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ANAPHYLAXIS ACTION PLAN
                                     


Student Name:          ___________________________________ DOB                  ___________

ALLERGY TO:                              __________________________________________________
Asthmatic:    □ No       □ Yes*   (*higher risk for reaction)    
	Mild Skin Reaction* without known ingestion of allergen

Mild Symptoms (please check):

 FORMCHECKBOX 
   Localized hives

 FORMCHECKBOX 
   Localized swelling 

 FORMCHECKBOX 
   Other (describe)_____________

___________________________

___________________________
	 FORMCHECKBOX 
   Notify parent/guardian to pick up student for observation.

         OR

 FORMCHECKBOX 
  1.  Give Antihistamine.  (Specify strength/dose/frequency)   

· Benadryl/Diphenhydramine: Up to every 4-6 hours
           OR      Circle: 12.5/5ml: _____tsp(s)   OR    25 mg ____tab(s)
· Other: ______________________________________
2. Notify parent/guardian antihistamine has been given and to pick student 
      up for further observation. 

If serious symptoms develop, give Epinephrine as instructed in Box 3 below.  Do not hesitate to administer medications or call 911 even if the parent or doctor can not be reached. The severity of the reaction can change quickly. Past reactions do not predict future reactions. 

	Mild Skin Reaction* ONLY with suspected ingestion of allergen

*Mild Skin Reactions = only in the areas of allergen contact.

Mild Symptoms (please check):

 FORMCHECKBOX 
   Localized hives

 FORMCHECKBOX 
   Localized swelling 

 FORMCHECKBOX 
   Other (describe)_____________

___________________________

___________________________
	  FORMCHECKBOX 
   Notify parent/guardian to pick up student for observation.

         OR

 FORMCHECKBOX 
  1.  Give Antihistamine.  (Specify strength/dose/frequency)   

· Benadryl/Diphenhydramine: Up to every 4-6 hours
           OR      Circle: 12.5/5ml: _____tsp(s)   OR    25 mg ____tab(s)
· Other: ______________________________________
2. Notify parent/guardian antihistamine has been given and to pick student 
      up for further observation. 

If serious symptoms develop, give Epinephrine as instructed in Box 3 below.  Do not hesitate to administer medications or call 911 even if the parent or doctor can not be reached. The severity of the reaction can change quickly. Past reactions do not predict future reactions.

	Serious Symptoms:
Skin:  hives, swelling in areas other than     allergen contact area.

Mouth:  itching, swelling of lips, tongue or mouth.

Throat:  itching, sense of tightness, hoarseness.

Lungs:  significant shortness of breath,         repetitive coughing, wheezing.

Gut:  nausea, cramps, vomiting, and/or     diarrhea.

       Heart:  lightheadedness; dizziness; 

        passing out.         
	1.  Give Epinephrine IM Immediately (Turn over for instructions)
               FORMCHECKBOX 
 Epinephrine auto-injector   0.15mg (Jr.)


               FORMCHECKBOX 
 Epinephrine auto-injector   0.3mg
   

If symptoms continue or worsen, repeat Epi after 10-20 minutes.

2. Note time given. _________________
3. Call 911.  Ask for Advanced Life Support for an allergic reaction. 
4. Administer any additional medications per doctor’s orders: 

___________________________________________________
5. Call parent/guardian. 

6. Remain with student until EMS arrives. 


This student may carry this emergency medication at school.



 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

This student is trained and capable to self-administer this emergency medication. 
 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No

       Medication order is valid for duration of current school year (which includes summer school).
Health Care Provider Name____________________________________Date______________

Signature____________________________________________Office # __________________

Parent Name_______________________________________________Date_______________

Parent Signature
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