Child’s Name:___________________________________________  Date of Birth:____________


Heath Extended Day
    ALLERGY ACTION PLAN / HEALTH CARE PLAN
GENERAL INFORMATION

Name  ________________________________________________________ DOB ____________
ALLERGY TO:  

______________________________________________________________________________________
For children with multiple food allergies, use one form for each food. 
Asthmatic:        Yes *     No   *                   High Risk for severe reaction? _______
Please describe reaction:  ___________________________________________________________

Parent/Guardian Name  ____________________________________________ Home Phone _____________  
Address  ________________________________________________________ Work Phone   ____________ 
Cell Phone     ______________ BEST NUMBER TO REACH YOU: _______________________________
Parent/Guardian Name  ____________________________________________ Home Phone _____________ 
Address  ________________________________________________________ Work Phone _____________ 
Cell Phone ______________ BEST NUMBER TO REACH YOU: ________________________________ 

EMERGENCY AND PHYSICIAN CONTACTS

Emergency Contact #1 ____________________________________________________________________
           




Name     Relationship           Phone 
Emergency Contact #2 ____________________________________________________________________ 
             




Name     Relationship              Phone 
Emergency Contact # 3 ____________________________________________________________________ 
             




Name     Relationship              Phone 
Physician for Allergy Treatment _________________________________________________________

Name                              Phone 
Other Physician ______________________________________________________________________ 
       


Name                  Phone 
SIGNS OF AN ALLERGIC REACTION INCLUDE: 
Systems:  Symptoms:  (please circle)

• MOUTH itching & swelling of the lips, tongue, or mouth 

• 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 

• GUT nausea, abdominal cramps, vomiting, and/or diarrhea 

• LUNG* shortness of breath, repetitive coughing, and/or wheezing 

• HEART*  “thready” pulse, “passing-out” 
The severity of symptoms can quickly change.  *All above symptoms can potentially progress to a 
Life-threatening situation! 
ACTION:  (check appropriate boxes) 

q Teacher to proceed directly to the symptomatic patient, with emergency medicine in hand. 

q For accidental ingestion or exposure to _________ or      stung by  ___________.  

q Immediately give ___ mg. Benadryl (Diphenhydramine Hydrochloride). DOCTOR MUST INDICATE THIS ON MEDICAL FORMS

q For any accidental exposure/sting – immediately administer epi-pen to outer portion of thigh, and 
dial 911.  Inform 911 epinephrine may be needed.  Transport to emergency room by ambulance. 

q Contact parent for any signs of allergic reaction. 
DO NOT HESITATE TO ADMINISTER MEDICATION OR CALL RESCUE SQUAD 
EPIPEN ® AND EPIPEN ® JR. DIRECTIONS 
1. Pull off gray safety cap  
2. Place black tip on outer thigh (always apply to thigh)  
 3. Using a swing and jab motion, press hard into thigh until Auto-InInjector mechanism 
functions. Hold in place and count to 10. The EpiPen® unit should then be removed and 
taken with you to the Emergency Room. Massage the injection area for 10 seconds.  
For children with multiple food allergies, use one form for each food. 
MD Signature:      ______________________________ Date: _________ or □ see scripts 
Printed MD Name ______________________________   □  Or see attached scripts 
Parent Signature:  _______________________________  Date:  ________________ 
I, (your name)____________________________________ authorize staff in the HEDP who are trained in the basics of first aid to give my child first aid when appropriate.

I understand that every effort will be made to contact me in the event of an emergency requiring medical attention for my child.  However, if I and all of the emergency contacts listed cannot be reached, I authorize the HEDP to seek emergency transportation (ambulance) to the nearest medical facility and/or: __________________, and to secure necessary medical treatment for my child.

HEDP Signature: __________________________________  Date:  ________________ 
Must be updated/received yearly
MEDICATION CONSENT FORM

Name of Medication:  _____________________________________________________

Does a physician prescribe this medication? ______________________ If so, the prescription must be in the original container with prescription script from the doctor or pharmacy.

Date prescribed:  _________________________________________________________

Does: _______________________________________ Time(s) to be given:  __________

________________________________________________________________________

I (parent/guardian name) give permission for the Heath School Extended Day Program educators to administer _____________________________________(name of medication) in the amount ___________________________________(dose) to my child, _____________________________  (name of child) approximately _____________________________________________(time(s) to be given) for ________________________________________________(days and dates).

This medication is used for __________________________________ (reason).

Possible side effects:  ______________________________________________________

________________________________________________________________________

________________________________________________________________________

The medication must be in the original container with the prescription label on the container.  

Our program can not used expired prescriptions so please check the dates.

___________________________________________  
________________________

Parent/Guardian 





Date


Please provide an updated photo of your child here





For Program use:





Date Received:  _____________


With Medication?  Yes   No      Name of medication: _____________________________


Is the medication in original package?  Yes  No


If not, this form is not complete


Prescription Date: _________________





Expiration Date: ____________				_______ Educator Initials
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