                   Anaphylaxis (Severe Allergic Reaction) Emergency Action Plan

A copy of this form should be given to each of the child’s caregivers.
Name: _____________________________   GO#: _____________ D.O.B.: ____________

School: _____________________
Teacher: ​​​__________________________ Rm #: _________

Asthmatic?

□ No

□ Yes (associated with a higher risk for severe reaction)

My child’s allergic reaction triggers are:

□ Peanuts


□ Tree Nuts

□ Food Additives: ___________________________

□ Eggs


□ Latex

□ Insect stings: _____________________________
□ Milk


□ All dairy

□ Medications: _____________________________
□ Fish



□ Shellfish

□ Other: ___________________________________
Typical Reaction Symptom: ___________________________________________________________________________________

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Has your child ever had an anaphylactic reaction before?

□ No

□ Yes
My child’s anaphylaxis symptoms are usually:
□ Swelling (eyes, lips, face, tongue)


□ Coughing or choking

□ Flushed face or body



□ Cold, clammy, sweaty skin

□ Difficulty breathing or swallowing


□ Stomach cramps, diarrhea, vomiting

□ Others (list): _____________________________________________________________________

□ Unknown

1. When was his/her last allergic reaction? ____________________________________________

2. How was the child treated? ______________________________________________________

3. Is your child currently being treated with antihistamine or any other medications?



□ No

□ Yes, List: _______________________________________________

Are medications required to be kept at school?
□ No

□ Yes, list: __________________

__________________________________________________________________________________

Parent/Guardian: ______________________________________________ Phone(s): ______________

Address: ____________________________________________________

      ______________

Doctor name/phone: ______________________________________ Insurance? ____________________

Additional comments: _____________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
