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Food Allergy and Care Plan Information

The State of Ohio requires Montgomery Nursery School to have very specific
documentation regarding children who have food allergies or another form of special
need. The reason for this paperwork is so that we can best meet the needs of every
child, as well as to help the Montgomery Nursery School staff to keep your child
safe every day while at school.

If your child has a food allergy, it is important for that to be noted on the Child
Enrollment Form. Montgomery Nursery School needs to have as much
information about the allergy as possible, which can be shared on the Child
Medical/Physical Care Plan.

If your child’s condition could require the distribution of emergency medication
(either over the counter or prescription) the Request for Administration of
Medication must be completed for each medication.

e A portion of this form must be completed and signed by a licensed
physician, licensed dentist, advanced practice registered nurse, or certified
physician’s assistant.

e All medication must be in the original packaging when it is returned to
us—Ileave Benadryl in the box, bring the epi-pen in its container with the
prescription label.

Please use the attached pages as a sample and guide for completion of these forms.
If the medication your child uses comes with manufacturer’s instructions, we would
love to make a copy of them to keep with the medication. Remember, the more
details you can provide for us, the better! We are committed to keeping children
safe.

Allergy forms should be completed and turned in on your child’s meet the
teacher event (the week of August 27). Your child may not begin school until
all forms are complete and emergency medication is on site.

If you have any questions at all, please contact the office and we will be happy to
help you.

Montgomery Nursery School
erin.sprang@cos-umec.org
984-1796
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Ohio Department of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN FO R M *
FOR CHILD CARE
Child’s Name _ Date of Birth
Tommy Kjdd \/ 11/ 3015
Special Health Conditions Medicad Diaanosis) ' !
Allergy 1o Feanuts ( 2
>t Symptoms to watch for and emergency action to be taken if the following symptoms occur Give Benadryl and in fcc +

Pifficulty breathing,excessive tovghing, swollen I —> épipen Into thigh. Call 9)
or MZ(C. hives 9 * aﬁf parents. 9 /
Activities/foois/environmental conditions to avoid, if applicable r

Peanuts , including oils

Medical procedures to be followed and expected benefit of treatment, if applicable

Give Benadryl. Inject epipen info outer thigh asindicated on insfructions, l;ln(d fr 3 s.

tmp;hzms shovld] |
Are any medications required? @’Yes O No (If yes, complete JFS 01217 "Request for Administration of Medicafion™) SV
If yes, what medications? Ben Cd rv I and Epij - Pevn)

In an emergency does this child require additional assistance (more than other children of the same age or in the same group) to evacuate?
[ Yes B/NO

In the event that the child care program must be evacuated, are there medications or supplies that must be taken with this child?

B/Yes I No

Training Instructions (Trainer must be a parent or certified professional)

Remm/é Egi~pen from zbe Remove wp. Push pen into outer +hi9h which will releqge needle.

Signature of Trainer Date

Methor Kidd 8/25/18

Signature of trained providers, substitutes or child care staff members who have been made aware of the condition. ¢
(There must always be a trained caregiver present when the child is present)

Signature Date I haye been I haye be
Abtrey Adpminiatrate 8/25/19 Liomed | @ ined
Signature d Date/ / I haye been I haye been
MJ ma ey o) / QA5 / /8 Informed IZ’%reained
| Signature Daté 4 I haye been I have been
Omands Auigdant 5/25/ /& L
Signature Date  / 1 have been 1 have been
[ Informed [ Trained

th ¢ cop

(Only trained providers, substitutes or child care staff members shall be permitted to perform medical procedures listed above.)

may at

Additional services (educational/therapeutic) child is receiving N / A
‘Who provides the above services? 0
N/ A
Name ‘ Phone Number May we contact?
——— [JYes [JNo
Name Phone Number May we contact?
OYes [JNo

I give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan.

Parent Signature Date

o ethe, ¥idd. __5/as5//8
o 5;/ 25//g

Note: A separate plan must be written for each condition that requires different actions to be taken

JFS 01236 (Rev. 12/2016)
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Ohio Department of Job and Family Services one -Form r
REQUEST FOR ADMINISTRATION OF MEDICATION
FOR CHILD CARE Medication
Box 1 The following section must always be completed by the parent/guardian.

Check all that apply and complete all of the information. Medication Must be in the original

packo.au o
[] Prescription Medication (Zr Nonprescription Medication (] Food Supplement
(] Topical Product or Lotion [] Refrigeration Required (] Modified Diet
Name of Child Date of Birth Weight

Tommy Kidd V1i/2015 Al bs.

Name of Medicdtion Exact Dosage
Must be exactly what Dr. Wirlies - i¢ Benadryl,
Bencdml* Must  pe I\JW\L bmr\d ¥ 5 mL &
To be administged at the following times Wh -{ IcU H-y For the following period of time < \\
brea+hlﬁg!cmsswc Gvghing, swollen Lips, | vea.r‘ é.upda.kd annually or

we na
{E’I understand that my child must receive one dose of medication before arriving at the program ('lﬂf less theqsoagm

—p medication is used for emergencies).

Signature of Parent/Guardian Date

Mether ‘Kidol 8/«25//3

Box 2 The following section must be completed by(a licensed physxcnan)hcensed dentist, advanced practice
registered nurse or certified physician's assistant.

1. The medication contains codeine or aspirin.

2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or
weight requirements as listed on the label instructions).

3. It is a sample medication without a prescription label.

4. The nonprescription medication is to be given longer than three consecutive days within a fourte

5. The topical product or lotion and the physician’s instructions exceed the manufacturer

Name of child W vitamin, diet, supplement

Dosage 5 L Possible side effects to watch for are
™M

Molaq Velpdod ud UHYW 4N

Expiration date

(May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written.

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phone number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016) Page 1 of 2



Date

Time

Dosage

Signature of Designated Person Administering Medication

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016)
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Ohio Department of Job and Family Services
REQUEST FOR ADMINISTRATION OF MEDICATION
FOR CHILD CARE

Box 1

The following section must always be completed by the parent/guardian.

Check all that apply and complete all of the information.

[2( Prescription Medication ] Nonprescription Medication (] Food Supplement

(] Topical Product or Lotion (] Refrigeration Required (] Modified Diet

Name of Child Date of Birth Weight
. TO,'STZ Kidd \/1\/20l5 2 (bs.
ame of Medichtion !

Exact Dosage

Epi-pen \Jp. 0.15 mg

: (one_pen )
To be administéred at the follow [.\ft_;’times avier exposure o | For the following period of time </ ¥

anvis/oil When AifAcviy preathin v
Waf hkffs a{?»’affms‘ ¢ J )/e ar
I understand that my child must receive one dose of medication before arriving at the program (unless the

medication is used for emergencies).

Signature of Parent/Guardian . Date
Kudd g/as/ /g
P4
Box 2 The following section must be completed by@ licensed physiciar), licensed dentist, advanced practice
registered nurse or certified physician's assistant.
1. The medication contains codeine or aspirin.
2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or

weight requirements as listed on the label instructions).
3. ltis a sample medication without a prescription label.
4. The nonprescription medication is to be given longer than three consecutive days within a fourteen day period.
5. The topical product or lotion and the physician’s instructions exceed the manufacturer's instructions or use.

Name of child Name of medication, vitamin, diet, supplement
Epi-pen Jr.
Dosage O Possible side effects to watch for are
15mg (o pen D

Expiration date

(May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written.

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phone number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016)
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Date Time

Dosage

Signature of Designated Person Administering Medication

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016)
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Ohio Department of Job and Family Services
CHILD MEDICAL/PHYSICAL CARE PLAN
FOR CHILD CARE

Child’s Name Date of Birth

Special Health Conditions

Symptoms to watch for and emergency action to be taken if the following symptoms occur

Activities/foods/environmental conditions to avoid, if applicable

Medical procedures to be followed and expected benefit of treatment, if applicable

Are any medications required? [ Yes LINo  (Ifyes, complete JFS 01217 "Request for Administration of Medication")
If yes, what medications?

In an emergency does this child require additional assistance (more than other children of the same age or in the same group) to evacuate?

[ Yes O No

In the event that the child care program must be evacuated, are there medications or supplies that must be taken with this child?

] Yes O No

Training Instructions (Trainer must be a parent or certified professional)

Signature of Trainer Date

Signature of trained providers, substitutes or child care staff members who have been made aware of the condition.
(There must always be a trained caregiver present when the child is present)

Signature Date I have been I have been
(] Informed [[] Trained

Signanre Date T have been T have been
[J mformed [ Trained

Signature Date I have been I have been
] mformed [ Trained

Signature v Date I have been Ihave been
: (1 Informed (J Trained

(Only trained providers, substitutes or child care staff members shall be permitted to perform medical procedures listed above.)

Additional services (educational/therapeutic) child is receiving

Who provides the above services?

Name Phone Number May we contact?
(dYes [ONo
Name Phone Number May we contact?
[dYes [INo
1 give my permission for the staff listed above to perform the procedures in my child’s Medical/Physical Care Plan.
Parent Signature Date
Administrator/Provider Signature Date

Note: A separate plan must be written for each condition that requires different actions to be taken

JFS 01236 (Rev. 12/2016)



Ohio Department of Job and Family Services
REQUEST FOR ADMINISTRATION OF MEDICATION
FOR CHILD CARE

Check all that apply and complete all of the information.,

] Prescription Medication ] Nonprescription Medication [] Food Supplement
[_] Topical Product or Lotion ] Refrigeration Required [] Modified Diet
Name of Child Date of Birth Weight
Name of Medication Exact Dosage

To be administered at the following times For the following period of time

] I understand that my child must receive one dose of medication before arriving at the program (unless the
medication is used for emergencies).

Signature of Parent/Guardian Date

1. The medication contains codeine or aspirin.

2. A physician's instruction is needed for a nonprescription medication (e.g. child does not meet minimum age or
weight requirements as listed on the label instructions).

It is a sample medication without a prescription label.

The nonprescription medication is to be given longer than three consecutive days within a fourteen day period.
The topical product or lotion and the physician’s instructions exceed the manufacturer's instructions or use.

o AW

Name of child Name of medication, vitamin, diet, supplement

Dosage Possible side effects to watch for are

Expiration date

(May not exceed twelve months from the date of this request for medications of food supplements).

Instructions

This child is under my care and should receive the above medication as written.

Signature of physician, dentist, advanced practice registered nurse or certified physician's assistant

Date of signature Phorne number

Name of child Name of medication, vitamin, diet, supplement

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2018) Page 1 of 2



Date

r Time

Dosage

Signature of Designated Person Administering Medication

This form is valid for no longer than twelve months and must be kept on file at the center or home for at least one year following the
last administration of the medication or product. One form must be used for each medication.

JFS 01217 (Rev. 12/2016)
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