
 
 
 
 
 
Name:    DOB:   
 
 
 

History of Asthma:  Yes (more at risk for severe reaction)  No 
 

May self-carry medications:  Yes    No May self administer medications:   Yes    No 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

Monitoring 
A SECOND DOSE of EPINEPHRINE can be given 5 minutes or more after the first if symptoms persist or recur. 
 
Stay with person; alert healthcare professionals and parent/guardian.  Tell rescue squad EPINEPHRINE was given.  
Note time when EPINEPHRINE was administered.  For a severe reaction, consider keeping person lying on back with legs raised.  
Treat person even if parents cannot be reached.  See back/attached for auto-injection technique. 
 

Provider Signature:        
   Phone    Date 
Printed Name:        
 

Parent/Guardian Signature:       
  Phone      Date 
 
 
 

Anaphylaxis Action Plan
For those requiring emergency EPINEPHRINE treatment 

“Anaphylaxis is a serious allergic reaction that is rapid in onset and may cause death.” 
(National Institute of Allergy & Infectious Disease, 2010) 

 
 

Photo 

 

ALLERGIC to:  

Medication Doses 
EPINEPHRINE Dose: 
Up to 55 lbs. (25 kg) Over 55 lbs. (25 kg) 
 EpiPen Jr. (0.15 mg)  EpiPen (0.3 mg) 
 Adrenaclick (0.15 mg)  Adrenaclick (0.3 mg)
 Twinject (0.15 mg)  Twinject (0.3 mg) 

*Antihistamine Type + Dose: 
 Benadryl (also known as Diphenhydramine) 
 12.5 mg (1 teaspoon or 1 chewable) 
 25 mg (2 teaspoons or 2 chewables) 
 50 mg (4 teaspoons or 4 chewables) 
 Other antihistamine:     

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. 

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 (eyes, lips) 
 Gut: Vomiting, crampy pain 

1. INJECT EPINEPHRINE 
IMMEDIATELY 

2. Call 911 
3. Begin monitoring (as specified below) 
4. Give additional medications:* 

 Antihistamine 
 Inhaler (bronchodilator) if asthma 

 
*Antihistamines & inhalers/bronchodilators 
are not to be depended upon to treat 
severe reaction (anaphylaxis).  USE 
EPINEPHRINE. 

MILD SYMPTOMS only: 
 
 Mouth: Itchy Mouth 
 Skin: A few hives around mouth/face, mild itch 
 Gut: Mild nausea/discomfort 
 

1. GIVE ANTIHISTAMINE 
2. Stay with student; alert healthcare 

professionals and parent/guardian 
3. If symptoms progress (see above) USE 

EPINEPHRINE 
4. Begin monitoring (as specified below) 

Page 1: Patient 
Page 2: School/Daycare/Work 
Page 3: Chart 

For unique situations:      

               

Turn Form Over 
Adapted from the Food Allergy &

 Anaphylaxis Network (FAAN) Action Plan
www.foodallergy.org



Student Name _________________________________ DOB _____________ 

Date ________________ School ___________________ 

Edina Public Schools Medication Administration Authorization 

For students that require medications for asthma, severe allergies, seizures, or diabetes, have the licensed provider 
complete a signed action plan. 

To be completed by a physician/licensed prescriber

Medication Dose in mg Frequency/Time Route Medical Condition and ICD10 
Check if 

controlled 
substance 

Physician/licensed prescriber signature: Date: 

Print Name of Prescriber: Clinic Name: 

Phone: Fax: 

Parent/ Guardian Authorization 
1. I request that the above medication(s) be given during school hours as ordered by my child’s physician/licensed prescriber.
2. I request that the medications be given on field trips as prescribed. ☐ Yes     ☐ No
3. I request that the medication be given during EPS non-school hours/days programming (ie. Kids Club/Enrichment Programs) 

and I am responsible for training the staff. I understand the school nurse may not be available during this time.    ☐ Yes   ☐ No
4. I request that medication be available to EPS staff during non-school hours/days for EPS programming.  ☐ Yes     ☐ No
5. I will notify the school/program if medication is stopped or changed.
6. I give permission for the medication/s to be given by school personnel as delegated, trained, and supervised by the school 

nurse.
7. Legally I may refuse to sign the authorization to administer medication form. If I refuse to sign, EPS will not be able to 

administer the medication.
8. This consent may be revoked at any time by sending a written notice to the licensed school nurse or program lead.
9. This permission expires at the end of the school year/prior to the first date of the next school year. A new authorization will be 

required to administer the medication after the first day of the new school year.
10. All medication, both prescribed and over the counter, must be sent to school in the original container or pharmacy-labeled 

container.
11. I understand that I am required to retrieve the drugs, medications, or controlled substances when asked by the school. If I do 

not timely up the drugs or medications, I designate the school district as an authorized entity to transport the drugs or 
medications for the purpose of destruction.

Parent/Guardian Signature___________________________________________​ Date _________________

Permission for Release of Information 
1. I give permission for the school nurse to communicate, as needed, with school staff about my child’s medical condition(s) and

the action of the medication/s in order to provide for my child’s health and safety needs at school.
2. I give permission for a school nurse to contact my child’s physician/licensed prescriber with questions about the above listed

medication/s or medical condition/s being treated by medication/s.
3. I give permission for the physician/licensed prescriber to release information related to the above medication(s) and medical

condition(s) to the licensed school nurse.

Parent/Guardian Signature__________________________________________​​ Date _________________



 

 
Edina Public Schools Medication Authorization Procedures 

 
Whenever possible, the parent or guardian should make arrangements so that it is not necessary for school 
personnel to administer medication to a student while at school. When medication is necessary during school hours, 
our intention is to insure the health and safety of your student. Thank you for your cooperation. 
 
Each year, the following must be followed when sending any prescription or nonprescription medication to school: 

1.​ A completed parent/guardian signature and consent authorizing school personnel to administer medication.  
Medications will NOT be administered or accepted until signed medical orders AND signed parental consent 
are provided to the health office. 

 
2.​ A written order from the physician with instructions for all medications, prescription and over-the-counter.  

The order may be faxed to the school. 
 
3.​ The original pharmacy labeled container. For prescription medications, the pharmacist can supply a labeled 

container, one for home and one for school. The pharmacy label must have the following:   
●​ Student full name,  
●​ Physician name,  
●​ Medication name and dosage,  
●​ Time and directions for administration,  
●​ Current date.   

 
4.​  New medication consent form is required when: 

●​ The dosage or time of administration is changed 
●​ At the beginning of each school year 
●​ If discontinued medication is restarted. The parents/guardians must notify the school in writing when 

the medication is discontinued. 
 
5.​ Storage:  Medication to be administered at school will be stored in the Health Office. Exceptions are students 

who may carry an asthma inhaler or epinephrine, if they have a written doctor’s order and written parental 
permission to do so and have demonstrated to the school nurse competency in administration.   
 

6.​ End of Year Medication Pickup and Disposal: At the end of the school year, all medications must be picked 
up in the health office by the parents/guardians or responsible adult. Parents/guardians are encouraged to 
dispose of unwanted medications properly. More information can be found at MN Pollution Control Website. 
EPS will dispose of unclaimed medications following proper guidelines.  

 
7.​ Half Tablets:  Health Services staff are not responsible for breaking tablets in half. When there is a physician 

order to give one-half of a tablet, talk with your pharmacist. 
 

8.​ Field Trips / Extended Learning:  Complete the field trip section on the Authorization for Medication 
Administration form. Additional consent will be necessary for overnight and extended trips. Health Services 
staff do not routinely accompany students on field trips and a teacher may be responsible for administration of 
medication.  
 

9.​ Standard Medications:  Health Services staff will only administer medication that is listed and described in 
the Standard Physician’s Desk Reference (PDR). 
 

Edina Medication at School Policy 
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https://www.pca.state.mn.us/living-green/managing-unwanted-medications
https://resources.finalsite.net/images/v1631212866/edinaschoolsorg/nphjzs4x8q0txhhmnguw/516.pdf
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