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School Year 

STUDENT ALLERGY ACTION PLAN (Insect, Food or Latex Allergy) 

Student Name    Date of Birth    

School  Grade  Teacher/Homeroom 

Parent/Guardian   

Address 

Phone (Home)  Phone (Cell) Phone (Work) 

Parent/Guardian 

Address 

Phone (Home) Phone (Cell) Phone (Work) 

Emergency Contact  Relationship 

Phone (Home) Phone (Cell) Phone (Work) 

Physician  Phone 

ALLERGY MANAGEMENT PLAN 
Your child is allergic to: 

If your child has a latex allergy, should latex sources be removed from his/her school environment? 
 Yes   No Not applicable 

Check the symptoms your child has had during past allergic  reaction(s): 
 Hives           Itching          Tightness in Chest   Difficulty Breathing 
 Tongue Swelling  Dizziness  Drop in Blood Pressure  Unconsciousness 

 Swelling at the site  Redness at the site.             Other 

If a reaction occurs, how soon does the reaction occur and what first aid measures are school personnel 
to take?   

Does your child have Asthma?  Yes (higher risk for a severe reaction)   No 

Does your child require medication(s) for the allergy? 
***Med cat on Author zat on Form needed 

Does your child have an Epi Pen? 

Does your child have an Epi Pen at School? 

 Yes 

 Yes 

 Yes 

 No  What? 

 No 

 No  Where? 
***If medication is required at school, a Medication Authorization form must be completed*** 

***If your child requires a special diet or food substitution related to his/her allergy, you must contact 
School Nutrition at (920)208-4587 

Parent/Guardian Signature Date 
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This information may be shared with the classroom teacher(s), bus driver, and other appropriate 
school personnel with a need to know. www.foodallergy.org/document.doc?id=234 
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