
 



Petal School District 
Allergy Action Plan 

 

Student Name:_______________________________________________________  Date of Birth:_________________ 
    PARENT/GUARDIAN PAGE: (to be completed by parent)

 
 
AUTHORIZATIONS (initial all the apply): 

_________ I want this allergy action plan implemented for my child. I want my child to carry their 
prescribed auto-injector. **In the event of self administration of epinephrine medication, the parent 
releases the school district and its employees from liability for an injury arising from the student’s self 
administration of the prescription medication while on school property or school-related activities.** 

_________ I want this plan implemented for my child. I do not want my child to self-administer 
epinephrine. 

_________ Parent is responsible for auto-injectors before and after school activities. (no nurse available) 

 

The school nurse or principal’s designee  has my permission to administer epinephrine and 
antihistamine medication to my child as ordered by the physician. I understand that this Allergy Action 
Plan is only good for the current school year. I consent to the exchange of information between the 
physician/nurse practitioner and the school nurse regarding this medication and treatment. 

 

Parent/Guardian Signature:______________________________________Phone:______________________ Date:__________________ 

 
Emergency Contacts 

 Name Phone # Phone # 

Parent/Guardian    

Parent/Guardian    

Other:    

Other:    
 

Student Agreement: 
❐ I have been trained in the use of my auto-injector and allergy medication and understand the signs and 
symptoms for which they are given; 

❐ I agree to carry my auto-injector with me at all times; 

❐ I will notify a responsible adult (teacher, nurse, coach, etc) IMMEDIATELY when my autoinjector (epinephrine) 
is used;  

❐ I will not share my medication with other students or leave my autoinjector unattended; 

❐ I will not use my allergy medication for any other use than what it is prescribed for. 

Student Signature:_____________________________________________________________________    Date:________________________ 

 

Approved by Nurse: ______________________________________________________ Date:____________________ 

 
Name Trained By (RN only) Date 

   

   



   

 


