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Participant Self-Assessment Health Questionnaire 
for Wellness Screen Related to COVID-19 

The Huntley Park District is committed to the safety of employees, customers, and 
community during the COVID-19 pandemic. Employees and customers will be required to 
self-assess using these questions each day prior to coming on-site. If the answer is “yes” to 
any question, (which pertains to you or the child in your care participating in a Huntley 
Park District Activity) please do not come on-site to prevent the spread of illness. 
Additionally, participants should notify the program supervisor of their absence and the 
reason for the absence.  

The symptoms listed below are those currently provided by the CDC as signs or symptoms 
associated with the COVID-19 disease.   

o Do you have a fever of 100.4 degrees Fahrenheit or higher?
o Do you have a cough?
o Do you have a sore throat?
o Have you been experiencing difficulty breathing or a shortness of breath?
o Do you have muscle aches?
o Have you had a new or unusual headache (e.g., not typical to the individual)?
o Have you noticed a new loss of taste or loss of smell?
o Have you been experiencing chills or rigors (i.e., a sudden feeling of cold with

shivering accompanied by a rise in temperature)?
o Do you have any gastrointestinal concerns (e.g., abdominal, pain, vomiting, diarrhea)?
o Have you tested positive for COVID-19 in the last 14 days?
o Is anyone in your household displaying any symptoms (as listed above) of COVID-19?
o To the best of your knowledge, in the last 14 days, have you come into close contact*

with anyone who has tested positive for or been diagnosed with COVID-19?

By coming to Huntley Park District activities, you acknowledge that you have in fact 
conducted this self-assessment for yourself and/or the child(ren) in your care and the results 
are true and accurate to the best of your current knowledge.   

*Close contact includes household contacts, intimate contacts, or contacts within 6 feet
for 15 minutes or longer (10 minutes or longer for ambulatory care services) unless
wearing an N95 mask during the period of contact.
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SUMMER CAMP PICK-UP AND DROP-OFF PROCEDURES 

We will be offering curbside drop-off and pick-up this summer when weather is good to 
minimize the amount of traffic into our building.  When weather is not good, drop-off and 
pick-up will require you to park and come in.  We intend to keep traffic and gathering sizes 
small during these times for the health and safety of our staff and your children.   

General Information 

1. Kindergarten and First Grade will park and check their child in/check out at Deicke
Park Building which is accessed from Rt. 47.  There is not appropriate room to drive
thru and provide curbside pickup at this location.  Staff will be outside to check you in
when weather is good and inside the main entrance when weather is bad.  All
campers and those dropping off must wear a mask when in the building.

2. By 8:00a each morning we will make a decision if drop-off will be done indoors or
outdoors.  Pickup begins at 8:30a.  Drop off will not begin prior to 8:30a.  Please
anticipate this taking a few minutes.

3. By 4:00p each afternoon we will decide about pick-up.  Should weather conditions
change after these decisions are made, we will update communication as it happens.
We will communicate this to you in two ways:

a. We will send a message through the ePact system.
b. We will update the Rainout Line on our weather page.

4. Morning drop offs should occur between 8:30a and 9:15a.  After that, please call your
camp-specific phone to check them in at the proper location.

5. Afternoon pickups should occur between 4:15p and 5:00p.  Any pickups before 4:15p
should call their camp-specific phone to check them out from the proper location.  All
campers MUST be picked up by 5:00p as this is when camp closes.  Any pickups after
5:10p will receive a warning and any other occurrences will be charged $1 per minute
you are late.

Drop-Off/Pick-up when weather is good (All camp levels other than K and 1st Grade): 

1. Enter the Rec Center campus from Mill St. and proceed all the way into the Rec Center
parking lot and do a U-Turn in front of our building and form a line on the eastbound
south side of Mill St.  See diagram.

2. You will be provided a color-coded card to place in your dashboard window or to hold
up when dropping off/picking up.  This will help our staff be more attentive and check
you in/out quicker.

3. Campers must have a face covering on at the time of drop off.
4. When dropping off we will ask the camper’s name and grade.  By dropping off you are

affirming your child does not have any symptoms listed on the Health Screening.
5. When picking up, our staff will confirm the identity of the person picking up matches

the name and picture provided in the ePact system.  Please make sure your authorized
pick up individuals are updated in ePact.  We cannot release a child unless they are
on this list with a photo.

6. There will be a designated area to pull over to if staff need to speak with you so that
traffic isn’t blocked.
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Drop-Off/Pick-up when weather is bad: (All camp levels other than K and 1st Grade): 

6. Park your vehicle and walk your child into the building at the Mill St. Entrance of the
Rec Center.

7. All campers and those dropping off must wear a mask when in the building.
8. Once in the building, follow directions of staff and signs to your appropriate camp

check-in location.  Please form a line to one side of the hallway 6 ft. apart from anyone
in front of you or behind you in the line.

9. If you see that a line extends outdoors for any reason, please wait in your vehicle until
it is safe to enter the building.  We hope this won’t be the case but please observe this
rule if it happens.

Drop-Off/Pick-up Diagram 

Mill Street

N

Drop off/Pick up Zone 

Pull over Zone 

Loading Zone - Please pull all the way forward, unload/pickup and safely exit east toward Mill St. 
Pull Over Zone - This zone is reserved for staff and parents who may need to have a discussion 
without stopping the flow of traffic 
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Huntley Park District 
Permission to Dispense Medication 
Waiver and Release of All Claims 

 
The Huntley Park District will not dispense medication to a minor child or other participant until the 
permission and Waiver to Dispense Medication and Medication Information Form have been fully 
completed by a parent or guardian.  The Park Districts internal procedures on dispensing 
medication are available for review 
 

 
NAME OF PROGRAM: _________________________________ DATE: ___________ 
 
I the parent/guardian (print name ____________________________  
 
Of (child’s name, print) ____________________________________, give permission to the staff 
of the Huntley Park District to administer to my child, (name of medication): ______________ 
______________________________________________________________________________ 
 
 
I understand that it is my responsibility to give the medication directly to the program staff 
in individual dosage containers, or original prescription containers, or envelopes clearly 
labeled with the following information: 
 
 PARTICIPANTS NAME: _________________________________________________ 
 
 NAME OF MEDICINE AND COMPLETE DOSAGE INSTRUCTIONS: 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 ________________________________________________________________________ 
 
In all cases the recommended dosage of any medication will not be exceeded.  If after 
administering medication there is an adverse reaction, I give my permission to the  
Huntley Park District to secure from any licensed hospital physician and/or medical 
personnel any treatment deemed necessary for immediate care.  I agree to be responsible 
for payment of any and all medical services rendered. 
I recognize and acknowledge that there are certain risks or physical injury in connection 
with the administering of medication to my minor child.  In consideration of the Huntley 
Park District administering medication to my minor child, I do hereby fully release or 
discharge the Huntley Park District, and its officer, agents, volunteers and employees from 
any and all claims from injuries, damages and losses I or my minor child may have, arising 
out of, connected with, incidental to, or in any way associated with the administering of 
medication.  I further agree to indemnify, hold harmless and defend the Huntley Park 
District, and its officers, agents, volunteers and employees from any and all claims resulting 
from injuries, damages and losses sustained by me or my minor child and arising out of, 
connected with, incidental to or in any way associated with the administering of medication.   
 
 
 
_______________________________________   ________________________ 
Signature of Parent or Guardian     Date 
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Medication Dispensing Information 
This form must be completed for each program session or when medication changes 

BACKGROUND INFORMATION: 
Participant’s Name: _______________________________________________ Age: _______ 

Address: ______________________________________________________________________ 

Parent’s/Guardian’s Name(s) ______________________________________________________ 

Daytime Phone: _______________________________ Other Phone: __________________ 

Program Name: ________________________________________________________________ 

Doctor’s Name: _______________________________ Phone: _______________________ 

MEDICATION INFORMATION 
Name: __________________________________ Dose: __________Time: _________ 

Dispensing & Storage Instructions: ___________________________________________ 
________________________________________________________________________ 

Possible Side Effects: ______________________________________________________ 
________________________________________________________________________ 

Name: __________________________________ Dose: __________Time: _________ 

Dispensing & Storage Instructions: ___________________________________________ 
________________________________________________________________________ 

Possible Side Effects: ______________________________________________________ 
________________________________________________________________________ 

OTHER INFORMATION: _______________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

I understand that it is my responsibility to give the medication directly to program staff with 
full instruction sin individual dosage containers, clearly labeled envelopes, or in original 
prescription bottles.   
In all cases, medication dispensing can only be changed or modified by completing another 
Permission and Waiver to Dispense Medication Form and medication Information Form. 
I hereby acknowledge that the above information provided for the dispensing of medication 
for my minor child, guardian, ward, or other family member is accurate.  I also understand 
that it is my responsibility to inform the Huntley Park District if any changes in the 
dispensing of medication change.   

______________________________________________ __________________ 
Signature of Parent or Guardian Date 
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ILLINOIS FOOD ALLERGY EMERGENCY ACTION PLAN 
AND TREATMENT AUTHORIZATION 
NAME: D.O.B: / / 

TEACHER:   GRADE: 

ALLERGY TO:  

Asthma:      Yes  (higher risk for a severe reaction)        No      

ANY SEVERE SYMPTOMS AFTER SUSPECTED 
INGESTION: 

LUNG:  Short of breath, wheeze, repetitive cough 
HEART: Pale, blue, faint, weak pulse, dizzy, confused 
THROAT: Tight, hoarse, trouble breathing/swallowing 
MOUTH: Obstructive swelling (tongue) 
SKIN: Many hives over body 

Or Combination of symptoms from different body areas: 

SKIN: Hives, itchy rashes, swelling 
GUT: Vomiting, crampy pain

INJECT EPINEPHRINE 
IMMEDIATELY 

− Call 911
− Begin monitoring (see below)
− Additional medications:
− Antihistamine
− Inhaler (bronchodilator) if asthma

*Inhalers/bronchodilators and antihistamines are
not to be depended upon to treat a severe

reaction (anaphylaxis)  Use Epinephrine.*

**When in doubt, use epinephrine. Symptoms can 
rapidly become more severe.** 

MILD SYMPTOMS ONLY 
Mouth: Itchy mouth 
Skin: A few hives around mouth/face, mild itch 
Gut: Mild nausea/discomfort 

GIVE ANTIHISTAMINE 

− Stay with child, alert health care professionals and parent.

IF SYMPTOMS PROGRESS (see above), INJECT EPINEPHRINE

 If checked, give epinephrine for ANY symptoms if the allergen was likely eaten.
 If checked, give epinephrine before symptoms if the allergen was definitely eaten.

MEDICATIONS/DOSES 
EPINEPHRINE (BRAND AND DOSE): _________________________________________________________ 

ANTIHISTAMINE (BRAND AND DOSE): _________________________________________________________ 

Other (e.g., inhaler-bronchodilator if asthma): _________________________________________________________ 

MONITORING: Stay with the child. Tell rescue squad epinephrine was given. A second dose of epinephrine can be 
given a few minutes or more after the first if symptoms persist or recur. For a severe reaction, consider keeping child 
lying on back with legs raised. Treat child even if parents cannot be reached. 

 Student may self-carry epinephrine  Student may self-administer epinephrine

CONTACTS:   Call 911   Rescue squad:  (_____)_____________________ 

Parent/Guardian: ___________________________________ Ph: (____)_________________________________________ 

Name/Relationship: _________________________________ Ph: (____)_________________________________________ 

Name/Relationship: _________________________________ Ph: (____)_________________________________________ 

Licensed Healthcare Provider Signature:   Phone:   _________   Date:__________________________
(Required) 

I hereby authorize the school district staff members to take whatever action in their judgment may be necessary in supplying emergency medical 
services consistent with this plan, including the administration of medication to my child.  I understand that the Local Governmental and Governmental 
Employees Tort Immunity Act protects staff members from liability arising from actions consistent with this plan.  I also hereby authorize the school district staff 
members to disclose my child's protected health information to chaperones and other non-employee volunteers at the school or at school events and field trips 
to the extent necessary for the protection, prevention of an allergic reaction, or emergency treatment of my child and for the implementation of this plan.     

Parent/Guardian Signature:  Date: __________  _  

Child’s 
Photograph 

Weight:  ______ lbs 
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DOCUMENTATION 

− Gather accurate information about the reaction, including who assisted in the medical intervention and who witnessed the
event.

− Save food eaten before the reaction, place in a plastic zipper bag (e.g., Ziploc bag) and freeze for analysis.
− If food was provided by school cafeteria, review food labels with head cook.
− Follow-up:

− Review facts about the reaction with the student and parents and provide the facts to those who witnessed the
reaction or are involved with the student, on a need-to-know basis.  Explanations will be age-appropriate.

− Amend the Emergency Action Plan (EAP), Individual Health Care Plan (IHCP) and/or 504 Plan as needed.
− Specify any changes to prevent another reaction.

TRAINED STAFF MEMBERS 

Name: 

Name: 

Name: 

LOCATION OF MEDICATION 

Student to carry 

Health Office/Designated Area for Medication 

Other: _________________________________ 

Room:_______________________________ 

Room:_______________________________ 

Room:_______________________________ 

ADDITIONAL RESOURCES 

American Academy of Allergy, Asthma and Immunology (AAAAI) 
414-272-6071
http://www.aaaai.org
http://www.aaaai.org/patients/resources/fact_sheets/food_allergy.pdf
http://www.aaaai.org/members/allied_health/tool_kit/ppt/

Children’s Memorial Hospital 
773-KIDS-DOC
http://www.childrensmemorial.org

Food Allergy Initiative (FAI) 
212-207-1974
http://www.faiusa.org

Food Allergy and Anaphylaxis Network (FAAN) 
800-929-4040
http://www.foodallergy.org

This document is based on input from medical professionals including Physicians, APNs, RNs and certified school 
nurses.  It is meant to be useful for anyone with any level of training in dealing with a food allergy reaction. 
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Illinois Department of Public Health
Asthma Action Plan

Patient Name__________________________________ Weight ______ Date of Birth ______________ Peak Flow ______________

Primary Care Provider Name _____________________________________ Phone __________________

Primary Care Clinic Name ________________________________________________________________

Symptom Triggers _______________________________________________________________________

Asthma Severity

Green Zone
“Go! All Clear!”

Peak Flow Range
(80% - 100% of personal best)

• Breathing is easy
• Can play, work

and sleep  without
asthma symptoms

Yellow Zone
“Caution...”

Peak Flow Range
(50% - 80% of personal best)

• Breathing is easy
• Cough or wheeze
• Chest is tight

Red Zone
"STOP! Medical Alert!"

Peak Flow Range
(Below 50% of personal best)

• Medicine is not helping
• Nose opens wide to

breathe
• Breathing is hard and fast

• Trouble Walking

• Trouble Talking

• Ribs show

The GREEN ZONE means take the following medicine(s) every day.
Controller Medicine(s) Dose

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Spacer Used ______________________________________________________________________________

Take the following medicine if needed 10-20 minutes before sports, exercise or any
other strenuous activity.

___________________________________________________________________________________________

The YELLOW ZONE means keep taking your GREEN ZONE controller medicine(s)
every day and add the following medicine(s) to help keep the asthma symptoms from
getting worse.
Reliever Medicine(s) Dose

___________________________________________________________________________________________

___________________________________________________________________________________________

If beginning cold symptoms, call your doctor before starting oral steroids.

___________________________________________________________________________________________

The RED ZONE means start taking your RED ZONE medicine(s) and call your doctor
NOW! Take these medicines until you talk with your doctor. If your symptoms do not get
better and you can't reach your doctor, go to a hospital emergency department or call
911 immediately.
Reliever Medicine(s) Dose

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Use Quick Reliever (two - four puffs) every 20 minutes for up to one hour or use nebulizer once. If your symptoms are not
better or you do not return to the GREEN ZONE after one hour, follow RED ZONE instructions. If you are in the YELLOW
ZONE for more than 12-24 hours, call your provider. If your breathing symptoms get worse, call your provider.

For more information on asthma, please visit the National Heart, Lung and Blood Institute at www.nhlbi.nih.gov, the U.S. Centers for Disease Control
and Prevention at www.cdc.gov or the U.S. Environmental Protection Agency at www.epa.gov. 

If you would like more information on Illinois’ asthma program, please contact the Illinois Department of Public Health at 217-782-3300.

Printed by Authority of the State of Illinois
P.O.355503     1M     11/04
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