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Allergy Action Plan


Student’s Name______________________________________D.O.B._______________Grade______ 

Emergency Contacts
Parent/Guardian___________________________________Phone__________________________________________
Parent/Guardian___________________________________Phone__________________________________________
Other Contact:____________________________________Relationship_____________Phone___________________ 

When was your child’s last anaphylactic/allergic reaction?________________________________________________ 
Has your child been hospitalized due to an allergic/anaphylaxis reaction?    Yes    No 
Does your child have an Epi-pen?    Yes    No 
Does your child have asthma?    Yes    No 

What triggers an anaphylaxis/allergic reaction in your child? (Check all that apply) 
 Bee/Wasp sting 				 Wheat 			 Other Foods_________________ 
 Ant Bite 					 Soy 				 Other Foods_________________ 
 Other Insect Sting_____________ 		 Milk 				 Other Foods_________________ 
 Peanuts 					 Eggs				 Plants, flowers, cut grass, pollen 
 Tree Nuts  					 Fish 				 Other______________________ 
 Other Nuts___________________  		 Shellfish  			 Other______________________ 
	 

Describe the symptoms your child experiences before or during an anaphylaxis/allergic reaction. (Check all that apply) 
 Hives 						 Vomiting 			 Loss of consciousness 
 Difficulty Breathing  				 Cramps/Stomach Pain  		 Other ______________________ 
 Paleness  					 Diarrhea  			 Other ______________________ 
 Complaint of tingling, itchiness 			 Swelling/itching of the  		 Other ______________________ 
    or metallic taste in the mouth 		   	    mouth or throat area 


Medication 

Epinephrine:_____________________________________________________________________________________Always call 911 when an EpiPen has been administered.                                  medication/dose/route
.   
Antihistamine: give_______________________________________________________________________________ 
	                                                                             medication/dose/route
Other: give______________________________________________________________________________________ 
	                                                                             medication/dose/route

Physician/Health Care Provider _____________________________________Phone ___________________________
Physician Signature (required) ______________________________________Date_____________________________

Authorization for Medication Administration: 

I give permission to my child’s school to administer emergency medications as necessary, in accordance with the physician’s instructions above.  

If you would like your child to carry his/her EpiPen, please complete the Round Rock ISD “Authorization for Self-Carry/Administration of Medicine” form.

_______________________________       ___________________________       ______________________________
Parent/Guardian Signature 		    Print Name 			            Date	
Round Rock Independent School District
Allergy Action Plan


Authorization for Release of Medical Information: 

1. I hereby authorize_________________________________________ to furnish anaphylaxis/allergic reaction related information regarding my child ____________________________________ to the Student Heath Services personnel at ____________________________school.	Student’s Name

Doctor/Clinic


 __________________________      	_________________________       _________________________
Parent/Guardian Signature 		Print Name 			         Date	


	
2. I give permission for the school nurse to communicate with my child’s doctor concerning their anaphylaxis/allergic reaction and its treatment.

__________________________      	_________________________       _________________________
	Parent/Guardian Signature 		Print Name 			         Date	
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