SEVERE ALLERGY CARE PLAN AND MEDICATION AUTHORIZATION FORM

Full Marmar g
Last First [T
SchoolMame: School Yoar Grade:
Prsvidus:
Sevare Byraploi
mw 1o I;Ii "rw:l
Step 2: Treatment Protocal- This section to be completed by Medical Provider only

Severs Symptoms
H any ol the lollowing severs symploms are noted
LUNG:  Shodt of brsath, wheaze, repetitve cough
HEART: Pala, bive, tainl, weak pulse, dizzy
THROAT: Tight, hoarse, rouble Breathing/swaliowing

SHIN Mary hrves aver body . wdespread radnhes
GUT, Repetithve vomibing o severs dearbea
OTHER: Fesling somathing bad is aboul 1o happen,

MOUTH: Sagrificard swaliing of the tongue andior lips.

1. INJECT EPINEPHRINE IMMEDIATELY
2. CALL 911

4. GWVE ADDNTIONAL MEHGATIONS (IF
ORDERED BY PHYSICLAN)

4, Lay stucant Bat and raise legs. H breathing is
difficult or they Bre vomiting, ket tham sit up o e on
thair gide, For insect stings/bites only: remove

indicated, |(Orders

MOUTH: Rohy or ingling mouth
SHIN: A bew hivea'rash, mild fch
GUT, Mild naussa'discomion
OTHER:

if then following symploms ane noted, glve medication
THROAT: hoarse, persisient cough O Epi-pan [ Antihistaming

O Epi-pem O Antihistamine
O Eplpen 0 Anihisiamins
O Epi-pen O AnSihistamins
O Epi-peafi |0 Andhesiamirs

Confusion, anxiaty il g
5. Naolify amerpancy contacts on page 2.
Mild Symptoms 1. GIVE medication indicated. See below.

2. Stay with studand, alert amergency conlacts

3, Waich student closaly for changes. If symploms
WOISEN, OF Bavens Symphoms appear, GIVE
EPIMNEPHRINE and refer to treatment profocol
above for severs symploms.

4. W mn api-pen is administersd, call 311,

B checked, ghee epinephring immaediately if the student was definiely saposed &0 the allergendsting, svan if na symploms ane noted

8' checked, grva apinephring immediatoly for ANY symptoms if the student was kel sxpased o the allergen/sting.

AntFiglamirs Birgnchodilator

Hami of Madealion 1. I 31 &
Purpose =]
Strength Coamg  [oismg
Medication Form Ao rpecice
Roule of Admen Injescied intramusculary inlo

Id.arﬂw
Schsduled acdmen
O Ireguancy i PRM
Frecaubions, mstruciions,
Advarse affects or comements
Can tha sbuden] carry and seil-
adminsser medication? [ ves O Mo [ ves O ko [ Yes [ Mo

Medical Provider Authorization; As the Medical Provider of the abave named child, 2 is, in my professicral apirson apgropnate and
:ﬂﬁﬂlﬂﬂﬂtﬂ aborve misdications be available Tor adminslration dunng the school day or dunrg axtanded hours when e chid is
schoal sponsored bipsoutingalevents.

Madical Provider Signature:

Page 1 of 2

(Sea other sida)




Emargency Contacts: Rodationship: Cull phane: Odhar phona:
i

Child's Physician Hama Office phone number

i a mepdicalion must be taken during the school day or during @ school sponsosesd cvernighl bip, il s necessary, in accordance with
Calilornia Education Code Section 48423, 1o have a wition statemant on Bla. The stalement musi be signed by the parent’'guandian
and the physician ndcaling & desine that desgnaled school personnel assist he student with medicalion administration, The
muthorization must be made annually andigr whanever a changs occurs, Education Code requires ihal ALL madicatong.
prescriplion and owe-the-counter must have & complsled stalement from BOTH the physician AND pament'guardian BEFORE they can

be adminisiered.  Medication must be provided in the criginal conlainer labaled with shudent’s name, medication ame. dosa’strength
arl speshs pdmengirabon dingcicns.

Parent/Guardian Authorization:
As the parentiguardian of the above named chikd, | reques! thal designated school parsonnal assis in the adminisiration of medication
preschibed by ths Medcsl Provider. | gioe consent fof the Medical Provider and desigraled schood parsonniel b0 communicats difectly.
reganding tha administraticn of the medication, | understand it is my responsibility o bring all medication safely o thi school and |
agree to rfil or replace medicabion as recirssary. | undersiand et e medication will be stored in 6 beked aas unsess the Modcal
Prowvider indcates thal my chikd is capable of carmying and self-adminsbenng il. | hevedry reloase the school distrc! snd all schoeal
parsonnel from chil kabdity f my child suffers an adverse reacton as the resull of sail-adminsbanng prescripion aulo-injectable
epinephring or presoniption inhaled asthma medication

HName of Parent'Guardian:

Signatwre of Parent'Guardian: Dt

Student Statement [requined if authorized (o self-carry medication)
| understand that | am allowed 1o camy and soil-adminisbes DMLY the medications lisled above. | agres o uss he medication a3
instrucind by my physician and nol b shana with othar people. | undersiand that if | share the medication with othans, | will ba hsld
aocountabbe for my actons and thal | will tace discplnary action

Signature of Studenk; Data:

How to admimngter Epi-Fan &

0 9 Swing and firmly push |

Remove the orange lip against

blue safety f::‘cL‘f"gh - EGID .
release by =1 -
pulling straight (5 F
up without AND HOLD on thigh
bending or approx. 10 seconds
twisting it o deliver drug

2al2



