
Student’s Name: ______________________ School Year:____________
DOB:___________Teacher: _______________________
Allergy to:______________________________
Asthma: ❑ Yes ❑ No If yes, please complete an Asthma Action Plan

Symptoms experienced in the past: (Please Circle)
● Mouth- itching and swelling of the lips or tongue
● Throat- itching and/or a sense of tightness in the throat, hoarseness, and cough
● Skin- hives, itchy rash and/or a swelling of the face or extremities
● GI- nausea, abdominal cramps, vomiting, or diarrhea
● Lungs- shortness of breath, repetitive coughing, or wheezing
● Heart- fast pulse, passing out
● Other- describe: ___________________________________________

The severity of symptoms can change. All of these symptoms can be potentially life threatening.

Physician name:_____________________________Tel.  #:_____________________

Physician comments:___________________________________________________________

Does your student require a peanut/nut free table in the cafeteria? ❑Yes ❑ No
Additional accommodations:________________________________________________________
EpiPen Expiration Date: ___________________________
*Please note that Benadryl/antihistamines cannot be delegated on a field trip to staff members.*

I give permission for school personnel to share my student's health information as needed: ❑Yes ❑ No
I consent to have the school nurse, or school personnel designated by the school nurse, carry out the above
plans. I give permission for the school nurse to share information and to complete staff training in order to
carry out the above plans as determined appropriately for my student's health and safety.

Parent/Guardian Signature: __________________________________________ Date:_______________
Physician Signature: ________________________________________________ Date:_______________
School Nurse Signature: _____________________________________________ Date:_______________
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