
SCHOOL DISTRICT OF PORT EDWARDSPort Edwards
Public School

EMERGENCY HEALTH CARE PLAN
for

Known Severe Allergic Reactions
(Authorization valid for current school year ONLY)

Birthdate:Student Name:
ALLERGIC TO:
Parent/Guardian Name(s):

School:Home Phone:
Mother Work Phone:Father Work Phone:

Symptoms seen:Date of last reaction:

If student is exposed to something known to Cause allergic: reactions, immediately do the following:

1)  CALL 9 -1 -1
2) Give additional medication 2) Call Parents

if ordered
3) Administer CPR or rescue

breathing as necessary

3) Call School District NurseAdult A, Adult B-

4) Copy this form for4) Record observations and
EMTS/Paramedicscare given below

OBSERVATIONS (check all that apply)
 collapseviolent abdominal paindifficulty breathing or wheezing
Otherchange in voice qualityswelling of the face, throat, tongue

a hive-like skin reaction or swelling seizure

CARE GIVEN (check all that apply)
Epi-Pen given (date and time)
medication given (date and time)

(Signature of Adult A)CPR rescue breathing

PHYSICIAN AND PARENT AUTHORIZATION

which is as follows:I am prescribing  an Epi-Fen and/or medication for
Student Name

Epi-Pen Jr. (0.15 mg epinephrine)Epi-Pen (0.3 mg epinephrine) OR

Additional medication
DoseName of Medication

Physician Name: Phone

Physician Signature: Date:
(no stamp)

Date:Parent/Guardian Signature:

801 Second Street, Port Edwards, WI  54469-1301
715-887-9000
Elementary School FAX: 717-887-9095
John Edwards Middle & High Schools FAX:
715-887-90-40

PARENT:

Place child's
picture here

Epi-Pen is kept

1) Give Epi-Pen as ordered

887-900 Ext: 302 or 318



DIRECTIONS FOR ADMINISTRATION OF EPI-PEN

1.  Preferred method is to remove clothing from site of injection.  If this is too difficult, awkward or
there is no time use Epi-Pen directly through clothing.

2.  Pull off gray safety cap.  Place black tip on outer thigh, halfway between the knee and hip.  Push
Epi-Pen Auto Injector firmly against thigh until click is heard and hold in place for several seconds.
Remove Epi-Pen and massage injection area for 10 seconds.  Discard in red biohazard sharps
container.

FOR SCHOOL USE ONLY

1.  Date Received:___________________

2.  Approved by:___________________________________       ________________

3.  ____________Referred for administrative review. Send to School District Nurse
with your concerns about this authorization

Signature of Principle Date

sm:NURSEFORMS#4 EMERGHLTH PLN
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