
ANAPHYLAXIS ACTION PLAN
School Year: 2023-2024

Student: _________________________________________ Date of Birth: ____________
School: __________________________ Teacher: ____________________Grade: _____

To be completed by practitioner:
Allergic to: ________________________________________________________________
Asthma ◻ Yes ◻ No

*Antihistamines such as loratadine, fexofenadine, and cetirizine are not considered fast-acting medications and are not
appropriate for early treatment of possible anaphylaxis.

◻ YES ◻ NO Student understands anaphylaxis AND has successfully demonstrated epinephrine delivery. Student may
self-carry epinephrine device while at school and during school sponsored events.

ALL STUDENT’S EMERGENCY MEDICATIONS MUST BE EASILY ACCESSIBLE AT ALL TIMES. EMERGENCY
MEDICATIONS MUST ACCOMPANY STUDENT ON ALL TRIPS AWAY FROM THE BUILDING.

To be completed by parent/guardian:
◻ YES ◻ NO My student needs to sit at an allergy aware table for lunch.
◻ YES ◻ NO Contact me for directions on special occasion treats; I will also supply a safe snack box. ◻ YES ◻ NO My
student may eat treats with wording such as “may contain, processed in a facility or made on shared equipment.”
PARENT/GUARDIAN SIGNATURE ______________________________ Phone __________________ Date __________
I hereby give permission to staff designated by the school principal or nurse to give the above medication to my student according to the instructions
stated above and authorize them to contact the practitioner, if necessary.

PRACTITIONER SIGNATURE ____________________________________ Phone __________________ Date __________
Practitioner signature directs the above medication administration and indicates willingness to communicate with school staff regarding this medication.
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