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Health Care Plan (HCP) for: Anaphylaxis

Contact Ingestion

SCHOOL YEAR
TO BE COMPLETED BY PARENT/GUARDIAN:
Student Name: Birthdate: School:
Teacher: Grade: Date: Does the Student have Asthma?
Yes No *If yes, student is at a higher risk for anaphylaxis
Allergy to: Anaphylaxis may occur with: | Does this student need to sit at a peanut/nut free

table?
Yes No

Contact information

School Nurse: Parent(s):
1.844.907.1005 (Fax)
TO BE COMPLETED BY HEALTHCARE PROFESSIONAL:
N f Medicati Di o (include d. q [ - 3
frequency) Has the health care provider instructed the student on the
correct use of the medication and authorizes the student to
self-carry/self-administer the medication?
0.11IM 0.151M 0.3IM Yes No

Epinephrine Brand/Generic:

Provider Initials:

Inhaler (Bronchodilator):

Yes No

Provider Initials:

Antihistamine Brand/Generic:

Not Applicable

Other:

Not Applicable

orders and authorizations. Only applicable for inhalers or epinephrine.

Self-Carry Procedures: NO DIRECT MONITORING will be conducted by the school staff. The student is responsible for self- administration of the medication as
ordered by the provider. My signature below provides the authorization for the above written orders. | understand that all procedures will be implemented in
accordance with CA state laws and regulations. | understand that specialized physical health care services may be performed by unlicensed designated school personnel
under the training and supervision provided by the school nurse. This authorization is for the maximum of one year. If changes are indicated, | will provide new written

Healthcare Provider Name (Printed):

Healthcare Provider Signature:

Address:

Date:




HEALTH CONCERNS AND PROCEDURES FOR MEDICAL ACTION WHILE AT SCHOOL

Observe This:

Do This:

MILD SYMPTOMS

®©®W | -

For MILD
below

*Do NOT depend on antihistamines and bronchodilators (inhalers) to
treat a severe reaction, give Epinephrine (see below)

SYMPTOMS from a SINGLE SYSTEM, Follow the directions

Give antihistamines, if ordered by a healthcare provider

2. Stay with the student and alert the emergency contacts
NOSE MOUTH  SKIN GUT Y seney
Itchy or [tchy mouth A few hives, Mild 3. Watch the student closely for changes. If symptoms worsen or
runny nose, mild itch nausea or the student develops symptoms from another system are, give
sneezing discomfort EPINEPHRINE (see below for directions)
FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.
Observe This: Do This:

LUNG

Shortness of
breath, wheezing,

HEART

Pale or bluish
skin, Taintness,

repetitive cough weak pulse,
dizziness
SKIN GUT
Many hives over Repetitive
body, widespread vomiting, severe
redness diarrhea

FOR ANY OF THE FOLLOWING:

SEVERE SYMPTOMS

® ©® e

THROAT
Tight or hoarse
throat, trouble

breathing or

swallowing

@

OTHER
Feeling
something bad is
about to happen,
anxiety, confusion

directions

1.

3.
MOUTH
Significant
swelling of the
tongue or lips 4
OR A
COMBINATION >
of symptoms
from different 6
body areas. 7'

For SEVERE SYMPTOMS or MULTI-SYSTEM symptoms, Follow the

The student MUST be taken to the ER (even if symptoms

below

INJECT EPINEPHRINE IMMEDIATELY
CALL 911 - Tell the dispatcher that the student is having
anaphylaxis and may need Epinephrine when the emergency
responders arrive
Consider giving additional medications following epinephrine:
a. Inhaler (bronchodilator) - if the student is wheezing
or still struggling to breath
b. Antihistamines
Lay the student flat, raise their legs, and keep them warm. If
the student is having difficulty breathing or is vomiting, let
them sit up or position them in the side-lying recovery
position
If symptoms do NOT improve or symptoms return, give an
additional dose of epinephrine 5-10 minutes after the last
dose
Alert the emergency contacts

resolve). The student must be observed for at least 4 hours
because symptoms may return

I authorize the school nurse and/or other trained school personnel to assist my child in taking his/her medications and treatments, and | authorize the nurse to consult with
the Health Care Provider about my child’s medical needs as necessary while my child is at school. | understand it is my responsibility to provide all medication, supplies and
equipment and understand that if my child carries his own medication | should provide extra to be kept in the office in case needed.

1 will be provided with a copy of my child’s completed Health Care Plan. | have read and agree with the information provided above. | understand and give my consent for this
information to be shared with the student’s school, transportation, and emergency personnel as deemed necessary to provide quality of care. This consent is valid for one
school year and may be revoked at any time.

Parent Signature:

Date:

Reviewed By:

School Nurse:

Date:

Principal:

Date:
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