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	Date of Plan: 
	Age: 
	Weight: 
	pounds: 
	Student has allergy to: 
	Even if child has MILD symptoms after a: 
	Date: 
	Epinephrine Dose: 
	D 01 mg: 
	Antihistamine by mouth list type: 
	Antihistamine Dose: 
	Other eg inhalerbronchodilator if child has asthma: 
	Healthcare Provider: 
	Phone: 
	ParentGuardian: 
	Phone_2: 
	Other Emergency Contact NameRelationship: 
	Phone_3: 
	Date_2: 
	Student's Name: 
	Students Date of Birth: 
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	Grade/HR: 
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