St. Maria Goretti School
Food/Animal/Insect/Latex ALLERGY ACTION PLAN

					
Name: __________________________________   School Year ___________ Grade: _______ DOB: _________________


ALLERGY TO: ______________________________________________________________________________

Asthmatic   Yes*    No         *High risk for severe reaction
♦SIGNS OF AN ALLERGIC REACTION ♦
Systems Symptoms:
•MOUTH itching & swelling of the lips, tongue, or mouth                            •HEART* “thready” pulse, “passing-out”         
•THROAT* itching and/or a sense of tightness in the throat, hoarseness, and hacking cough
•SKIN hives, itchy rash, and/or swelling about the face or extremities          •LUNG* shortness of breath, coughing, and/or wheezing
•GUT nausea, abdominal cramps, vomiting, and/or diarrhea
The severity of symptoms can quickly change. *All above symptoms can potentially progress to a life-threatening situation. Have 2 Epinephrine devices ready for use; *
♦ACTION FOR MINOR REACTION (i.e. skin rash)♦

If  symptom(s) are: __________________________________________________________________

 give______________________________________________________________  medication/dose/route

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
If the student's condition does not improve/becomes worse, if 2 body systems react (i.e. skin and throat)  follow steps for Major Reaction below.
♦ACTION FOR MAJOR REACTION  ♦

If ingestion is suspected and/or symptom(s) are: _________________________________________

___________________________________________________________________________________

give_______________________________________________________________________________

____________________________________________________________________IMMEDIATELY!
                        Medication/dose/route

Then call: parents/guardians as soon as possible and 911 as needed
If an Epinephrine injectable device is given, directions will be followed as listed on the device label. 
***All students given Epinephrine will be transported to the hospital.
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
Permission to carry…
Student May___________ or MAY NOT__________carry their own epinephrine device 
at school and at activities and will use according to the physician instructions. 


Doctor’s signature_________________________________________     Date_________

 Parent’s signature________________________________________      Date_________
                    
Parent/guardian contact information:______________________________________________________
Please use the back of the page for any further instructions or contact information….




