Table 1

District School Board of Pasco County

Severe Allergy Medical Management Plan

	Name:    

    
	D.O.B:
	School Year:

	Allergy to:
	Asthmatic:   _____Yes *high risk   _____ No

	Symptoms of Allergic Reaction 

	                     Mild Reaction
	                             Severe Reaction

	System                       Symptoms

Skin:           hives, itchy rash
Other symptoms: __________________     
_________________________________

*The severity of symptoms can change quickly 
	System    Symptoms

· Mouth:   itching & swelling of the lips, tongue or, mouth

· Throat:   itching and/or a sense of tightness in the throat, hoarseness, and hacking cough

· Skin hives, itchy rash, and/or swelling of the lips, face or extremities    

· GI:  nausea, abdominal cramps, vomiting and/or diarrhea

· Lung:  shortness of breath, repetitive coughing, and/or wheezing

· Heart: fast or   “thready” pulse, fainting or “passing out” 

	Emergency Medication Plan 

	        Mild Reaction
	                Severe Action

	Medication:

Dose:

Route: 

Comments:
	Medication:

Dose:

Route:

Call 911, Emergency Contacts & Administration

	                                    School Accommodations  (for food allergies only)

	Please list any foods that should be omitted from the students diet and indicate substitute foods?  i.e. Milk, Cheese, Nuts



	Please indicate any lunchroom/classroom accommodations? i.e. Hand washing, /washing of tables




 Physician Signature: ________________________________ Date: ______________

Parent Signature: ___________________________________ Date: ______________

