& ALLERGY EMERGENCY PLAN
‘1’ Student Name: Student ID: DOB: School Name: School Year:
LT Parent Name: Home: Work: Cell:
Allergic to: Describe Symptoms:
Student has asthma: [] *Yes (Children with asthma have a higher risk for severe reaction) [0 No
DO NOT DEPEND ON ASTHMA INHALER AND/OR ANTIHISTAMINES TO TREAT ANAPHYLAXIS!!!
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OPTION 1 OR 2 NEEDS TO BE COMPLETED AND SIGNED BY A PHYSICIAN IF STUDENT IS TO CARRY AND/OR SELF-ADMINISTER EPINEPHRINE:

I:I 1.1 have instructed student in the proper use and dosage of his/her epinephrine auto-injector. It is my professional opinion that this student should be allowed to carry and self administer
(medication name and dose).

I:I 2. This student should be allowed to carry this epinephrine auto-injector while at school and on school bus. Student is not capable of administration of this medication
(medication name and dose).

Physician’s Signature: Date:

Parent Signature Date County School Nurse Signature Date
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