
ALLERGY & ANAPHYLAXIS  

HEALTH PLAN 

CONFIDENTIAL  (Front)                               RUSD, 03/2023 

Student Name:  __________________________  Grade:  _______  DOB:  _________ 

School Site/Teacher:  ___________________________________________________ 

Allergen(s):  __________________________________________________________ 

Reaction:  ____________________________________________________________ 

Student self-carry order on file for Epinephrin (“Epi-Pen”):   No   Yes 

FOR ANY OF THE FOLLOWING: 

SEVERE SYMPTOMS 
MILD SYMPTOMS 

 

 

 

 
 

 

Insert 

Student 

Photo 

Possible ANAPHYLAXIC Reaction to:  ______________________________ THEREFORE, if checked:                      

 Give Epi-Pen immediately if LIKELY exposure to allergen (eaten), for ANY symptoms. 

 Give Epi-Pen immediately if DEFINITELY exposure to allergen (eaten), even if no symptoms are apparent. 

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



ALLERGY & ANAPHYLAXIS Health Plan for:  _______________________________  Grade:  ____  DOB:  ______ 

CONFIDENTIAL  (Back)                               RUSD, 03/2023 

 

EMERGENCY CONTACTS: 

Mother/Father/Other:  ________________________________________  Contact #:  _____________________________ 

Mother/Father/Other:  ________________________________________  Contact #:  _____________________________ 

For Students with orders allowing self-carry of EPI-pen:   Validate student’s understanding of appropriate Epi-Pen use and 

storage while at school and on bus (if applicable). 

Staff member name:  ____________________________  Date of validation:  ___________________               N/A 

 

FOR SEVERE FOOD ALLERGIES:  Parent/guardian will: 1) Provide completed Student Medication Permission form for any 

medications at school, 2) Complete the Meal Accommodation form if school provided meals are requested 3) Coordinate 

with Teacher/Staff to ensure “safe” treats are available in the classroom or during school sponsored events. 

 IF checked, student will be required to sit at a “nut free” table.   

 IF checked, informative letter will be sent to classmates requesting a nut free classroom.       

Parent/Guardian (name/signature):  __________________________________________________ Date:  __________ 

Reviewed by Health Office (name/signature):  ________________________________________________  Date: ___________  

Reviewed by District RN (name/signature):  __________________________________________________  Date: ___________  

Adopted from the Allergy and Anaphylaxis Emergency Plan provided by the American Academy of Pediatrics, 2017 and FARE Food Allergy & Anaphylaxis Emergency Care Plan 2020. 
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