
ISD 728: Anaphylaxis Action Plan

School Year: Student Name: Date of Birth:

Preferred Hospital:

Health Care Provider: Phone: Fax:

Allergy Information (completed by the healthcare provider)

Allergy to: Food:

Insects (Specify): Other (Specify):

History of Asthma: YES* No History of Anaphylaxis: YES* No

*More at risk for severe reaction

Description of past allergic reaction:

Medication Doses (completed by the healthcare provider)

Antihistamine: Dose:

Epipen Jr (0.15 mg) Epipen (0.3 mg) Twinject (0.15 mg) Twinject (0.3mg)

Adrenaclick (0.15mg) Adrenaclick
(0.3mg)

Auvi-Q (0.15 mg) Auvi-Q (0.3mg)

Teva (0.15 mg) Teva (0.3 mg) Epinephrine Auto Injector (0.15 mg) Epinephrine Auto Injector (0.3 mg)

Inhaler: Other:

May self carry medications Yes No May self administer medications Yes No

This student has a second dose of medication available: No Yes

Healthcare Provider Signature**: Date:

**This form provides health care provider authorization for medical treatment to be provided during school hours. The prescribing health care provider is required to
complete this document before the services can be provided. Any alteration of the form invalidates the authorization. The student named in this document is under my
medical supervision. I have prescribed the following treatment that is necessary to be given during school hours for the child’s health or safety. I am also aware that the
prescribed treatment may be administered by trained non-medical personnel.



EMERGENCY RESPONSE

SEVERE SYMPTOMS: For ANY of the following:
LUNG: Shortness of breath, wheezing, repetitive cough
HEART: Pale or bluish skin, faintness, weak pulse, dizziness
THROAT: Tight or hoarse throat, trouble breathing or
swallowing
MOUTH: Significant swelling of the tongue or lips
SKIN: Many hives over the body, widespread redness
GUT: Repetitive vomiting, severe diarrhea
OTHER: Feeling something bad is about to happen, anxiety,
confusion
OR a combination of symptoms from different body areas.

🠋 🠋 🠋
INJECT EPINEPHRINE IMMEDIATELY

CALL 911

MILD SYMPTOMS include:
NOSE: Itchy or runny nose, sneezing
MOUTH: Itchy mouth
SKIN: A few hives, mild itch
GUT: Mild nausea or discomfort

MILD SYMPTOMS from a single body area:
1. Give antihistamine (if available) as ordered by a healthcare provider
2. Stay and monitor the student; call emergency contacts.
3. Watch closely for changes. If symptoms worsen or progress:

INJECT EPINEPHRINE IMMEDIATELY

CALL 911
MILD SYMPTOMS from MORE than one body area:

INJECT EPINEPHRINE IMMEDIATELY

CALL 911

Act quickly. The first signs of a reaction can be mild, but symptoms can get worse very quickly.

1. Hold the child’s leg firmly in place and limit movement prior to and during injection
2. INJECT EPINEPHRINE
3. CALL 911 Alert emergency responders that a student is having a life-threatening allergic reaction.
4. Stay with student; contact parents/guardians. Note time the epinephrine was given. Give the epinephrine pen to the emergency

responders. Student may lay down with feet up or sit in a chair.
5. Give additional medications if available.

First Aid for suspected anaphylaxis activity:
Call Health Services staff for assistance, never send to the health office without an adult escort
STAY calm, keep calm, reassure student they are safe and make them comfortable
Lay the student FLAT, do NOT allow them to stand or walk

Parent/Guardian Authorization

1. I request that the above medication/treatment be administered to my child as prescribed by the healthcare provider. I release
school personnel from liability in the event adverse reactions result from taking the medication(s).

2. I understand I must provide medication in the original bottle, properly labeled by the pharmacy with the student’s name, date,
dosage, time and directions for administration.

3. I give permission for the medication(s) to be given by school personnel as delegated by the licensed school nurse.
4. I give permission for the Building Nurse/Licensed School Nurse to consult with my child’s physician about any questions regarding

the listed medication(s) or medical condition(s) being treated. I understand that the school intends to use the requested information
to provide for my child’s health and safety needs while at school. I may refuse to supply the requested personal information. The
consequence for not providing the information may result in that my child will not be able to take medication during school hours
dispensed from the health office. The information I provide will be shared only with staff in the school whose jobs require access to
this information to ensure your child’s safety and school success.

5. If my child has any remaining medication(s) during or at the end of the school year, I authorize Health Services personnel to send it
home with my child. I will notify Health Services if I prefer to pick up the medication(s) at school.

6. I will notify Health Services of any change in the medication(s) i.e. dosage change, medication is discontinued, etc.
7. I understand that the emergency care plan may be revoked at any time in writing and expires in one calendar year.
8. I authorize the emergency care plan to be followed in school.
9. I understand it is my responsibility to notify the transportation company directly of any specific directions for my child’s care while

riding transportation during the school day.

Parent/Guardian Name:

Parent/Guardian Signature: Date:


