
FIGURE 1
AAP Allergy and Anaphylaxis plan.



FIGURE 1
Continued

**For school staff - if the student exhibits any sign/symptom of an allergic reaction, always call the office and 
request that a nurse or first responder be sent to your room immediately!

**For parents - Please sign the additional FCS specific parent permission section below:

Parent Permission: I hereby give permission for my child to receive the above medication during school 
hours. This medication has been prescribed by a licensed physician. I hereby release the School Board and 
their agents and employees from all liability that may result from my child taking the above medication.  I 
have read and agree to follow the policy guidelines related to medication administration by Franklin County 
Schools' staff. * If this is a self-administered medication I understand the school nurse will meet with my child 
and determine competency.  I authorize the exchange of any medical information between my child's 
physician and the Franklin County school nurse that may be necessary to provide care for my child.

__________________________________________                          _____________
                     Parent Signature                                                                        Date

Reviewed by School Nurse:_________________________________  Date_________________


