
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) 

Emergency Contact   Relationship 

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

Physician Phone 

*A Food Intolerance means either the body can't properly digest the food that is eaten, or that a particular food
might irritate the digestive system. Symptoms of food intolerance can include nausea, gas, cramps, belly pain,
diarrhea, irritability or headaches.
My child is NOT allergic, but has a food intolerance to:

 Avoid at all times  Allow in small amounts  Don't restrict at school 

My child's usual symptoms of food intolerance: 

*A Food Allergy happens when the body's immune system, which normally fights infections, sees the food as
an invader. This leads to an allergic reaction which can cause symptoms like hives, vomiting, belly pain, throat
tightness, hoarseness, coughing, breathing problems, or a drop in blood pressure. This can be life
threatening.

ALLERGY MANAGEMENT PLAN 

My child is allergic to: 

If your child has a latex allergy, should latex sources be removed from his/her school environment?   Yes   No 

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 

Child’s Weight:  lbs. 

Does your child require medication(s) for the allergy? 
***Medication Authorization Form needed*** 

Does your child have an Epi Pen? 

Will your child keep an Epi Pen at School? 

 Yes  No  What? 

 Yes  No 

 Yes  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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http://www.foodallergy.org/document.doc?id=234

	Student Name    Date of Birth     School  Grade  Teacher/Homeroom   Parent/Guardian
	My child is allergic to:
	Check the symptoms your child has had during past allergic reaction(s):

	Child’s Weight:  lbs.
	Does your child require medication(s) for the allergy?
	Does your child have an Epi Pen?
	Will your child keep an Epi Pen at School?

	Parent/Guardian Signature  Date

	School Year: 
	Student Name: 
	Date of Birth: 
	School: 
	Grade: 
	TeacherHomeroom: 
	ParentGuardian: 
	Address: 
	Phone Home: 
	Phone Cell: 
	Phone Work: 
	Emergency Contact: 
	Relationship: 
	Phone Home_2: 
	Phone Cell_2: 
	Phone Work_2: 
	Physician: 
	Phone: 
	My child is NOT allergic but has a food intolerance to: 
	Avoid at all times: Off
	Allow in small amounts: Off
	Dont restrict at school: Off
	My childs usual symptoms of food intolerance: 
	My child is allergic to: 
	Hives: Off
	Itching: Off
	Tightness in Chest: Off
	Difficulty Breathing: Off
	Tongue Swelling: Off
	Dizziness: Off
	Drop in Blood Pressure: Off
	Unconsciousness: Off
	Swelling at the site: Off
	Redness at the site: Off
	Other: 
	personnel to take 1: 
	personnel to take 2: 
	Childs Weight: 
	Date: 
	EPIPEN EPINEPHRINE AUTOINJECTOR DIRECTIONS 1 Remove the EpiPe AutoInjector from the plastic carrying case 2 Pull off the blue safety release cap 3 Swing a d firmliy push orange tip against midcu er thigh 4 Hold for approximately 10 seconds 5 Remove an e a ea to 10 sec n s: 
	where: 
	Yes5: Off
	No5: Off
	what: 
	No4: Off
	Yes4: Off
	No3: Off
	Yes3: Off
	Yes2: Off
	No2: Off
	Yes1: Off
	No1: Off
	Text3: 


