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	        Individualized Health care Plan
	Allergies

This form needs to be filled out by the DOCTOR office only:
Student Name:_____________________________
Name of School:____________________________
GRADE:  ___________    DATE:________________

To whom it may concern: (Cafeteria Staff)
He/She  is allergic to the following foods : 
______________________________________________________________________________________________________________________________________________________________________________________
PHYSICIAN SIGNUTARE:_____________________________________
PHYSICIAN NAME (PRINT)___________________________________
NAME OF THE CLINIC:  _____________________________________
PHONE NUMBER:_________________________________________
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PERRY COUNTY SCHOOL DISTRICT   INDIVIDUALIZED HEALTH CARE PLAN   ALLERGIES   PARENT TO FILL OUT THIS PAGE       StudentName:________________________ ___DOB/ Grade:_________ _ __ ___ __School Year:__ _ ________ __           Homeroom Teacher:_____________ _________   _ Diagnoses:  ALLERGIES_______   Student Wt: ____ _ _______  

Nursing Diagnosis       (ND)  Nursing Intervention  Nursing goals/outcomes  

1.  Risk for allergy  response   (Anaphylaxis  reaction)   related to  potential exposure to  allergen.    *Monitor for exposure/reaction  to known  allergens   (Anaphylaxis reaction)    & treat  immediately as ordered by MD  as appropriate.     Have allergy action plan on file.   *If reaction occurs/treatment  given such as:   1.Follow action plan & MD  order   2.   stay with student, call 911,  and parent.   Tell 911 & /or  rescue squad   if   epi pen was  given.    3.   Note time when epi pen was  given.     *Student will not experience a  reaction      (Anaphylaxis reaction)  from exposure to    Allergen .   *Student will receive appropriate   treatment if exposed to/ reacting to an  allergen   *Student will maintain health and  well - being   necessary for learning and Action Plan  will   need to  be on file.   

Please list all items &/or food student is known to have allergic reacti ons:___________________________          Please describe the reactions:_____ __________________________________________________________         _______________________________________________________________________________________   I________________________(parent/guardian) give p ermission  to the  sch ool administration to designate a  s chool personnel (s)(who will not need a medical or nursing license) ,or   school nurse  to assist/   observe my child  taking the    prescribed medication which   is   (name of medication)   _____________ _________ _ ____ _____    and to  perform and carry out the care as outlined in  (student ’ s name  ) _________________ ______ _______ _________   Individualized Healthcare Plan. I also consent to the release of the information contained in this Individualized  Healthcare Plan   to all school personnel(s)   and other adults who have responsibility for my  child and who may  need to know this information to maintain my child’s health and safety. I consent to communication between  the prescribing  physician, the   school nurse, & the designated  school personnel (s)   (which is assigned by the  school administration )  necessary for the management and administration of medications pertaining to my  child’s medical condition addressed on this Individualized Healthcare Plan.                                                        Parent/guardian   Signature:______ _________ _ ____ ______ _____Date____________ _Phone#_______________        Emergency Contacts:     Emergency Contacts Persons      1.:____________________________Phone#__________________                                                                                                      2 .  ___________________________Phone#___________________                                                     
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PERRY COUNTY SCHOOL DISTRICT

INDIVIDUALIZED HEALTH CARE PLAN

ALLERGIES

PARENT TO FILL OUT THIS PAGE

   StudentName:___________________________DOB/Grade:_________________School Year:_____________

      Homeroom Teacher:______________________ _Diagnoses: ALLERGIES_______ Student Wt: ____________

		Nursing Diagnosis

   (ND)

		Nursing Intervention

		Nursing goals/outcomes



		1. Risk for allergy response (Anaphylaxis reaction) related to potential exposure to allergen.



		*Monitor for exposure/reaction to known allergens (Anaphylaxis reaction)  & treat immediately as ordered by MD as appropriate. 

Have allergy action plan on file.

*If reaction occurs/treatment given such as:

1.Follow action plan & MD order

2. stay with student, call 911, and parent. Tell 911 &/or rescue squad if epi pen was given. 

3. Note time when epi pen was given. 



		*Student will not experience a reaction  

(Anaphylaxis reaction) from exposure to 

Allergen.

*Student will receive appropriate  treatment if exposed to/ reacting to an allergen

*Student will maintain health and well-being necessary for learning and Action Plan will need to be on file. 





Please list all items &/or food student is known to have allergic reactions:___________________________

      Please describe the reactions:_______________________________________________________________

     _______________________________________________________________________________________

I________________________(parent/guardian) give permission to the school administration to designate a school personnel(s)(who will not need a medical or nursing license),or school nurse  to assist/ observe my child taking the  prescribed medication which is (name of medication) ________________________________  and to perform and carry out the care as outlined in (student’s name )_______________________________________ Individualized Healthcare Plan. I also consent to the release of the information contained in this Individualized Healthcare Plan to all school personnel(s) and other adults who have responsibility for my child and who may need to know this information to maintain my child’s health and safety. I consent to communication between the prescribing physician, the school nurse, & the designated school personnel(s) (which is assigned by the school administration) necessary for the management and administration of medications pertaining to my child’s medical condition addressed on this Individualized Healthcare Plan.                                                     Parent/guardian Signature:_______________________________Date_____________Phone#_______________    

Emergency Contacts:  Emergency Contacts Persons   1.:____________________________Phone#__________________                                                           

                                    2. ___________________________Phone#___________________  

                                          




