
                  Updated 4/24 

EMERGENCY ACTION PLAN FOR ADRENAL INSUFFICIENCY 
 

Student's Name:  ID # __________ DOB: ________Weight: _______Grade: __ 
Medical diagnosis/conditions:        
Allergies:       

 

THIS SECTION TO BE COMPLETED AND SIGNED BY PHYSICIAN 
**Indications for Solu-Cortef IM injection (be specific/check all that apply): 

❑ repeated vomiting 
❑ signs of dehydration 
❑ fever greater than  F° 
❑ severe pain in stomach, legs or back 
❏    

❑ trauma or major injury 
❑ repeated diarrhea episodes 
❑ change in mental status or loss of consciousness 
❑ irregular heart rate or HR greater than   

Solu-Cortef I ntramuscular (IM) injection dosage:   
Self-Administration: 
Student has been instructed in the proper way to administer their emergency medication and may self-carry. Student is 
knowledgeable about this medication and has the skills to safely possess and use the prescribed medication. 

❑ Yes ❏ No 

**Indications for oral stress dose (be specific/check all that apply): 

❑ vomiting (less than  episodes) 
❑ fever  F° 
❏    

❑ injury   
❑ infection or illness   

 Oral Stress Dosing: medication/dosage/frequency:   
 

Solu-Cortef IM injection will only be administered by an RN, LVN, or student who has permission to 
self-administer. If solu-cortef injection is administered, 911 (Emergency Medical Services) will be contacted. If 
Solu-Cortef injection is administered, and the student is not transported to the hospital, they will be released to the 
parent/guardian to provide appropriate medical evaluation and observation. If a severe injury or illness should occur 
when no nurse is available, school staff will call 911, assist student to self-administer medication if ordered, contact 
the parent, and monitor and support student until help arrives. 
I request and authorize the above medication(s), dosage and frequency. 

 
(Physician/Healthcare provider Signature) (Print Name) (Date) (Phone) 

THIS SECTION REQUIRES A PARENT/GUARDIAN SIGNATURE 
*Notice of Parent and Student Rights Under Section 504: Based on information provided on this Emergency Action Plan, your 
child may be eligible for Section 504 consideration. Please review the attached Notice of Parent & Student Rights Under Section 504 
of the Rehabilitation Act of 1973. If you have any questions about Section 504 eligibility or the evaluation process, please contact the 
504 Coordinator at your child’s campus.  Signature on this form indicates receipt of rights. 
*Notice To Parent/Guardian of Students Attending Multiple Campuses: Students who attend multiple campuses during the 
school day and who require “as needed” medications should have medications available at both campuses. The parent is required to 
deliver the medication to both campuses and meet with both school nurses to review the student’s individual needs. 
*This form must be updated every year.  A new school year means a new form will be necessary. 
*I consent to the above treatment plan and authorize designated school staff to administer the above medication(s). 

 
 

(Parent/Guardian  Signature) (Print Name) (Date) (Phone) 
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