
Student’s Name ________________________ Grade ____ Teacher _______________

ALLERGY TO FOOD  
                  List food(s) that student is allergic to: _______________________________
Other health conditions: (ex. Asthma*) _________________________________

Signs of Allergic Reaction:  (Circle Past Known Symptoms)

System:


Symptoms:

Skin



Hives, Itching, Rash, swelling of face or extremities

Stomach


Nausea, stomach cramps, vomiting, diarrhea

Mouth*


Itching, swelling of lips, tongue, or mouth

Throat*


Itching, sense of tightness in the throat, hoarseness





Hacking cough

Lung*



Shortness of breath, repetitive coughing/wheezing

Heart*



“thready pulse”, “passing out”

*High Risk for severe reaction.

Describe in detail past reactions (with dates) and treatment needed: (Use back of sheet if necessary). _______________________________________________________________________________________________________________________________________________________________________________________

 List current medications taken for allergies, allergic reactions, asthma:

1. _______________________________________________________

2. _______________________________________________________

Medications to be taken at school:

1. ______________________________________________________

2. ______________________________________________________

3. ______________________________________________________

*Medication authorization form with physician and parent signature received on this date: ____________.  This must accompany any medication brought to school.

   Nursing Diagnosis:




      Goals:

1.  Potential for life-threatening episode.

1.  To prevent allergic reactions.

2.  Knowledge deficit related to allergens.

2.  Student will acknowledge









     allergen triggers.


Emergency Action

For a minor reaction:

If symptoms are: _________________________________________________________

1. Licensed School Nurse, Health Assistant, or trained back-up will administer: __________________________________________________________________

(medication/dose/route)

2. Call Parents or emergency contact.

3. Call School Nurse

 For a major reaction:

If symptoms are: _________________________________________________________

1. Licensed School Nurse, Health Assistant, or trained back-up will administer:

______________________________________________________________

(medication/dose/route)

2. Call 911

3. Call Parents

4. Call School Nurse


If ingestion is suspected  - take the following action:__________________________________________________________________.

If ingestion is known to have occurred – take the following action:__________________________________________________________________.

 Epipen Administration Trained Staff Members

Staff Trained and delegated by Cathy Mattei, RN, LSN:

1.  __________________________________________
Date ___________________

2.  __________________________________________ 
Date ___________________

3.  __________________________________________
Date ___________________

I give permission for school staff who have received a demonstration and training to administer the above medication in an emergency at school or on a field trip.

Parent Signature _____________________________________  Date ______________

