
 
 
 
 
 
 
Dear Parent, 
 
 
The health care forms you submitted for your child indicate that your child has a life 
threatening food allergy that may require medication administration during the school 
year. 
 
The school would appreciate the following: 
 

1. Completed Allergy History Form 
 

2.  Completed Food Allergy Action Plan signed by both the parent and the child’s 
physician 

 
 
Please bring the forms and medications to the main office/nurse’s office, the week prior 
to the beginning of the school year.  Medication orders need to be processed by the nurse 
the week before school begins.  
 
 
Please feel free to contact the nurse at your school with any questions. 
 
 
 
 
Thank you for your attention to this matter. 
 
 
 
 
Orange Elementary School Nurses 



FOOD ALLERGY HISTORY 

Chitd~s Name. ______________________ _ 

DareofBinh~-------------------------------------------

1. What type of aBergy does your child have? 

2. How was this allergy diagnosed? 

3. When did the child's initial exposure or reaction occur? 

4. What symptoms did your child experience? What are current symptoms? 

5. What treatment has your child received for his/her aUergy? 

6. Has he/she ever required hospitalization for an allergic reaction (include ER 
visits)? 

7. Has your child ever required adrenalin (Epipen) injection to treat an allergic 
reaction? 

8. Does anyone else in the child's immediate family have food allergies? 

9. Is your child's allergy triggered by contact with the allergen (touch) or by 
ingestion only? 

10. What special precautions does your child require to be safe during the 
foDowing school activities? 

a. Cafeteria 
b. Classroom snacks 
c. Classroom parties/Special Occasions 
d. Field Trips 
e. School Bus 
f. After School programs 

11. Does your child also have asthma? If so, what are his/her primary 
symptoms? 

Parent signature _____________________ _ 

Date ---------------------------------------



Food Allergy Action Plan 
Emergency Care Plan 

Place 
Student's 

Picture 
Here Name: __________________________ ___ 

D.O.B.: _..._/___./ __ 

Allergy to: _________________________ _ 

Weight: ___ lbs. Asthma: 0 Yes (higher risk for a severe reaction) 0 No 

Extremely reactive to the following foods:---------------------
THEREFORE: 
0 If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten. 
0 If checked, give epinephrine Immediately if the allergen was definitely eaten, even if no symptoms are noted. 

Any SEVERE SYMPTOMS after suspected or known 
Ingestion: 

One or more of the following: 
LUNG: Short of breath, wheeze, repetitive cough 
HEART: Pale, blue, faint, weak pulse, dizzy, 

THROAT: 
MOUTH: 
SKIN: 

confused 
Tight, hoarse, trouble breathing/swallowing 
Obstrudlve swelling (tongue and/or lips) 
Many hives over body 

Or combination of symptoms from different body areas: 
SKIN: Hives, itchy rashes, swelling (e.g., eyes, lips) 
GUT: Vomiting, diarrhea, crampy pain 

MILD SYMPTOMS ONLY: 

MOUTH: 
SKIN: 
GUT: 

Itchy mouth 
A few hives around mouth/face, mild itch 
Mild nausea/discomfort 

Medications/Doses 
Epinephrine (brand and dose): 
Antihistamine (brand and dose): 

1. INJECT EPINEPHRINE 
IMMEDIATELY 

2. Call911 
3. Begin monitoring (see box 

below) 
4. Give additional medications:* 

-Antihistamine 
-Inhaler (bronchodilator) if 
asthma 

•Antihistamines & inhalerWbronchodllators 
are not to be depended upon to treat a 
severe reaction (anaphylaxis). USE 
EPINEPHRINE. 

1. GIVE ANTIHISTAMINE 
2. Stay with student; alert 

healthcare professionals and 
parent 

3. If symptoms progress (see 
above), USE EPINEPHRINE 

4. Begin monitoring (see box 
below) 

Other (e.g., inhaler-bronchodilator if asthmatic): -----------------------

Monitoring 
Stay with student; alert healthcare professionals and parent. Tell rescue squad epinephrine was given; 
request an ambulance with epinephrine. Note time when epinephrine was administered. A second dose of 
epinephrine can be given 5 minutes or more after the first if symptoms persist or recur. For a severe reaction, 
consider keeping student lying on back with legs raised. Treat student even if parents cannot be reached. See 
back/attached for auto-injection technique. 

Parent/Guardian Signature Physlclan/Healthcare Provider Signature Date 

TURN FORM OVER Fonn provided courtesy of the Food Allergy & Anaphylaxis Network (www.foodallergy.org) 9/2011 



EPIPEN Auto-Injector and 
EPIPEN Jr Auto-Injector Directions 

• First, remove the EPIPEN Auto·lnjactor 
from the plastic carrying case 

• Pull off the blue safety release cap 
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• Hold orange tip near outer thigh 
(always apply to thigh) 
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• Swing and firmly push orange tip 
against outer thigh. Hold on thigh for 
approximately 10 seconds. 
Remove the EPIPEN Auto·lnjector and 
massage the area for 10 more seconds 
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Contacts 

AdrenacllckTM 0.3 mg and 
AdrenacllckTM 0.15 mg Directions 

Remove GREY caps labeled 
u1" and "2." 

Place F. ED rounded tip against 
outer thigh, press down hard until needle 
penetrates. Hold for 10 seconds, then remove. 

A food allergy response kit should 
contain at least two doses of 
epinephrine, other medications as 
noted by the student's physician, and 
a copy of this Food Allergy Action 
Plan. 

A kit must accompany the student if 
he/she Is off school grounds (I.e., 
field trip). 

Call911 (Rescue squad: L__) _-;,_ __ ---J 
Oodor. ______ _ 

Parent/Guardian: ---------------------
Phone: (__) ------
Phone: L__) -------

Other Emergency Contacts 

Name/Relationship:-------------------
Name/Relationship:--------------------

Phone: L__) ------
Phone: L__) -------

Fonn provided courtesy of the Food Allergy & Anaphylaxis Network fwww.foodallergy.orgl 912011 



Dear Parent/Guardian, 

Our hope for promoting the "nut free" table in the cafeteria in school is to ensure a safe 
environment for all the children with severe food allergies. 

Please indicate below if you wish for your child to sit at the "nut free" table in the 
cafeteria. 

_I wish for my child to sit at the "nut free" table in the cafeteria. 

_I do not wish for my child to sit at the "nut free"table in the cafeteria. 

Please sign this letter and return it to school. 

Sincerely, 

School Nurse 



FOOD ALLERGIES AT SCHOOL 

There have been several questions regarding safe handling of food allergies in the 
school. This notice should serve to clarify our practices. It is amazing how common the 
presence of food allergies has become. There are children who have specific food 
allergies on most grade levels. Strict avoidance of the allergen is the only way to avoid a 
reaction. 

Due to our concern for the welfare of these students, we have adopted the following 
practice: 

1) A food allergic child can eat foods that are baked and packaged commercially. 
if there is a complete ingredient label attached and that it can be determined 
that no food allergens are present. 

2) A food allergic child will not be allowed to eat homemade foods, unless they 
come from that particular child's home. (Even if there is an ingredient list, 
they will not be allowed to eat homemade foods due to the concern of cross
contamination.) 

3) Parents of children who have food allergies are asked to bring in a supply of 
substitute safe snacks for their child to enjoy so that they will not feel left out 
when special treats are enjoyed by the class. 

4) Any questions or concerns regarding food allergies should be directea to the 
teacher or school nurse. 

In regard to class parties ..... 

Given this infonnation, the practice of bringing special home-made, treats into the 
classroom, as has been the custom, will continue. No labeling is required since children 
with food allergies would not be allowed to eat home-made items brought in by 
classmates. 

If you choose to buy a treat, please send in the original label so that children with 
food allergies may have it checked by the nurse or teacher and potentially enjoy the snack 
with their friends. 
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