(Parents complete pages 1-2 and Physicians complete pages 3-4)

CONTACT INFORMATION

Call First(Parent/Guardian)

Try Second(Parent/Guardian

Name:

Name:

Relationship:

Relationship:

Home:

Home:

Cell:

Cell:

Work:

Work:

Call Third (If a parent/guardian cannot be reached)
Name:__________________________________________ Relationship:____________________________________
Address:________________________________________________________________________________________
Phone:______________________________________________

ALLERGIC HISTORY
Has your child ever been given an epinephrine shot for an allergic reaction? YES

NO

Does your child have Asthma? YES NO
**If your child needs medication at school for Asthma, please also complete an Asthma
Medical Action Plan
List all ALLERGIC FOOD:
**If nuts, please specify by circling on or both of the following: PEANUT

TREE NUT

__________________________________________________________________________
__________________________________________________________________________

I request that my child sit at a no nut, food allergy friendly table for meals. YES

NO

List all SEVERE ALLERGIES (such as insects, latex, medications):
_________________________________________________________________________
_________________________________________________________________________
List of other foods that should be avoided, but are not a risk for a severe allergic reaction:
_________________________________________________________________________
_________________________________________________________________________
If my child is to self-carry epinephrine, I will still supply the school with a back-up. YES

NO

I agree to have the information in this medical action plan shared with staff needing to know. I understand
that my child’s name may appear on a list with other students having severe allergy to better identify needs.
I give permission for trained staff to give the medication(s) as ordered by the Physician for allergic reactions
and to contact the Physician for clarifications of orders, if needed.
Parent/Guardian (Printed Name):______________________________________________________________
Signature:_________________________________________________________________________________
Date:_____________________________

Student Name:_____________________________________________________________________

□ If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten.
□ If checked, give epinephrine immediately if the allergen was definitely eaten, even if no
symptoms are noted.
Any SEVERE SYMPTOMS after suspected or known ingestion:

MILD SYMPTOMS ONLY:

See Auto-Injector Directions Posted with Action Plans and in the Medication Storage Area. Directions for use are also
printed on the medication. Check expiration date____________________when Auto-injector is brought to school.

