
ST. MARY’S COUNTY PUBLIC SCHOOLS 
Department of Student Services 

ALLERGY and ANAPHYLAXIS EMERGENCY ACTION PLAN 

 School:  Date EAP initiated: 

SY: SY: SY: SY: SY: SY: SY: 
Grade: Grade: Grade: Grade: Grade: Grade: Grade: 

Student Name: DOB: 
Allergic to: _______________________________________________________________________________________ 
Anaphylaxis History:  Yes No                                                                Asthma History:  Yes (higher risk for anaphylaxis)  No 

 If checked, give epinephrine immediately for ANY symptoms if exposure to the allergen was LIKELY. 
 If checked, give epinephrine immediately, even if NO symptoms are present, if exposure to the allergen was DEFINITE.​

BUS INFORMATION 
Bus # to school: _______     Bus # from school: ________     Additional Bus #’s: _________  
Emergency actions while the student is on the bus:   ▢ Follow the emergency action plan below.​  Other: ___________________________ 

 IMPORTANT: IF THE STUDENT DOES NOT HAVE EMERGENCY EPINEPHRINE, ADMINISTER SMCPS STOCK EPINEPHRINE. 

SEVERE SYMPTOMS for any one of the following symptoms: ADMINISTER EPINEPHRINE IMMEDIATELY 

 
LUNG 

Coughing, 
Shortness of 
breath, wheezing, 
difficulty breathing; noisy 
breathing; “air hunger” or 
gasping for air 

HEART 

Loss of 
consciousness, 
Pale or bluish skin, 
faintness, weak or 
absent pulse, 
dizziness 

THROAT 

Tightness, 
hoarseness, or 
change in quality of 
voice, trouble 
breathing or 
swallowing 

MOUTH 

Significant swelling of 
the tongue or lips, back 
of the mouth/throat.  

SKIN 

Hives over the body, 
widespread redness 

GUT 

Repetitive vomiting, 
severe diarrhea 

OTHER 

Feeling something 
bad is about to 
happen, anxiety, and 
confusion 

OR A COMBINATION 
of 2 symptoms 
from different 
body systems 

 *** ADMINISTER EPINEPHRINE IMMEDIATELY. Do not depend on antihistamines or inhalers to treat a severe reaction. 
● Call 911. Tell the emergency dispatcher that the student is experiencing anaphylaxis and that epinephrine has been administered.
● Notify the school nurse, if available
● Consider giving additional ordered medications (antihistamine or inhaler) following epinephrine, as ordered.
● Lay the student flat, raise legs, and keep warm. If breathing is difficult or they are vomiting, let them sit up or lie on their side.
● If symptoms do not improve or symptoms return, an additional dose of epinephrine can be given 5-10 minutes after the initial dose.
● Notify parent/guardian or emergency contact.
● Stay with student until EMS arrives and assumes care.

MILD SYMPTOMS 

Itchy or runny nose, 
sneezing Itchy mouth A few hives, mild itch Mild nausea or 

discomfort 

FOR SYMPTOMS FROM MORE THAN ONE BODY SYSTEM LISTED IN THE MILD SYMPTOMS AREA, GIVE EPINEPHRINE. 
FOR SYMPTOMS FROM A SINGLE BODY SYSTEM LISTED IN THE MILD SYMPTOMS, FOLLOW: 

1. Notify the school nurse, if available
2. Give antihistamine if a current Prescriber Authorization- Order (PS109) form is on file for student.
3. Stay with the student and alert the parent, guardian, or emergency contact.
4. Watch closely for changes. If symptoms worsen, give epinephrine.

STUDENT’S ORDERED EMERGENCY MEDICATIONS FOR SCHOOL   
 If medications are needed, a Medication Order (PS109) form must be completed. 

 Epinephrine: ▢ Yes ▢ No (If no and student needs epinephrine, administer SMCPS stock epinephrine)  
 Antihistamine: ▢ Yes   ▢ No    Other (e.g., inhaler-bronchodilator if wheezing): ▢ Yes ▢ No    _________________________________ 
 Location of Emergency Medication: _____________________________              Self-Carry:  ▢ Yes   ▢ No 

CONTACT INFORMATION 
Parent/Guardian #1: Parent/Guardian #2: 
Home Phone: Home Phone: 
Cell Phone: Cell Phone: 
Work Phone: Work Phone: 
Emergency Contact: Phone: 

Physician’s Name/Signature: Physician’s Phone #: 
Parent/Guardian Signature: Date: 
School Nurse Signature: Date: 

 PS 97 – Allergy and Anaphylaxis Emergency Action Plan (revised 12/2025) 
FORM ADAPTED FROM FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG-2025)   1



ST. MARY’S COUNTY PUBLIC SCHOOLS 
Department of Student Services 

ALLERGY and ANAPHYLAXIS EMERGENCY ACTION PLAN 
 

Student Name: DOB: 
See the checked reference for administration instructions on the student's specific epinephrine brand ordered. 

 PS 97 – Allergy and Anaphylaxis Emergency Action Plan (revised 2/2026)
  FORM ADAPTED FROM FOOD ALLERGY RESEARCH & EDUCATION (FARE) (FOODALLERGY.ORG) 4/2025 
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