PARKWAY SCHOOL DISTRICT HEALTH SERVICES

SEVERE ALLERGY INFORMATION

Student’s name:  ________________________________________

Date of Birth:  _________________

School:  ________________________________________________
             Grade:  ______________

Allergies:  (food, insects, medication, etc.)

Reaction:  (include date of last reaction)

1. __________________________________

1. __________________________________

2. __________________________________

2. __________________________________

3. __________________________________

3. __________________________________

Diagnosing Physician:________________________     Date of diagnosis:____________________________
Diet Restrictions:  (for food allergies: parents will monitor school lunch menus or provide food, student will self monitor food choices; teacher will assist child unable to self select food choices)   
Medications used on a daily basis:  (both at home and at school, include doses)

1. _________________________________

3. __________________________________

2. _________________________________

4. __________________________________


REMINDER


• Teachers or other trained personnel must take EpiPen (or any other medication on field trips).

• School personnel should make sure phone is close by, if needed.

• Keep EpiPen (at room temperature, DO NOT FREEZE, refrigerate or keep in extreme heat).

Pertinent Health History (including restrictions) _________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

EMERGENCY INFORMATION

Father’s/Guardian’s name: _________________
Mother’s/Guardian’s name: ___________________

Address: __________________________________
Address: ____________________________________

Home phone:  __________   Work phone:  _________
Home phone:  ___________   Work phone:  __________
Alternate contact persons if parent cannot be reached:

Name:  _______________   Relationship:  _________
Name:  _______________   Relationship:  ____________

Address: __________________________________
Address: ____________________________________

Home phone:  __________   Work phone: _________
Home phone:  ___________   Work phone:  __________
Physician who should be called regarding the allergic reaction:  ______________________________
Address: __________________________________________________ Phone:  ________________________
Hospital Preference:  ____________________________________________________________________

It is understood by parents and physicians this plan may be carried out by school personnel other than the school nurse.  A Registered Nurse is to be responsible for delegation of this task to an unlicensed person.

Prescribing Practitioner Signature:  _____________________________________________
Date:  ___________

Parent/Guardian Signature:
_______________________________________________
Date:  ___________

School Nurse Signature:
_______________________________________________
Date:  ___________

School Administrator Signature
_______________________________________________
Date:  ___________
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