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FOOD ALLERGY ACTION PLAN

PRESCRIBER SHOULD COMPLETE THIS PAGE


Student’s Name: ___________________________________	Date of Birth: __________________

Grade: _________________		Teacher: ______________________________________________

	Symptoms
	Give Checked Medication

	
	
	

	[bookmark: _GoBack]If a food allergen has been ingested, but no symptoms
	____ Epinephrine
	____ Antihistamine

	
	
	

	Mouth:  Itching, tingling, or swelling of lips, tongue, mouth
	____ Epinephrine
	____ Antihistamine

	
	
	

	Skin:  Hives, itchy rash, swelling of the face or extremities
	____ Epinephrine
	____ Antihistamine

	
	
	

	Gut: Nausea, abdominal cramps, vomiting, diarrhea

	____ Epinephrine
	____ Antihistamine

	
	
	

	Throat**: Tightening of throat, hoarseness, hacking
	____ Epinephrine
	____ Antihistamine

	
	
	

	Lung**: Shortness of breath, repetitive coughing
	____ Epinephrine
	____ Antihistamine

	
	
	

	Heart**:  Weak or thread pulse, low blood pressure, fainting, pale, blueness
	____ Epinephrine
	____ Antihistamine

	
	
	

	Other**:
	____ Epinephrine
	____ Antihistamine

	
	
	

	If reaction is progressing (several of the above areas affected) – give:
	____ Epinephrine
	____ Antihistamine



** means potentially life-threatening.  The severity of symptoms can quickly change.


Signature of Prescriber: _____________________________________	Date: ___________________

Printed Name of Prescriber: __________________________________
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