STUDENT ALLERGY ACTION PLAN

Student Name:






  

DOB:





Parent Signature (Required): 

Parent 1:
    

   
______Date:

Phone1:
 
  Phone 2:




Parent 2:_______________________________Date:  

Phone1:

  Phone 2:





Allergy and Asthma Information     
Please fill out the following if your child has any allergies or asthma. If student has allergies or asthma, please attach photo (required)                   Attach Here                  
Allergic to:






_









___________________________           ___________________________  



_________________________________            _________________________________

Signs of Allergic Reaction:

Mouth













Throat:












Skin:












Gut:












Lung:












Heart:












Other:












Action for MINOR Reaction:

1.














2.














3.














Then call: 






Phone #:





Action for MAJOR Reaction: (**CALL 911** FIRST, THEN EMERGENCY CONTACT)
1.














2.














3.














Does your child suffer from asthma?   Yes     No  (circle)

**If yes, does your child need to have an inhaler or epi pen at school?    Yes            No         (circle)
   If your child needs an inhaler at school, please list medication name and dosage.  
   Medication Name:   ___________________________________________Dosage:_______________________

**An up-to-date prescription from your child’s physician must be on file at school for the administration of any
   medication by a teacher or staff.         
PLEASE RETURN THIS FORM TO SCHOOL, WITH ANY MEDICATION NEEDED, BEFORE THE FIRST DAY OF CLASSES.









