persistent dizziness or collapse

= Pale and floppy (young children)

ACTION

1 Lay person flat. Do not allow them to stand or walk.
If breathing is difficult allow them to sit.
2 Give adrenaline autoinjector if available.
2 Phone ambulance* 000 (AU), 111 (NZ), 112 (mobile)
4 Phone family/emergency contact

Commence PR at any time i person is unresponsive and not breathing normally.
If uncertain whether it is asthma or anaphylaxis, give adrenaline autoinjector FIRST,
then asthma reliever.

* Medical cbservation in hospital for st least 4 howrs is recomimended after anaphylaxs

Additional information
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ACTION PLAN FOR

Mame:

Date of birth:

Photo

Confirmed allergens:

Asthma Yes 0] Mo [

Family/emergency contact name{s).

Work Phc
Home Ph:

Mobile Ph:

Plan prepared by-
Dr

Signed R

Date:

How to give EpiPen®

1 Finmi fist around EpiPer®
t and PULL OFF BLUE
SAFETY RELEASE.

2 PLACE ORANGE END
EZEinst outer mic-thigh
fwith or without ciothing).

PLEH DOWN HARD until
& click is heard or feit and
ol in place for 10 seconas.

REMOVE EpiPent. Mascage
irjection site for 10 seconds,

Instructions are also on the device
label and &t

wiww allergdy.org. au/ernaphylaxis

£ ABCIA D0A. This piam wiss deessioped by S20C18

Anaphylaxis

For use with EpiPen® Adrenaline Autoinjectors

MILD TO MODERATE ALLERGIC REACTION

= Swelling of lips, face, eyes
= Hives or welts
= Tingling mouth
* Abdominal pain, vomiting (these are signs of a severe allergic
reaction to insects)

ACTION

= For insect allergy, flick out sting if visible. Do not remove ticks.

= Stay with person and call for help

= Locate EpiPen® or EpiPen® Jr

= Give other medications (if prescribed) ...
DOse:

= Phone family/emergency contact

Mild to moderate allergic reactions may
or may not precede anaphylaxis

Watch for any one of the following signs of anaphylaxis

ANAPHYLAXIS (SEVERE ALLERGIC REACTION)

» Difficult/noisy breathing

» Swelling of tongue

» Swelling/tightness in throat
+ Difficulty talking and/or hoarse voice
= Wheeze or persistent cough

= Persistent dizziness or collapse
* Pale and floppy (young children)

ACTION

1 Lay person flat. Do not allow them to stand or walk.
If breathing is difficult allow them to sit.

2 Give EpiPen® or EpiPen® Jr

3 Phone ambulance* 000 (AU), 111 (NZ), 112 (mobile)

4 Phone family/emergency contact

5 Further adrenaline doses may be given if no response after
5 minutes (if another adrenaline autoinjector is available)

If in doubt, give adrenaline autoinjector

Commence CPR at any time i person is unresponsive and not breathing normally.

If uncertain whether it is asthma or anaphylaxis, give adrenaline autoinjector FIRST,
then asthma reliever.

EpiPen® is generally prescribed for adults and children over 5 years.

EpiPen® Jr is generslly prescribed for children aged 1-5 years.

*Medical observation in hospital for at least 4 houwrs is recommended after anaplhylaxis.

Additional information

Note: This is a medical docurnent that can only be completed and signed by the patient's
treating medical doctor and cannot be altered without their permission.







