
Allergies/Anaphylaxis Physician Orders
and Student Health Plan

Name of Student ________________________________________ Date of Birth ______________  Grade _______
Parent/Guardian ________________________________________  Phone _________________________________

Parent/Guardian Authorization: I authorize LESD to administer the prescribed medication ordered by my health
care provider.  I will provide the medication and equipment in the original pharmacy-labeled container.  I approve
the health plan as written.  Signature of parent/guardian:_____________________________________________

HEALTH CARE PROVIDER TO COMPLETE ALL SECTIONS BELOW

Student is allergic to: ____________________________________________________________________________

 Medication Ordered for Anaphylaxis

Epinephrine Injectable 0.3 mg

Epinephrine Injectable 0.15 mg

Other med: ______________________

Student needs assistance with epinephrine

Student has been instructed by me and may be
allowed to self-carry and self-administer epinephrine

Antihistamine ordered for Mild allergic reaction

Diphenhydramine (Benadryl)

Other med: ________________________

Student needs assistance with antihistamine

Student has been instructed by me and may be
allowed to self-carry and self-administer antihistamine.

MILD ALLERGIC REACTION Requires MD order:
Name of antihistamine  _____________________
Dose ____________________________________
Frequency________________________________

If symptoms worsen, give Epinephrine

 ANAPHYLAXIS

ANAPHYLAXIS—DO THIS
1. Stop physical activity
2. Inject Epinephrine immediately.
3. Call 9-1-1 and tell dispatcher student has

Anaphylaxis and epinephrine was given.

4. Notify school nurse and parent.

5. Stay with student.  Lay student flat, elevate legs,
and keep warm.

6. If breathing is difficult, or student is vomiting,
may allow to sit up or turn on side.

7. If symptoms do not improve, or if symptoms
return, give a second dose of epinephrine after 5
minutes.

Physician Name:_______________________________________ Date: _________________________________
Address: _____________________________________________ Phone: ___________________________________
Signature: ____________________________________________

(Physician stamp acceptable)


