
Twin Valley School District
Life Threatening Allergy Action Plan

Child’s Full Name: _________________________________________   Grade: ________   Birthdate:___________________

ALLERGY TO: __________________________________________Does the student have asthma?  [   ] Yes (Higher risk for severe reaction)    [    ] No  

Note: Do not depend on antihistamines or inhalers to treat a severe reaction. USE EPINEPHRINE.

                                                                                      

Physician Authorization

 ______ I believe this child is capable and responsible to carry and self-administer their epinephrine auto-injector during school and school activities.  
He/she has physician permission to do so and has been instructed in the proper procedure for self-administration.

___________________________________________________________                   _____________________________________________________                                        
Physician’s Signature Required                  Physician’s Printed Name

___________________________________________________________                  _____________________________________________________
Telephone Number Today’s Date
 

Parent/Guardian Authorization

              ______ I believe my child is capable and responsible to carry and self administer their epinephrine auto-injector and I give my permission to do 
so during school hours and school activities, and if auto-injector is used he/she will immediately notify the nurse.

________________________________________________    ______________________________________________________    __________________                                                
Parent/Guardian signature                                           Print name     Date

School Use Only:    This student has demonstrated proper 
technique in use of the epinephrine auto-injector,  
verbalized understanding of the school policy and 
procedure as evidenced on the assessment checklist.             
______________________________________    _______________________        
Nurse signature Date



Adapted from Food Allergy Research  & Education 6/2015

Twin Valley School District

Life Threatening Allergy Action Plan

Student’s Name: ____________________________________________________________ 

STUDENT EMERGENCY INFORMATION:

________________________________________________________________    ____________________________________________
Parent/Guardian Contact Phone Number

________________________________________________________________    ____________________________________________
Parent/Guardian Contact Phone Number

Preferred Hospital: ______________________________________________________________________________


