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THE YORK COUNTY SCHOOL DIVISION
EMERGENCY ALERT AND PLAN FOR SELF-ADMINISTERED EPI-PENS

Student Name ___________________________________     School ____________________________
PRESCRIBING PHYSICIAN: ​​​​​​​​​​​​​​​​
This student may have a severe allergic reaction to ____________________________________________
Thus, it is necessary for him/her to carry an Epi-pen with them during the school day, during activities, and in transit to and from school. 

The student knows how to use the injectable.    ( Yes            (  No
Symptoms exhibited are:

( Shortness of breath 

( Tightening of throat / airway 
( Swelling of face and neck 
( Rapid heart rate 

( Generalized hives 

( Extreme anxiety 

( Loss of consciousness 
( Other _______________________________

The emergency response to be taken by the school staff should include:

( Student use Epi-pen, assisted as needed
(Notify parent

( Call 911




( Other _____________________________________

In the event a student requires an Epi-pen injection emergency services & the parent will be notified.

IT IS RECOMENDED THAT A SECOND EPI-PEN BE RETAINED IN THE SCHOOL CLINIC AS A BACK UP, IN THE EVENT THAT THE STUDENT DOES NOT HAVE THEIRS AT THE TIME OF THE EMERGENCY. 
Medication prescribed: __________________________________________________________________
_______________________________________________________        __________________________
Physician Signature 




  

 Date 

PARENT: 

I am in agreement with this plan of care, and I give permission for the school to follow this. I understand that the principal may rescind this privilege if my child fails to handle the medication safely and appropriately. 

_______________________________________________________        __________________________
Parent Signature                                                                                                                       Date 

SCHOOL NURSE: 
Documentation of this agreement is on file in the clinic, and a copy is with the student. 

_______________________________________________________        __________________________
School Nurse Signature                                                                                                           Date 
CONTRACT BETWEEN STUDENT, PARENT, NURSE AND PHYSICIAN

for permission to carry and self-administer Epi-Pen or Epi-Pen Jr.
Student Name ___________________________________     School ____________________________
1.  Student has demonstrated understanding of: 

a. circumstances of their specific allergy 

b. symptoms of severe reaction of anaphylaxis and identifying the need for epinephrine, 

c. technique of Epi-Pen or Epi-Pen Jr. 

2.  Student agrees NEVER to share Epi-Pen with another person 

3.  Student agrees to seek help IMMEDIATELY from the school nurse or another adult in the event of                 

     exposure to a known allergen (regardless of whether or not epinephrine was administered) 

I give permission for _____________________________(name of child) to carry and self-administer epinephrine in the form of Epi-Pen or Epi-Pen Jr. delivery system.  I agree with and understand that s/he must follow the rules listed above. In the event that epinephrine needs to be administered, I understand that the Emergency Medical System will be called, and my child will be transported to the nearest available hospital for continued medical support.  I will notify the school of any changes in my child's medication or medical condition. 

_______________________________________________________        __________________________
Parent / Guardian Signature                                                                                                     Date 

_______________________________________________________        __________________________
Student Signature                                                                                                                     Date 

_______________________________________________________        __________________________
Physician Signature                                                                                                                 Date 

_______________________________________________________        __________________________
School Nurse Signature                                                                                                            Date 

