
Food Allergy Action Plan 
 

TURN FORM OVER                Form provided courtesy of FAAN (www.foodallergy.org) 7/2010 

 

Name:                  D.O.B.:        /     /        

Allergy to:                               

Weight:                lbs.     Asthma:   � Yes (higher risk for a severe reaction)   � No  

 
Extremely reactive to the following foods:    
THEREFORE: 
� If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten.  
� If checked, give epinephrine immediately if the allergen was definitely eaten, even if no symptoms are noted. 

 

 

 

 

 

 

 

 

 

 

 

 

Medications/Doses 
Epinephrine (brand and dose): 
Antihistamine (brand and dose):  
Other (e.g., inhaler-bronchodilator if asthmatic):  

Monitoring 
Stay with student; alert healthcare professionals and parent. Tell rescue squad epinephrine was given; 
request an ambulance with epinephrine. Note time when epinephrine was administered. A second dose of 
epinephrine can be given 5 minutes or more after the first if symptoms persist or recur. For a severe reaction, 
consider keeping student lying on back with legs raised. Treat student even if parents cannot be reached. See 
back/attached for auto-injection technique. 
 
__________________________________            __________            __________________________________           __________ 
Parent/Guardian Signature                                  Date            Physician/Healthcare Provider Signature          Date 
 

1. INJECT EPINEPHRINE 
IMMEDIATELY 

2. Call 911 
3. Begin monitoring (see box      

below) 
4. Give additional medications:*  
       -Antihistamine 
       -Inhaler (bronchodilator) if      
        asthma 
 
*Antihistamines & inhalers/bronchodilators 
are not to be depended upon to treat a 
severe reaction (anaphylaxis). USE 
EPINEPHRINE. 

  
 

 

 

 

 

1. GIVE ANTIHISTAMINE 
2. Stay with student; alert 

healthcare professionals and 
parent 

3. If symptoms progress (see 
above), USE EPINEPHRINE 

4. Begin monitoring (see box 
below) 

MILD SYMPTOMS ONLY: 
 
MOUTH: Itchy mouth 
SKIN:           A few hives around mouth/face, mild itch 
GUT:           Mild nausea/discomfort 
 

Any SEVERE SYMPTOMS after suspected or known 
ingestion: 
 
One or more of the following: 
     LUNG:       Short of breath, wheeze, repetitive cough 
     HEART:    Pale, blue, faint, weak pulse, dizzy,   
                       confused 
     THROAT:  Tight, hoarse, trouble breathing/swallowing 
     MOUTH:    Obstructive swelling (tongue and/or lips) 
     SKIN:         Many hives over body 
 
Or combination of symptoms from different body areas: 
     SKIN:        Hives, itchy rashes, swelling (e.g., eyes, lips) 
     GUT:         Vomiting, crampy pain 
 
 

 
Place  

Student’s  
Picture  

Here 
 



               Form provided courtesy of FAAN (www.foodallergy.org) 7/2010 

 

 

 
Twinject® 0.3 mg and  

Twinject® 0.15 mg Directions 

 
 

 Remove caps labeled “1” and “2.” 
 
 Place rounded tip against outer 

thigh, press down hard until needle 
penetrates. Hold for 10 seconds, then 
remove. 
 

   SECOND DOSE ADMINISTRATION: 
      If symptoms don’t improve after 10 

minutes, administer second dose: 
 
 Unscrew rounded tip. Pull syringe from 

barrel by holding blue collar at needle 
base. 
 

 Slide yellow collar off plunger. 
 

 Put needle into thigh through skin, 
push plunger down all the way, and 
remove. 

 
Adrenaclick™ 0.3 mg and  

Adrenaclick™ 0.15 mg Directions 

 

 

Remove GREY caps labeled “1” 
and “2.”  
 
Place RED rounded tip against 
outer thigh, press down hard until needle 
penetrates. Hold for 10 seconds, then remove. 

 
 
A food allergy response kit should 
contain at least two doses of 
epinephrine, other medications as noted 
by the student’s physician, and a copy of 
this Food Allergy Action Plan. 

A kit must accompany the student if 
he/she is off school grounds (i.e., field 
trip). 

 

 
Contacts 
Call 911 (Rescue squad: (___)_____-_________)   Doctor:________________  Phone: (___)_____-_________     
Parent/Guardian:_________________________________________________   Phone: (___)_____-_________ 

Other Emergency Contacts   
Name/Relationship: ________________________________________________   Phone: (___)_____-_________ 
Name/Relationship: ________________________________________________   Phone: (___)_____-_________ 
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MEDICAL AUTHORITY MODIFIED MEAL REQUEST FORM 
For Use in the USDA School Nutrition Programs, Child and Adult Care Food Program, & Summer Food Service Program 

 

This form may be used to request a meal modification for a child with a physical or mental impairment that restricts their 
diet. Portions of this form must be completed by a State Licensed Healthcare Professional, which refers to an individual 
authorized to write medical prescriptions under Illinois law. 
 

SECTION 1: CHILD INFORMATION 
 
Child’s Name: __________________________________________________    Date of Birth: _____________________ 
 
Facility Name: __________________________________________________    Age/Grade: ______________________ 
 

SECTION 2: MEAL MODIFICATION INFORMATION 
TO BE COMPLETED BY A STATE LICENSED HEALTHCARE PROFESSIONAL 

 
1. Provide a description of the child’s physical or mental impairment and how it restricts their diet and/or access to 

meal programs. 
 
 
 
2. Are there any food items and/or ingredients that must be avoided?       ☐ Yes      ☐ No 
 

If yes, please list the food items and/or ingredients to be avoided. 
 

 
 
List alternatives that may be provided for any items or ingredients above.  

 
 
 
3. List any additional modifications and/or services needed to accommodate the child’s impairment or disability. 
 
 
 
 

SECTION 3: SIGNATURES 
 
Parent/Guardian Name: _______________________________________    Relationship: ________________________ 
 
Phone: ______________________________    Email: ____________________________________________________ 
 
Parent/Guardian Signature: _______________________________________    Date: ___________________________ 
 
Medical Authority Name (First & Last) ____________________________________________ 
 
Medical Authority Signature ______________________________________      Date ___________________________ 
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SEND COMPLETED FORMS TO 
 

[Staff Name/Title] 
[Name of Facility] 
[Email/Fax/Mailing Address] 

 
SPONSOR/SCHOOL FOOD AUTHORITY USE ONLY 

 
Date Received: ________________________    Received By: ______________________________________________ 
 
Date(s) of Follow-Up Communication* ________________________________________________________________ 
 

*Attach documentation of pertinent information received from any follow-up communication to this form. 
 

 

Nondiscrimination Statement 

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, 
this institution is prohibited from discriminating on the basis of race, color, national origin, sex (including gender identity 
and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights activity. 

Program information may be made available in languages other than English. Persons with disabilities who require 
alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American Sign 
Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center 
at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339. 

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program 
Discrimination Complaint Form online , or obtain the form from any USDA office, by calling (866) 632-9992, or by 
writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a 
written description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil 
Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must 
be submitted to USDA by: 

1. Mail: 
U.S. Department of Agriculture 
Office of the Assistant Secretary for Civil Rights 
1400 Independence Avenue, SW 
Washington, D.C. 20250-9410; or 

2. Fax: 
(833) 256-1665 or (202) 690-7442; or 

3. Email: 
program.intake@usda.gov 

https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usda.gov%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FUSDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf&data=05%7C01%7CETANNER%40isbe.net%7C9cfa20d2b2e942cd71ef08db1feb720c%7C0364fe8649c64af4b52c335a99e577d1%7C0%7C0%7C638138868323963893%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=OQusvfpCne9K3RttkfOrY%2By1nQ89LNoM657YJ7J0awE%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usda.gov%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FUSDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf&data=05%7C01%7CETANNER%40isbe.net%7C9cfa20d2b2e942cd71ef08db1feb720c%7C0364fe8649c64af4b52c335a99e577d1%7C0%7C0%7C638138868323963893%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=OQusvfpCne9K3RttkfOrY%2By1nQ89LNoM657YJ7J0awE%3D&reserved=0
https://nam10.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.usda.gov%2Fsites%2Fdefault%2Ffiles%2Fdocuments%2FUSDA-OASCR%2520P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf&data=05%7C01%7CETANNER%40isbe.net%7C9cfa20d2b2e942cd71ef08db1feb720c%7C0364fe8649c64af4b52c335a99e577d1%7C0%7C0%7C638138868323963893%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=OQusvfpCne9K3RttkfOrY%2By1nQ89LNoM657YJ7J0awE%3D&reserved=0
mailto:program.intake@usda.gov

