EXPLANATION: HB 312 AMENDS MULTIPLE AREAS OF KRS CHAPTER 61 BY CHANGING THE
PROCESS AND FORMAT FOR PARTIES REQUESTING OPEN RECORDS OF PUBLIC AGENCIES.
AGENCIES CANNOT REQUIRE A PARTICULAR REQUEST FORM ALTHOUGH THEY MUST ACCEPT
THE RECORDS REQUEST FORM CREATED FOR USE BY THE OFFICE OF THE ATTORNEY GENERAL
VIA REGULATIONS.

FINANCIAL IMPLICATIONS: NONE ANTICIPATED

POWERS AND DUTIES OF THE BOARD OF EDUCATION 01.6 AP.2

Inspection of Board Records
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The principal office of the District is located at
The official custodian/designee to whom requests for access to records should be submitted is at
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Fees for hard copies shall be 10 cents a page. Fees for other media (if applicable) shall be based
on actual cost to the District.
The requesting party shall submit a written application that shall:
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regulation by the Kentucky Attorney General may be utilized by the requesting party.

Unless a longer period applies under state law or Executive Order. a response by or on behalf of*- - = - For
the District is due within five (5) days (not including weekends or holidays) of receipt of the

request. If records are in active use or storage or otherwise unavailable, the District response will

explain in detail the cause for a delay beyond five (5) days and state the earliest date on which

the records will be available. Requests may be denied if the records are exempt from disclosure

under KRS 61.878 or_if the request imposes an unreasonable burden or is intended to disrupt

essential functions of the District as provided in KRS 61.872.
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POWERS AND DUTIES OF THE BOARD OF EDUCATION . 0loAP2
(CONTINUED)

Inspection of Board Records

INSPECTION OF RECORDS (CONTINUED)

Applicants requesting copies of public records for a commercial purpose (KRS 61.874) shall
provide a certified statement to the District stating the commercial purpose for which the records
shall be used and shall be required to enter into a contract with the District. The contract shall
state the fee required by the District to produce copies to be used for a commercial purpose.

business entity with a location in the Commonwealth; a foreign business entity regmstered with the Kentuglg_\(‘

Secretary of State; an individual that 1s employed and works at a location or locations within the
Commonwealth, an individual or business entity that owns real property within the Comimonwealth, any
individual or business entity that has been authorized to act on behalf of an individual or business entity
described above, or a news-gathering organization as defined in KRS 189.635(8)(b)l a toe
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POWERS AND DUTIES OR- THE BOARD OF EDUCATION — 016 APD
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POWERS AND DLTIES OF THE BOARD OF EDLUCATION 016 AR2
CONTIMUED)

REQUEST-FO EXAMINE AND/OR CoPY-DISTRICT-RECORDS
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EXPLANATION: REPEAL OF 702 KAR 6:045 ALLEVIATES SOME OF THE ADMINISTRATIVE BURDEN
ON SCHOOL DISTRICTS WHILE PRESERVING THE SAFETY OF SCHOOL NUTRITION PROGRAMS AS,
UNDER CURRENT LAW, THE FOOD SERVICE STAFF FOR SCHOOL DISTRICTS PARTICIPATING IN
FEDERAL CHILD NUTRITION PROGRAMS ARE SUBJECT TO LOCAL, STATE, AND FEDERAL
TRAINING REQUIREMENTS.

FINANCIAL IMPLICATIONS: NONE ANTICIPATED

EXPLANATION: REVISIONS TO 702 KAR 5:080 REQUIRE ALL SCHOOL BUS DRIVERS, STUDENT
TRANSPORTATION TECHNICIANS, AND EMPLOYEES THAT TRANSPORT STUDENTS TO RECEIVE
BASIC FIRST AID AND CPR TRAINING.

FINANCIAL IMPLICATIONS: COST OF ADDITIONAL TRAINING
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EXPLANATION: REVISIONS TO 702 KAR 5:080 INCLUDE REPORTING REQUIREMENTS.
FINANCIAL IMPLICATIONS: NONE ANTICIPATED

PERSONNEL 03.21 AP.254
Driving Record Violations and Personnel Actions

NEW/RETURNING SCHOOL BUS DRIVERS

The District shall perform a driving history check on school bus drivers prior to initial
employment and annually thereafter. Decisions to employ or re-employ an individual shall be
contingent on receipt of records revealing no driving history convictions that would, as
determined by the Superintendent, affect the individual’s ability to perform the job. Driver
applicants and cument drivers are subject to checks of the Federal Motor Carrier Safety
Administration Clearinghouse (FMCSA) and related rules as described in Policy 06.221.

A person shall not be employed as a school bus driver if convicted within the past five (5) years
of driving a motor vehicle under the influence or driving while intoxicated.

CURRENT EMPLOYEES

Current bus drivers shall undergo a driving records check at intervals determined by Board
policy. Those whose driving record checks reveal the following violations are subject to
appropriate disciplinary action, up to and including, termination/nonrenewal.

1. Speeding/major - speeding more than sixteen (16) miles per hour faster than the speed
limit within the last two (2) years;

2. Speeding/minor — speeding less than sixteen (16) miles faster than the speed limit more
than once within the last two (2) vears;

3. Collision resulting in a citation being issued to applicant for being at fault;

Under the influence of alcohol or any illegal drugs while on duty or with remaining
driving responsibilities that same day;

5. Revocation of driver's license;
6. Conviction for driving under the influence (DUI) or driving while intoxicated (DWI);

8.7.Conviction for reckless driving; +« - - - Formatted: Space After: 4 pt, Numbered + Level: 1 +
B 5 : . i ; £ i Numbering Style: 1, 2, 3, ... + Start at: 1 + Alignment: Left +
0.§.Citation for any moving motor vehicle violation including driving under the influence _Aligned at: 0.4" + Indent at: 0.65", Font Alignment: Auto

(DUIY or driving while intoxicated (DWI) and reckless driving;
10.9.Citation for violation of state or local law governing motor vehicle traffic control other
than a parking violation;
I 10.Conviction for a felony sex crime or as a violent offender as defined in KRS 17.165;
12:11.Failure to notify the Superintendent if the classified employee has been found by the
Cabinet for Health and Family Services to have abused or neglected a child, and if the
employee has waived the right to appeal such a substantiated finding or the finding has
been upheld upon appeal; or
13:12.0ther criminal or moving vehicle violation, as determined by Superintendent/
designee to bear a reasonable relationship to the ability of the individual to perform the
job.
NOTE: 702 KAR 5:080 requires school bus drivers to immediately report to the
Superintendent/designee any violations falling under points five through nine (5-9) above.



EXPLANATION: HB 378 (2019) REVISED KRS 156.160 TO REQUIRE DISTRICTS TO AWARD CREDIT,
INCLUDING PARTIAL CREDIT, FOR ALL COURSEWORK SATISFACTORILY COMPLETED BY A
HOMELESS STUDENT WHILE ENROLLED AT ANOTHER SCHOOL, ALLOW HOMELESS STUDENTS TO
THE EXTENT PRACTICABLE TO COMPLETE THE COURSE AT NO COST TO THE STUDENT, AWARD A
DIPLOMA AT THE HOMELESS STUDENT’S REQUEST BY A DISTRICT FROM WHICH THE STUDENT
TRANSFERRED, AND EXEMPT THE HOMELESS STUDENT FROM ALL COURSEWORK AND OTHER
REQUIREMENTS IMPOSED BY A LOCAL BOARD THAT ARE IN ADDITION TO THE MINIMUM STATE
REQUIREMENTS FOR HIGH SCHOOL GRADUATION. ADDITIONALLY, AMENDMENTS TO 704 KAR
7:090 REQUIRE THE DISTRICT TO SUPPORT HOMELESS CHILDREN AND YOUTH AND HAVE
WRITTEN PROCEDURES FOR SUCH.

FINANCIAL IMPLICATIONS: COST OF HOMELESS STUDENT’S COURSEWORK

STUDENTS 09.12 AP.25

Homeless Children and Unaccompanied Youth

The District shall support homeless children and unaccompanied youth by, _ - - Formatted: ksba normal, No underi — J
1. _awarding and accepting of credit, including partial credit, for all coursework satisfactorily+~ _ - ‘L Formatted: ksba normal == :
completed by a student while enrolled at another school;  Formatted: Numbered + Level: 1 + Numbenng Swle 1 2 B
3, ...+ Start at: 1 + Alignment: Left + Aligned at: 0.25" +
2. allowing a student who was previously enrolled in a course required for graduation the _Indent at: 0.5, Font Alignment: Auto p
opportunity, to the extent practicable, to complete the course, at no cost to the student, ~~ { Formatted: ksba normal )
before the beginning of the next school year;
3. awarding a diploma, at the student's request, by a district from which the student _ - 1 Formatted: ksba nomal :
transferred, if the student transfers schools at any time after the completion of the
student's second year of high school and the student is ineligible to graduate from the
district to_which the student transfers, but meets the graduation requirements of the
district from which the student transferred; and
4, e‘{emntmg the student from _al_l coursework and other requirements imposed by the Board, _ - LFormatIJed ksba non'nal _____ J
that are in addition to the minimum requirements for high school graduation established ~~ ksba normal :
by the Kentucky Board of Education in the district to which the student transfers, if the : i
student transfers schools at any time after the completion of the student's second vear of
high school and the student is ineligible to graduate both from the district to which the
student transfers and the district from which the student transferred.
AWARDING CREDIT FOR COURSEWORK SATISFACTORILY COMPLETED “._ - - Formatted: Default Paregraph Font i

Consistent with KRS 156.160. and to the extent feasible, homeless children and unaccompanied=
youth shall be awarded credit, including partial credit, for all coursework satisfactorily

~ 7| Formatted: ksba normal, Font: 12 pt
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addressing:

the tool or methodology the District shall use to caleulate credit, including partial credit.s

to _be awarded for all coursework satisfactorily completed by homeless children and
unaccompanied youth;
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Homeless Children and Unaccompanied Youth
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EXPLANATION: SB 127 AMENDS KRS 158.836 TO CHANGE THE DEFINITION OF EPIPENS OR OTHER
EPINEPHRINE AUTO-INJECTORS TO INJECTABLE EPINEPHRINE DEVICES
FINANCIAL IMPLICATIONS: NONE ANTICIPATED

STUDENTS 09.2241 AP.1
Student Medication Guidelines

STUDENT SELF-MEDICATION

Students may be authorized to carry on their person and independently take their own medication
(prescription or nonprescription), provided the parent/guardian has written approval on file with
school personnel. Such approval shall assure school personnel that the child has been properly
instructed in self-administering the medication. If prescription medication is involved, written
authorization of the student’s health care practitioner also is required.

ALL OTHER MEDICATIONS

1. Medication should be given at home when possible. Medication that must be given at school
should be brought to school by the parent/guardian whenever possible. Medication that is
sent to school with the student should be transported in the original container placed in a
sealed envelope and given to designated school personnel immediately upon arrival.

2. Prescribed oral medications in pill or tablet form shall be counted and the number recorded
on the Medication Administration Record.

3. Except for emergency medications (including, but not limited to FDA approved seizure
rescue medications and injectable epinephrine devicesEpiPens) and medications approved for
students to carry for self-medication purposes all medications shall be kept in a safe, locked,
secure place accessible only to the responsible authorized school personnel. Medications
requiring refrigeration shall be stored in a separate refrigerator in a supervised area.

4. School personnel who administer medication shall arrange for the child to take the
medication at the proper time.

5. Unless otherwise approved to self-medicate, students are to be supervised by an authorized
individual when taking medication. The person supervising the administration of medication
must keep a written record.

PRESCRIPTION MEDICATIONS

Parents/guardians and health care providers shall complete the required forms before any person
administers prescription medication to a student or before a student self-medicates.

Prescription medications shall be administered only as prescribed on the physician/health care
provider’s written authorization. Prescription medications shall be sent to school in one (1) week
increments unless otherwise approved by the Principal or designee. Parent/guardian shall have
the ultimate responsibility to provide the school with an adequate supply of medication to enable
the orders to be followed.

All prescription medication, original or refill, should be sent to school in a pharmacy labeled
container that includes the student’s name, date dispensed, medication, dosage, strength, date of
expiration, and directions for use including frequency, duration, and route of administration,
prescriber’s name, and pharmacy name, address, and phone number. Labels that have been
altered in any way will not be accepted. Per KRS 218A.210, “A person to whom or for whose
use any controlled substance has been presented, sold, or dispensed by a practitioner or other
persons authorized under this chapter, may lawfully possess it only in the container in which it
was delivered to him by the person selling or dispensing the same.”



STUDENTS 09.2241 AP.1
(CONTINUED)

Student Medication Guidelines

PRESCRIPTION MEDICATIONS (CONTINUED)

Changes in the dosage and/or times of administration must be received in the form of a written
order from the physician/health care provider OR a new prescription bottle from the pharmacy
indicating the change and a note from the student’s parent/guardian.

NONPRESCRIPTION MEDICATIONS

Nonprescription (over-the-counter) medications may be accepted on an individual basis as
provided by the parent or legal guardian when a completed authorization to give medication form
is on file. The medication should be in the original container, dated upon receipt, and given no
more than three (3) consecutive days without an order from the physician/health care provider.
OTC medication shall not be administered beyond its expiration date.

DOCUMENTATION OF ADMINISTRATION

Except for medications approved for self-administration, all medication given must be
immediately documented on a medication log. Records must be kept on file in the student’s
cumulative folder. Documentation should be complete, reflecting beginning and ending dates
and notations of missed doses and absences. Subject to confidentiality requirements in Policy
09.14 and accompanying procedures, medication recording sheets shall be filed in the student’s
cumulative folder when completed or when the medication is changed/discontinued.

DISPOSAL OF UNUSED MEDICATION

Notice shall be mailed to the parent/guardian prior to the end of the school year informing them
that their child has medication remaining and that it must be picked up by the parent/guardian. If
the medication is not retrieved, the school nurse or designated staff member, with a witness
present, shall count the number of any pills or tablets remaining and document the amount on the
Medication Log. Leftover prescription medication may then be mixed with a designated
substance, such as glue for pills and kitty litter for liquids, and placed in a trash receptacle or
destroyed in accordance with current health care standards. Both parties shall sign the
Medication Log when this is completed. All medications shall be destroyed if the
parent/guardian does not pick them up.

MEDICATION REFUSAL

If a child refuses to take medication or is uncooperative during medication administration,
documentation shall be made, the parent/guardian and school nurse (if appropriate) will be
contacted and medication administration may be omitted. If necessary, a conference may be
scheduled with the parent/guardian to resolve the conflict.

MEDICATION ERROR
If an error in the administration of medication is recognized, initiate the following steps:

1. Keep the student in the first-aid location. If the student has already returned to class
when the error is recognized, have the student accompanied to the first-aid location.

2. Assess the student’s status and document.



STUDENTS 09.2241 AP.1

(CONTINUED)
Student Medication Guidelines

MEDICATION ERROR (CONTINUED)

3. Identify the incorrect dose/type of medication taken by the student.
4. Immediately notify the school administrator and school nurse, if appropriate, of the
error, who shall notify the student’s parent/guardian.
5. Notily the student’s physician/health care provider.
6. 1If unable to contact the physician/health care provider, contact the Poison Control
Center for instructions.
7. Carefully record all circumstances and actions taken, including instructions from the
Poison Control Center or physician/health care provider, and the student’s status.
8. Complete a “Medication Administration Incident Report”™ form.
RELATED POLICY:
09.2241
RELATED PROCEDURES:

09.2241 AP.21
09.2241 AP.22



EXPLANATION: HB 312 AMENDS MULTIPLE AREAS OF KRS CHAPTER 61 BY CHANGING THE
PROCESS AND FORMAT FOR PARTIES REQUESTING OPEN RECORDS OF PUBLIC AGENCIES. THE
NOTICE INFORMATION IS FOUND IN THE UPDATE FOR ADMINISTRATIVE PROCEDURE 01.6. AP.2
FINANCIAL IMPLICATIONS: NONE ANTICIPATED

COMMUNITY RELATIONS 10.11 AP.21
Public Records Notice

To be posted-at the main-entrance of the Central Ottice and of ench school-building, as approprinte.

RULES/REGULATIONS FORINSEECTION
i i i S ek R e b b b the-prphedaenaninied s bar as pepended sareithe pablic
reconds ot the-Maren-County-Board-of Education-are- 9pen-or mspestion.
Pubhe-records-may-be-nspeeted-Menday-threugh-Frday-except-hohdays-during-regular—werlang
hours as posted-at the-mam entrance of the Central Ofhice and of each school buildmg Upon request;
a-designated-district employee will-furmish-appheation-forms-for-the-inspestion-of the-public records
anekoHoregured-s-hewith-be-available-to-provide-assistanee n-completing-the-apphcation form-The
er‘ﬁ ekt SEEQ aR-a FEﬁ e
a—Written-appheation—signed-by-the-appheant-and-with-ms-hername-prnted-legibly-on-the
applicatien;—desertbing-the-records-to-be-tnspected—The—written—appheatron-shat-be-hand
delivered; matled, or sent via facsimile to the public agency.
by Facsintle transnmssion of the written appheation. or
¢y—Ematl-of the-appheation:
Completed-appheationformssheuld-be-submitted-to-the Board s-effictalcustedian-ofpubherecords;
at-the-followmng address:
Marter-County-Board-ob-Bdueation
755-E-Main St

LebanenAC-40033

Aqrindradual who apphes to revievs pubhic records shall-be advised of the avarlabiity of the records
requested-and-shatk be- notified i witinz. not-later than three 3 worlane davs after recaipt of an
apphication for inspection; of -any reason-the records s:he requested are not avadable for pubhic
Hspeston-

Copres-of-whitten-matertals-1i-the-public-records-of-this distrret-shatl-be furmshed- to the-persen
requestig- them-en-payment-of-a-fee-ob-tencents--- L per-page - Copies-ob pomeriien-records
“Eheaap i apse et Sored e camprissbles oehbrapes stk e taenished teethe
puFsaR-Fedques g the i tpen- pavment-of 4 foe eauth to-the-setual-vost of prodisine coptesabte
requested records by the most economical-process-that 1s-unhikely to damage or alter the records.
Apphieants-requesting-copies-ef publie recordsfor-a-commeretal-purpese-(kRS-61-874)-shall-provide

3 certified-statement to-the- Distnet statmg the commercial purpese for whieh- the records shall be
used—and-shal-berequired-to-enter-nto-a-contract-with-the-Pistrict—The-contract-shall-state-thefee

required-by-the District to-produce copies to-be used for a commereial purpose
etk bve onbsidetheareaand-wrha sasho regnestcopiesobpabhe resords shonld ot the
person-hsted-above-

-Designated-Represemtative————— — : Date




EXPLANATION: SB 127 AMENDS KRS 158.836 TO CHANGE THE DEFINITION OF EPIPENS OR OTHER
EPINEPHRINE AUTO-INJECTORS TO INJECTABLE EPINEPHRINE DEVICES.

FINANCIAL IMPLICATIONS: NONE ANTICIPATED

STUDENTS 09.2241 AP.21

Permission Form for Prescribed or Over-the-Counter Medication

Consent for School Health Services
Lincoln Trail District Health Department
(expires one vear from date signed)

Student Information

Please print all information Home Room Teacher: Grade:

and sign and date at the bottom of the page

Last Name First Name Middle Name:

SS/ID# Birth Date How many people live in your home?

Street Address: City: Zip: | Does student receive free or reduced lunch?
O Yes 0ONo

Race (circle) American Indian Black Hispanic Oriental White Other

Gender: Marital Status:

O Female O Male 0O Married O Single

Passport O Yes O No Other Medical Insurance? | Name of Insurance Company:

Number: O Yes O No

Mother: Home Phone : Work Phone: Cell Phone:

Father: Home Phone : Work Phone: Cell Phone:
_icéal Guardian: Home Phone : Work Phone: Cell Phone:

Emergency Contact (Other | Home Phone : Work Phone: Cell Phone:

than Parent/Guardian)

2™ Emergency Contact: | Home Phone : Work Phone: Cell Phone:

Primary Care Provider: Phone Number:

Student Health History

Please complete all of the following information that applies to this student:
1. Significant Medical History:

2. List all medications taken on a regular basis:

3. State any allergies (for example, allergies to any medicines or food):

4. Does anyone smoke in your home? [ Yes [ No
Consent for School Health Services

I consent to care which may include screening(s), assessment(s), lab tesi(s), treatment(s), first aid, over-the-
counter medicine(s), and any other health service given to me/my child by staff of this school health clinic site. |
understand that no guarantees are being made as to the effect of any exam or treatment on memy child. I
authorize the school health clinic to release medical information about my child to his'her primary care provider.
I also understand that information obtained for the school physical, including immunization, will be released to
my child’s school. If my child has Medicaid or KCHIP, I also authorize the school clinic to release this
nformation teo, so that Medicaid/KCHIP can be billed for visit to the school clinic. I understand by signing this
consent, [ acknowledge that I have received a copy of the LTDIHD School Health Clinic Privacy Notice.

Signature: Date signed:
Signed by: Parent/ Legal Guardian/ Student (to sign own consent, must be 18 years or older or emancipated).




STUDENTS 09.2241 AP.21

{CONTINUED)
Delegation of Health Service(s) to School Personnel

Date: School Year: o
Name of School: S
Employee Name: I
(Print)

Health Service Employee | Nurse’s F/U

Initials Initials Dates

Administration of medications on a daily basis and field
trips

Administration of medications on field trips only

Asthma and Mini-nebulizer treatments

Diabetes and blood glucose monitoring (Name of
machine)

Injectable Epinephrine DeviceEpi-pern administration
Gastrostomy (G-tube) tube feedings
Gastrostomy medication administration

Glucagon administration

FDA approved seizure rescue medication administration

Tracheostomy care and suctioning

I have been instructed on my school District’s guidelines for the health services(s) initialed above. I consent to
perform the health service(s) initialed. I understand that I am to follow District guidelines as delegated by the school
nurse. | acknowledge that I possess the training and skills and have demonstrated competence to safely and
effectively perform the health service(s).

Employee Signature - Date

[ have provided training 1o the individual employee as initialed above in the health service(s) listed, in accordance
with school District guidelines. She/he has demonstrated knowledge and competence of this/these health service(s).

School Nurse Signature Date



STUDENTS 09.2241 AP.21
(CONTINUED)

Authorization to Give Medication

Medications will be given at school only with written permission from the child’s parent(s) or legal guardian.
Prescription medications must have the written permission from the Health Care Provider to administer. The
medication must be in the original bottle with pharmacy label as proof of Healthcare Provider prescription. Signed
permission will expire at end of school year, R
I hereby request school personnel to give the medication described below to my child:

(Student’s Name) ~ Date of Birth _

This medication has been prescribed for my child by:

(Prescription only)

Primary Care Provider
Address
Phone

These instructions should be followed in giving my child this medicine:

Name of Medicine

Dosage

Time of day for dose

Reason medication is to be given

Possible reactions or side effects (list)

NOTE: Over the Counter medications should be in the original container, dated upon receipt, and given no more
than three (3) consecutive days without written permission from Healthcare Provider.

I give permission myself'my child to receive the above medication at school according to school policy and
expressly waive any lability on behalf of the school or health department as a result of administration of the above
medication. [ understand that I have the ultimate responsibility for providing the school with an adequate supply of
medication to enable the request for medication to be followed. My signature will give permission for exchange of
verbal and written communication between the Health Care Provider and the school nurse regarding my child's
medical regime.

Signature of Parent or Legal Guardian _Date

Home Phone
Work Phone

Emergency contact name

Phone Number

For student health services/procedures not involving medication only, please refer to 09.22 AP.22. I




STUDENTS 09.2241 AP.21
(CONTINUED)

Authorization for Self-administration of Medication

Medications will be given at school only with written permission from the child’s parent(s) or legal guardian.
Prescription medications must have the written permission from the Health Care Provider to administer. The
medication must be in the original bottle with pharmacy label as proof of Healthcare Provider prescription. Signed
permission will expire at end of school year.

I hereby request school personnel allow my child to self-administer the medication described below:

(Student's Name) - Date of Birth

This medication has been prescribed for my child by:

Primary Care Provider
Address

Phone

I hereby attest that this child has been properly instructed and is competent to administer the following medication.

Name of Medicine

Dosage

Time of day for dose

Reason medication is to be given

Possible reactions or side effects (list)

ggn)alure of Primary Care Provider ) ] Date

I give permission myselfimy child to receive the abave medication at school according to school policy and
expressly waive any liability on behalf of the school or health department as a result of administration of the above
medication. [ understand that I have the ultimate responsibility for providing the school with an adequate supply of
medication to enable the request for medication to be followed. My signature will give permission for exchange of
verbal and written communication between the Health Care Provider and the school nurse regarding my child’s
medical regime.

Signature of Parent or Legal Guardian - Date

Home Phone

Work Phone

Emergency contact name

Phone Number

Relationship




STUDENTS 09.2241 AP.21
(CONTINUED)

Dosage Chart20 - 20 S P
Students Name: Teacher: T H
Medication: Dosage: u O
Parent/Guardian: Tel: = D. L
Discontinued Medication: /[ !-IL\I 0
Parent/Guardian notified to pick up medication: /[ T

CODES: (a) Absent (W) Withheld * See NOTES on back page (F) Field Trip (N) No meds available

DATE AUG SEP OCT NOV DEC JAN | FEB MAR APR MAY

31

SIGNATURE INITIAL SIGNATURE INITIAL




STUDENTS 09.2241 AP.21
(CONTINUED)

Permission Form for Prescribed or Over-the-Counter Medication

Date / Notes:




STUDENTS 09.2241 AP.21
(CONTINUED)

Authorization to Give Medication: Injectable Epinephrine DeviceEpiPen

Medication will be given at school only with written permission from the child’s parent(s) or legal
guardian. Emergency medications must have written permission from the Health Care Provider to
administer. Signed permission will expire at end of school year.

Student’s name Date of Birth
If exposure to allergen occurs activate the following EMERGENCY PLAN OF ACTION:
EMERGENCY PLAN OF ACTION

1. Administer emergency medication*
Allergen: (list what child is allergic to)
Medication:

Dosage:
Route:

2. Call EMS (911)

3. Notify school personnel trained in CPR/First aid to stay with student and initiate CPR if needed prior

to EMS arrival.

4. Notify parent/guardian.

5. If child needs to be transported via EMS, a parent or school representative will meet student at the

hospital.

“DO NOT HESITATE TO ADMINISTER MEDICATION AND CALL EMS FOR ASSISTANCE!!!”

If exposure to known allergen is uncertain, continuously observe student for signs and symptoms

of an allergic reaction such as:

Systems: Symptoms:

Mouth - itching and swelling of the lips, tongue, or mouth

Throat - itching and/or a sense of tightness in the throat, hoarseness, hacking cough
Skin - hives, itchy rash, and/or swelling about the face or extremities

Stomach - nausea, abdominal cramps, vomiting, and/or diarrhea

Lung - sho9rtness of breath, repetitive coughing, and/or sneezing

Heart - low and weak heart rate, “passing out”

*THE SEVERITY OF SYMPTOMS CAN QUICKLY CHANGE. ALL ABOVE SYMPTOMS CAN
POTENTIALLY PROGRESS TO A LIFE-THREATENING SITUATION!

Injectable Epinephrine DeviceEpiPen should be: O kept with child O kept in front office O available during bus
transportation O other
This student is both capable and responsible for self-administering this medication: O Yes O No
Signature of MD, APRN, or PA - Date
Primary Care Provider

Address

Phone N
I give permission myself'my child to receive the above medication at school according to school policy and
expressly waive any liability on behalf of the school or health depariment as a result of administration of the above
medication. | understand that | have the ultimate responsibility for providing the school with an adequate supply of
medication to enable the request for medication to be followed. My signature will give permission for exchange of
verbal and written communication between the Health Care Provider and the school nurse regarding my child’s
medical regime. I hereby give iy authorization and consent to trained school personnel to give prompt treatment, as
specified above under Emergency Plan of Action, to my child.
Signature of Parent’ Guardian - Date

Home Phone Work Phone o

Emergency contact name ) Phone Number




STUDENTS 09.2241 AP.21
(CONTINUED)

Authorization to Give Medication: Glucagon

Medication will be given at school only with written permission from the child’s parent(s) or legal
guardian. Emergency medications must have written permission from the Health Care Provider to
administer. In the event of a diabetes emergency, the following procedure should be followed by a school
nurse or designated trained personnel. Signed permission will expire at end of school year.

Student’s name Date of Birth

If child becomes unconscious or a seizure occurs, activate the following EMERGENCY PLAN OF
ACTION:

EMERGENCY PLAN OF ACTION

1. Call EMS (911)
2. Administer emergency medication*
Medication:
Dosage:

Route:
3. Notify school personnel trained in CPR/First aid to stay with student and initiate CPR if needed prior

to EMS arrival.

4, Notify parent/guardian.

5. If child needs to be transported via EMS, a parent or school representative will meet student at the
hospital.

Glucagon should be: O kept with child O kept in front office O available during bus transportation OJ other
Signature of MD, APRN, or PA Date

Primary Care Provider
Address
Phone

I give permission myselfimy child to receive the above medication at school according to school policy and
expressly waive any liability on behalf of the school or health department as a result of administration of the above
medication. | understand that I have the ultimate responsibility for providing the school with an adequate supply of
medication to enable the request for medication to be followed. My signature will give permission for exchange of
verbal and written communication between the Health Care Provider and the school nurse regarding my child’s
medical regime. I hereby give my authorization and consent to trained school personnel to give prompl (reatment, as
specified above under Emergency Plan of Action, to my child.

Signature of Parent/ Guardian Date

Home Phone

Work Phone

Emergency contact name

Phone Number




STUDENTS 09.2241 AP.21
(CONTINUED)
Authorization to Give: FDA Approved Seizure Rescue Medication
Medication will be given at school only with written permission from the child’s parent(s) or legal guardian. Emergency
medications must have written permission from the Health Care Provider to administer. In the event of a diabetes

emergency, the following procedure should be followed by a school nurse or designated trained personnel. Signed
permission will expire at end of school year.

Student’s name ~ Dateof Birth

Seizure information:

Type of seizure(s) Description

O Absence *Staring, eye blinking, loss of awareness, other

O Complex partial seizures *Remains conscious, distorted sense of smell, hearing, sight, involuntary
rhythmic jerking/twitching on one side, other

O Generalized tonic-clonic seizures *convulsions, stiffening, breathing may be shallow, lips or skin may have

bluish color, unconsciousness, confusion, weariness, or belligerence when
seizure ends, other il s
If a seizure occurs, activate the following EMERGENCY PLAN OF ACTION

EMERGENCY PLAN OF ACTION

1. DAdminister emergency medication* FDA approved seizure rescue medication ____mg rectally for seizure lasting
> minutes and/or > seizures in ___ hours
Possible side effects:
DOVNS (vagal nerve stimulator) Magnet

O Other _ S ) ;
2. Call EMS (911)if:
*  Seizure does not stomp by itself or with VNS within minutes.
Seizure does not stop within of giving FDA approved seizure rescue medication.

L]

*  Seizure lasts more than 5 minutes

e Child does not start waking up within __ minutes after seizure is over.

*  Seizure behavior is different from other episodes.

*  You are alarmed by the frequency or severity of the seizure(s).

e You are alarmed by the color or breathing of the person.

e  The person is having unusual or serious problems.
3. Notify school personnel trained in CPR/First aid to stay with student and initiate CPR if needed prior to EMS arrival.
4. Notify parent/guardian.
5. If child needs to be transported via EMS, a parent or school representative will meet student at the hospital.

FDA approved seizure rescue medication should be: O kept with child O kept in front office O available during bus
transportation
Signature of MD, APRN, or PA Date

Primary Care Provider
Address
Phone

I give permission myself'my child to receive the above medication at school according to school policy and expressly
waive any lability on behalf of the school or health department as a result of administration of the above medication. |
understand that | have the ultimate responsibility for providing the school with an adequate supply of medication o
enable the request for medication to be followed. My signature will give permission for exchange of verbal and wrilten
communication between the Health Care Provider and the school nurse regarding my child's medical regime. [ hereby
give my authorization and consent to trained school personnel to give prompt treatment, as specified above under
Emergency Plan of Action, to my child.

Signature of Parent’ Guardian Date
Home Phone _ Work Phone

Emergency contact name e Phone
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Lincoln Trail District Health Department
Privacy and Security of Protected Health, Confidential and Sensitive Information Agreement

Please Print:

Last Name, First Name, & M.I. Social Security #

[ understand that I may be allowed access to confidential information and/or records in order that I may perform my
specific job duties. I further understand and agree that [ am not to disclose confidential information and/or records
without prior consent of the appropriate authority(ies) in the Local Health Department (LHD).

I understand all information pertaining to personal facts and circumstances obtained by health department staff shall
be confidential Any information that can be linked to a specific person though the patient’s name, patient
identifying number which is or contains his/her social security number, his/her address or telephone number is
deemed confidential. Further, 1 understand that information that would lead to identification of an individual must
also be protected as Patient Health Information (PHI). Such information may be in the form of a person’s personnel
record, medical record, excerpts from the medical record, computer generated reports, computer disks, computer
screens, copies of computer screens and conversations which identify the patient. All such information shall be
safeguarded against access/use by unauthorized persons and shall be stored out of sight when not in use.

I understand that identities of patients 1 see and patient specific information I learn from conversations or
observations as a student of the local health department are confidential. I will not disclose information about
specific individuals without the individual’s written consent, except in accordance with written standards or as
provided by law. I also understand information may only be disclosed in statistical summarization or another form(s)
that does not identify specific individuals. I understand the information provided to external agencies must have the
same protections and that persons receiving such information must be aware of governing statues and regulations

I understand that accessing or releasing confidential information and/or records, or causing confidential information
and/or records to be accessed or released to myself, other individuals, clients, relatives, etc., outside the scope of my
assigned job duties would constitute a violation of this agreement and may result in disciplinary action taken agaimst
me. [ further understand that employees/students may subject themselves to civil and criminal liability, as well as
disciplinary action, for the disclosure of confidential information to unauthorized persons.

I understand that the following is not an exhaustive list of all confidential information, but is an attempt to include
most of the major examples of such information. In the event of doubts about whether certain information is covered
by confidentiality requirements, [ understand that I should consult my supervisor.

Under HIPAA, an individual’s health care information must be used by the LDH and its employees and agents only
for legitimate health purposes like treatment and payment. 45 C.F.R. § 160.101 et seq. and specifically §§ 164.501,
164.514 established standards for privacy of health information under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). Health information that must be kept private and secure is called Protected
Health Information (PHI). HIPAA established in Federal Laws the basic principle that an individual’s medical
records belong to that individual and, with certain exceptions, cannot be used, released or disclosed without the
explicit permission of that individual or their legal guardian. This includes disclosing PHI in even casual or informal
conversation not related to a legitimate health purpose (like treatment or payment) at any time whether at work or
not. HIPAA gives patients/clients of the LHD program and services the right to an explanation of their privacy
rights, the right to see their medical records (with some exceptions), the right to request corrections to these records,
the right to control the release of information from their records and the right to documented explanations of
disclosures by the Cabinet and by others who may have access to this information. Those who violate the rules laid
down by HIPAA are subject to federal penalties. For non-criminal violations of the privacy standards, including
disclosures made in error, there are civil monetary penalties of $100 per violation up to $25,000 per year, per
standard. Criminal penalties are imposed for violations of the statue that are done knowingly (on purpose) — up to
%50,000 and one year in prison for obtaining or disclosing protected health information; up to $100,000 and up to
five years in prison for obtaining or disclosing protected health information under “false pretenses;” and up to
$250,000 and up to 10 years in prison for obtaining protected health information with the intent to sell, transfer or
use it for commercial advantage, personal gain or malicious harm

Under KRS 214.420, all information in the possession of local health departments concerning persons tested for,
having or suspected of having sexually transmitted diseases, or identified in an epidemiologic investigation for
sexually transmitted diseases, is strictly confidential. A general authorization of the release of medical or other
information is not sufficient to authorize release of this information. Breach of this confidentially is considered a
violation under KRS 214.990.
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Under KRS 214.191, no fest results to human immunodeficiency virus are to be disclosed to unauthorized persons.

Information collected from patients pertaining to mental health, alcohol and drug abuse and domestic violence is
protected and not to be released without specific written permission from the patient as cited in KRS 304.17A-55
Patient’s Right to Privacy Regarding Mental Health a and Chemical Dependency, and 42 CFR Part 2 Confidentiality
of Aleohol and Drug Abuse Patient Records. KRS 403.160 allows only the court to determine 1if domestic violence
or child abuse information may be disclosed.

ITwill  or will not have access to information, records, or reports concerning persons provided services for

Sexually Transmitted Diseases. I understand that data concerning these patients is not to be shared with anyone who
is not assigned to STD activities.

Confidentiality of family planning services is required by 42 C.F.R. 59. Section 59.11 state: “All information as to
personal facts and circumstances obtained by the project staff about individuals receiving services must be held
confidentiality and may not be disclosed without the individual’s consent, except as may be necessary to provide
services to the patient or as required by law, with appropriate safeguards for confidentiality. Otherwise, information
may be disclosed only in summary, statistical or other form which does not identify particular individuals.” The
confidentiality rules and applicable to all programs or projects, supported in whole or in part by federal financial
assistance, whether by grant or by contract, are found at 42 C.F.R. § 50310, which states: “Information in the
records in the possession of programs or projects which is acquired in connection with the requirements of the
subpart may not be disclosed in a form which permits the identification of an individual without the individual’s
consent except as may be necessary for the health of the individual or an may be necessary for the Secretary [of
Health and Human Services] to monitor the activities of those programs or projects. In any event, any disclosure
shall be subject to appropriate safeguards which minimize the likelihood of disclosures of personal information an
identifiable form.”

I understand that other types of information may also be protected by confidentiality and that if in doubt as to
confidentiality, I should not volunteer information before making certain that the information may be disclosed.

I understand that disclosure or intentional release of personal information against an individual’s wishes may also
subject me to civil liability, fines and/or incarnation and that T will be prosecuted for any violation of these laws for
which I am responsible.

I have read this agreement, understand it and agree to comply with its terms. In addition, it is my responsibility to
report violations of this agreement by any employee/student to my supervisor. I acknowledge I have had an
opportunity to ask questions and I understand this information. I further agree it is my responsibility to assure the
confidentiality of all information which has been issued to me in confidence even after my reemployment with the
local health department ceases.

By affixing my signature to this document, I acknowledge that I have been apprised of the relevant laws, regulations
and policies concerning access, use, maintenance and disclosure of confidential information and/or records which
may be made available to me through my employment in the Local Health Department. I further agree that it is my
responsibility to assure the confidentiality of all information that has been issued to me in confidence even after my
employment with the agency has ended.

I have read the above, received a copy of the Local Health Department Confidentiality Policy and understand my
responsibilities

Student’s Signature Date

Supervisor's Signature  Date

Witness Date






