ST. VERONICA SCHOOL HEALTH SERVICES

ALLERGIES:  Individualized Health Care Plan (IHP)

SCHOOL YEAR ___________________

Student Name: _____________________________ DOB: ________ Grade: _______

School: ____________________________Bus# AM: ______ Bus# PM: ______ Car Rider ___

ALLERGIC TO: ____________________________________________

*HISTORY OF ALLERGIC REACTIONS *   Number of reactions ____ Date of last reaction ______
What treatment was provided: ____________________________________________________________________

Asthma                           Yes _____          No _____            Children with asthma are at high risk for severe reaction

Inhaler at School            Yes _____          No _____

Medical I.D. worn          Yes _____          No _____

* SIGNS OF AN ALLERGIC REACTION *                 NOTE:  Severity of symptoms can change quickly
Systems:                 Symptoms:

* Mouth                  Itching, tingling, & swelling of the lips, tongue, or mouth

*Skin                      Hives, itchy rash, and /or swelling about the face or extremities

*Gut                       Nausea, abdominal cramps, vomiting, diarrhea

!!Throat                Irritation and /or a sense of tightness in the throat, hoarseness, and hacking cough

!!Lungs                 Shortness of breath, repetitive coughing, and/or wheezing

!!Heart                  Thready pulse, fainting, pale, blueness

*Other                     _________________________________________________________________

!! Potentially life threatening
* ACTION FOR MINOR REACTION *
1.  If the only symptom(s) are:  ___________________________________________________________________

                                                  ____________________________________________________________________

     Give:  ____________________________________________________________________________________
                                           Medication/ dose/ route

2.  Call:  Mother, father, or emergency contacts.  See phone numbers below.

If condition does not improve within 10 minutes, follow steps for Major Reaction below.
*ACTION FOR MAJOR REACTION *

1.  If ingestion is suspected and/or symptom(s) are: _________________________________________________
                                                                                   _________________________________________________

     Give:  ___________________________________________________________________________________

                                           Medication/ dose/ route

2.  Call:  911!  Do not hesitate.  Ask for advanced life support.  State than an allergic reaction has been                                          

                        treated and additional epinephrine may be needed.
3. Call:  Mother, father, or emergency contacts.  See phone numbers below.

                            Name                                 Relationship                            Phone Numbers 

________________________________      ______________________    _________________   _____________

________________________________      ______________________    _________________   _____________

________________________________      ______________________    _________________   _____________

Parent/Guardian Signature: _________________________________________________  Date: ___________________

School Nurse Signature: ___________________________________________________   Date: ___________________

Physician Signature: ______________________________________________________   Date: ___________________

