
 
 
 
 
 
 

Student’s Name: _______________________________________________ Date of Birth:  ____________ Teacher:  ____________________   
 

ALLERGY to:  _________________ ___________________________________________ Asthmatic:    �‘���<�H�V�
 �‘���1�R 
      �
�+�L�J�K�H�U���U�L�V�N���I�R�U���V�H�Y�H�U�H���U�H�D�F�W�L�R�Q 

Step 1: Treatment  
Symptoms  Give Checked  Medication**  

�
�
 To be determined by physician �D�X�W�K�R�U�L�]�L�Q�J 
treatment 

�x If a food �D�O�O�H�U�J�H�Q has been �L�Q�J�H�V�W�H�G�� but no symptoms: �‘  Epinephrine �‘  Antihistamine 
Mouth �,�W�F�K�L�Q�J�� �W�L�Q�J�O�L�Q�J�� or �V�Z�H�O�O�L�Q�J of �O�L�S�V�� �W�R�Q�J�X�H�� mouth �‘  Epinephrine �‘  Antihistamine 
�6�N�L�Q �+�L�Y�H�V�� itchy �U�D�V�K�� �V�Z�H�O�O�L�Q�J of the face or 

 



  
 

�,�I���P�H�G�L�F�D�W�L�R�Q�V���F�D�Q���E�H���J�L�Y�H�Q���D�W���K�R�P�H���R�U���D�I�W�H�U���V�F�K�R�R�O���K�R�X�U�V�����S�O�H�D�V�H���G�R���V�R�����+�R�Z�H�Y�H�U�����L�I���P�H�G�L�F�D�W�L�R�Q���D�G�P�L�Q�L�V�W�U�D�W�L�R�Q���L�V���D�E�V�R�O�X�W�H�O�\��
�Q�H�F�H�V�V�D�U�\���W�R���E�H���J�L�Y�H�Q���G�X�U�L�Q�J���V�F�K�R�R�O���K�R�X�U�V�����W�K�L�V���I�R�U�P���P�X�V�W���E�H���F�R�P�S�O�H�W�H�G�� 
�3�H�U�P�L�V�V�L�R�Q���L�V���K�H�U�H�E�\���J�U�D�Q�W�H�G���W�R���W�K�H���O�R�F�D�O���V�F�K�R�R�O���S�U�L�Q�F�L�S�D�O���R�U���K�L�V���K�H�U���G�H�V�L�J�Q�H�H���W�R���V�X�S�H�U�Y�L�V�H���P�\���F�K�L�O�G���L�Q���W�D�N�L�Q�J���W�K�H���I�R�O�O�R�Z�L�Q�J��
prescribed medication. 
 

�,���K�H�U�H�E�\���U�H�O�H�D�V�H���D�Q�G���G�L�V�F�K�D�U�J�H���W�K�H���)�R�U�V�\�W�K���&�R�X�Q�W�\���%�R�D�U�G���R�I���(�G�X�F�D�W�L�R�Q���D�Q�G���L�W�V���H�P�S�O�R�\�H�H�V���D�Q�G���R�I�I�L�F�L�D�O�V���I�U�R�P���Dny and all liability in 
�F�D�V�H���R�I���D�F�F�L�G�H�Q�W���R�U���D�Q�\���R�W�K�H�U���P�L�V�K�D�S���L�Q���V�X�S�H�U�Y�L�V�L�Q�J���V�D�L�G���P�H�G�L�F�D�W�L�R�Q���G�X�H���W�R���D�Q�\���V�L�G�H���H�I�I�H�F�W�V�����L�O�O�Q�H�V�V�����R�U���R�W�K�H�U���L�Q�M�X�U�\���Z�K�L�F�K���P�L�J�K�W��
�R�F�F�X�U���W�R���P�\���F�K�L�O�G���W�K�U�R�X�J�K���V�X�S�H�U�Y�L�V�L�Q�J���V�D�L�G���P�H�G�L�F�D�W�L�R�Q�����,���K�H�U�H�E�\���U�H�O�H�D�V�H���D�I�R�U�H�P�H�Q�W�L�R�Q�H�G���R�I�I�L�F�L�D�O�V���I�U�R�P��any liability because of any 
�L�Q�M�X�U�\���R�U���G�D�P�D�J�H���Z�K�L�F�K���P�L�J�K�W���R�F�F�X�U�� 
 

�,���J�L�Y�H���W�K�H���D�E�R�Y�H-�P�H�Q�W�L�R�Q�H�G���S�H�U�V�R�Q�Q�H�O���S�H�U�P�L�V�V�L�R�Q���W�R���F�R�Q�W�D�F�W���P�\���F�K�L�O�G�¶�V���K�H�D�O�W�K���F�D�U�H���S�U�R�Y�L�G�H�U���D�Q�G���R�U���S�K�D�U�P�D�F�\���W�R���D�F�T�X�L�U�H���P�H�G�L�F�D�O��
�L�Q�I�R�U�P�D�W�L�R�Q���F�R�Q�F�H�U�Q�L�Q�J���P�\���F�K�L�O�G�¶�V���G�L�D�J�Q�R�V�L�V�����P�H�G�L�F�D�W�L�R�Q�����D�Q�G���R�W�K



 

 
 
 
 
�7�K�H���D�G�P�L�Q�L�V�W�U�D�W�L�R�Q���R�I���P�H�G�L�F�D�W�L�R�Q���W�R���V�W�X�G�H�Q�W�V���G�X�U�L�Q�J���W�K�H���V�F�K�R�R�O���G�D�\���S�U�H�V�H�Q�W�V���D�Q���L�Q�F�U�H�D�V�H�G���F�R�Q�F�H�U�Q���D�Q�G��
awareness of the need to �K�D�Y�H���Z�U�L�W�W�H�Q���S�U�R�F�H�G�X�U�H�V�� 
 
�0�H�G�L�F�D�W�L�R�Q���P�D�\���E�H���G�L�V�S�H�Q�V�H�G���W�R���V�W�X�G�H�Q�W�V���Z�L�W�K���W�K�H���D�V�V�L�V�W�D�Q�F�H���R�I���V�F�K�R�R�O���S�H�U�V�R�Q�Q�H�O���Z�K�H�Q�H�Y�H�U���S�K�\�V�L�F�L�D�Q�V��
�I�L�Q�G���L�W���Q�H�F�H�V�V�D�U�\���W�R���S�U�H�V�F�U�L�E�H���P�H�G�L�F�D�W�L�R�Q���W�R���E�H���W�D�N�H�Q���G�X�U�L�Q�J���V�F�K�R�R�O���K�R�X�U�V�����6�F�K�R�R�O���S�H�U�V�R�Q�Q�H�O���Z�L�O�O���F�R�R�S�H�U�D�W�H��
with parents in this re�J�D�U�G���E�\���S�U�R�Y�L�G�L�Q�J���D���S�O�D�F�H���I�R�U���W�K�H���P�H�G�L�F�D�W�L�R�Q���W�R���E�H���V�W�R�U�H�G�����K�R�Z�H�Y�H�U�����W�K�H���P�D�M�R�U��
�U�H�V�S�R�Q�V�L�E�L�O�L�W�\���I�R�U���D���F�K�L�O�G���W�D�N�L�Q�J���P�H�G�L�F�D�W�L�R�Q���D�W���V�F�K�R�R�O���U�H�V�W�V���H�Q�W�L�U�H�O�\���Z�L�W�K���W�K�H���F�K�L�O�G�¶�V���S�D�U�H�Q�W�V�� 
 
�$���Q�X�U�V�H���L�V���Q�R�W���D�O�Z�D�\�V���D�Y�D�L�O�D�E�O�H���W�R���D�V�V�L�V�W���L�Q���W�K�H���D�G�P�L�Q�L�V�W�U�D�W�L�R�Q���R�I���W�K�H���P�H�G�L�F�D�W�L�R�Q. The student may be 
�D�V�V�L�V�W�H�G���E�\���D�Q���D�G�X�O�W���G�H�V�L�J�Q�D�W�H�G���E�\���W�K�H���S�U�L�Q�F�L�S�D�O�� 
 
Prescription and non-�S�U�H�V�F�U�L�S�W�L�R�Q���P�H�G�L�F�D�W�L�R�Q���Z�L�O�O���E�H���J�L�Y�H�Q���W�R���V�W�X�G�H�Q�W�V���E�\���V�F�K�R�R�O���S�H�U�V�R�Q�Q�H�O���R�Q�O�\���Z�K�H�Q���W�K�H��
�I�R�O�O�R�Z�L�Q�J���J�X�L�G�H�O�L�Q�H�V���D�U�H���R�E�V�H�U�Y�H�G�� 
 
*All medication MUST be in its original container and MUST be brought to school by the parent or  



 
Practice Name                                              Address                                                                          Telephone Number 

 

Examiner’s Name (Please Print)                                                             Credentials 

 

�(�[�D�P�L�Q�H�U�¶�V���6�L�J�Q�D�W�X�U�H��������������������������������������������������������������������                                                      Date 

  

 

 
 
 
 
 needs to carry the �I�R�O�O�R�Z�L�Q�J���S�U�H�V�F�U�L�S�W�L�R�Q���O�D�E�H�O�H�G��
�L�Q�K�D�O�H�U�����H�S�L�Q�H�S�K�U�L�Q�H���D�X�W�R���L�Q�M�H�F�W�R�U�����L�Q�V�X�O�L�Q�����D�Q�G���G�L�D�E�H�W�L�F���V�X�S�S�O�L�H�V�����D�Q�G���R�U�� 
 
 prescription medication with him/her. �7�K�H���D�E�R�Y�H-
named student has been instructed in the proper use of the medication and fully understands how to 
administer this medication. 

 
It is preferable that a second prescription inhaler, epinephrine auto injector, additional insulin, and 
diabetic  supplies  or  other prescribed  medication  be kept  in the school  in case the first  is  lost or  
left at home.  

 

Name of Medication:                   
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 

Student:  ______________________________________________________________ Date of Birth:  ____ _______________ 

Mother/Guardian :  _______________________________Phone #1 :  ___________________ Phone  #2: ___________________ 

Father/Guardian:  _______________________________ Phone #1:  _ _________________   Phone  #2:  __________________ 

Allergy :  ______________________________________________________________________________ 

Food Allergy Accommodations  
�x �)�R�R�G�V and �D�O�W�H�U�Q�D�W�L�Y�H �V�Q�D�F�N�V will be �D�S�S�U�R�Y�H�G or �S�U�R�Y�L�G�H�G by �S�D�U�H�Q�W���J�X�D�U�G�L�D�Q�� 
�x 



 
 
 
 
 
 
 

 

Stude nt:  _____________________________________________________________ _ Date of Birth:  ____ _______________ 

Mother/Guardian :  _______________________________Phone #1 :  ___________________ Phone  #2: _____________


	Food Allergy Accommodations
	Bus Concerns –Transportation should be alerted to student’s allergy.
	Field Trip Procedures – Epi auto-injector must accompany student during any off-campus activities.

	ADDITIONAL EMERGENCY CONTACTS
	Insect Allergy Accommodations
	Bus Concerns –Transportation should be alerted to student’s allergy.
	Field Trip Procedures – Epi auto-injector must accompany student during any off-campus activities.

	ADDITIONAL EMERGENCY CONTACTS

