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Emergency Action Plan
(Valid for current school year)

Student Health Services
	
Student: ____________________________________	DOB __________________	School year ______________

Allergy to: ________________________________________________________________________________________
Asthma:   � YES    � NO   (Yes= Higher risk for severe reaction

What type of exposure results in an allergic reaction? (Circle all that apply)
Ingestion (eating)	     Inhaling (breathing)		Contact (touching)		Insect Sting

	Any Severe Symptoms after suspected or known exposure
	Actions:

	One or more of the following:
  LUNG: Shortness of breath, wheezing, repetitive cough
  HEART: Pale, blue, faint, weak pulse, dizzy
  THROAT:  Feels tight, hoarse, trouble breathing/swallowing
  MOUTH:  Significant swelling of the tongue/lips
  SKIN:  Many hives over body, widespread redness
  GUT:  Repetitive vomiting, severe diarrhea
  OTHER: Feeling something bad is about to happen, anxiety,    
                   Confusion
One or more than one MILD symptom:
   NOSE: Itchy/runny nose, sneezing
   MOUTH: Itchy mouth
   SKIN:  A few hives, mild itch
   GUT:  mild nausea/discomfort
	1. Inject Epinephrine Immediately.
2. Call 911. Alert emergency contacts.
3. Give additional medication if available:
· Antihistamine
· Inhaler
4. Lay the person flat and raise legs. If breathing is difficult or they are vomiting, let them sit up or lie on their side.
5. If symptoms do not improve, or symptoms return, another dose of epinephrine can be given about 5 minutes or more after the last dose.
6. Student should be transferred to the emergency room by EMS because symptoms may return.

	Mild Symptoms Only:
	Actions:

	    NOSE: Itchy/runny nose, sneezing
    MOUTH:  Itchy mouth
    SKIN:  A few hives, mild itch
    GUT:  Mild nausea/discomfort
	1. Give antihistamine if provided and ordered by doctor.
_________________________________ 
2. For mild symptoms from more than one area, give epinephrine.
3. Stay with person and alert emergency contacts
4. Watch closely for changes. If symptoms worsen, give epinephrine.
5. Do not depend on antihistamines. When in doubt, give epinephrine and call 911.



__________________________________________ 	_______________________________	___________________
	Parent/Guardian Signature				Phone#				Date

Emergency Contact in the event parent cannot be reached:    Name: _________________________________________
							         
Phone: ________________________________________
	FOR SCHOOL USE ONLY
Location of Epinephrine injector: _______________________________________

Student authorized to self-medicate and self-carry: � YES    � NO      Location of back-up Epi ___________________________

School Nurse Signature: _____________________________________________		Date: __________________________

�   Plan reviewed with _____________, teacher _________,TA ________, bus driver_______ Special area teachers, _____________ First Responders




	



File original in IHR. Copies to appropriate staff and Emergency Action Plan Notebook.						Revised: January 2020
Parental Permission and Release of Medical Information:

· As parent/guardian of above student, I consent for the employees of Duplin County School system to follow the plan and use the designated medications on my child in accordance with the instructions above.  
· I understand that I am to provide the school with medication and signed authorization form, supplies, etc. to follow the plan.
· I understand that this plan will be shared to all those who need to know (all student’s teachers/office personnel/ bus driver/ emergency responder, etc) unless written objection is stated on this form
· I hereby acknowledge that I have read, understand, and support the Emergency Health Plan.




Release of Medical Information
· I hereby authorize my child’s health care provider to release to the school nurse, principal, or other authorized school personnel, specific confidential medical information contained in my child’s record regarding his/her medical condition. Only school staff delivering health care services to my child in school will use this information.

         __________________________________________		           ________________________
		Parent/Signature							Date
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