
Name:   DOB: 
Student ID: School: Grade: 

Parent/Guardian: Phone: 
Other contact:  Phone: 

PLACE 
PICTURE 

HERE 

HEALTHCARE PROVIDER COMPLETE ALL ITEMS, SIGN AND DATE: 

 Weight:________ lbs.      Asthma:      Yes (higher risk for severe reaction)       No 
  Extremely reactive to the following allergens:___________________________________________________________ 
  Antihistamine Brand or Generic: _________________________________  Dose: ______________________________ 
  Epinephrine Brand or Generic: ___________________________________ Dose:     0.1mg IM     0.15mg IM     0.3mg IM 

☐ If checked, give epinephrine immediately if exposed to allergen, even if NO symptoms are apparent.

   NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.  

MILD SYMPTOMS 
For MILD symptoms from a single system area: 
1. If ordered, give antihistamine
2. Stay with the student and alert emergency contact
3. Watch closely for changes. If symptoms worsen give

epinephrine.
FOR MILD SYMPTOMS FROM MORE THAN ONE SYSTEM AREA

GIVE EPINEPHRINE 

SEVERE SYMPTOMS 
FOR ANY SEVERE SYMPTOM(S): 
1. INJECT EPINEPHRINE IMMEDIATELY
2. CALL 911, tell dispatcher epinephrine was administered
3. Lay student flat, raise legs and keep warm. If vomiting or

difficulty breathing occurs let them sit up or lie on their side.
Remain with student and provide comfort.

4. If symptoms do not improve, or symptoms return, a second
dose of Epinephrine can be given 5-15 minutes after the last
dose

5. Alert emergency contact
6. Student should be transported to the ER, even if symptoms

resolve

Date: Healthcare Provider Signature: 

Print Provider Name:  Phone: 

I approve this emergency action plan and give permission for this plan to be shared with school personnel that will be in 
contact with my student. I also give permission for the school nurse to contact the healthcare provider listed on this plan 
as needed in the care of my student. 

Parent/Guardian Signature: Date: 

SEVERE ALLERGY EMERGENCY ACTION PLAN 

Health Services 08/2023
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