Mesquite ISD Health Services


SEVERE ALLERGY ACTION PLAN

(To be completed at the beginning of each school year and kept on file with the school nurse)

STUDENT INFORMATION

____________________________________
___________
 
____________



(STUDENT NAME)



         (GRADE)

              (DOB)

____________________________________
___________

____________



     (ADDRESS)



        (TEACHER)

       (SCHOOL YEAR)

________________________________________________________________________

       (PARENT/GUARDIAN NAME)

(HOME PHONE)

(WORK PHONE)

(CELL PHONE)

________________________________________________________________________

       (PARENT/GUARDIAN NAME)

(HOME PHONE)

(WORK PHONE)

(CELL PHONE)

EMERGENCY INFORMATION 

(If parent/guardian cannot be contacted)

________________________________________________________________________


(EMERGENCY CONTACT NAME)

    (RELATIONSHIP TO STUDENT)


(PHONE)

___________________________________________________________________________________________________________________________


          (PHYSICIAN NAME)






(PHONE)

___________________________________________________________________________________________________________________________


   (OTHER PHYSICIAN NAME)






(PHONE)

SELF ADMINISTRATION OF EPI-PEN

_____
I have instructed _____________________________ in the proper way to use his/her 





              (STUDENT NAME)

medications.  It is my professional opinion that this student should be allowed to carry and self-administer his/her Epipen while on school property or at school related events in accordance with the following directions:

Type of Allergy:
______________________________________________

Medication: 

______________________________________________

Dosage:

______________________________________________

When to use:

______________________________________________

Call 911 or EMS immediately.

_____
It is my professional opinion that ___________________________ should not be allowed






                   (STUDENT NAME)


to carry and self-administer his/her Epipen while on school property or at 


school related events.  

________________________________




____________


         (PHYSICIAN SIGNATURE)






            (DATE)

I agree with the recommendations of my child’s physician as noted above and have informed my child that he/she may carry his/her Epipen while on school property or at school related events.

_________________________________




____________


  (PARENT/GUARDIAN SIGNATURE)





            (DATE)


Reviewed 04/2011


