
TO BE COMPLETED BY PARENT/CAREGIVER

Student Name DOB School Grade Homeroom Teacher Room

Parent/Caregiver Name Home Phone Cell Phone Email

TO BE COMPLETED BY THE HEALTH CARE PROVIDER

Type(s) of Allergy(ies) Name of Health Care Provider Phone

I authorize school personnel to implement this Allergy Emergency Plan as described.
I have completed a current (within this school year) medication form FOR EACH medication to be given

Health Care Provider Signature & NPI # Date

I give my consent for school authorities to take appropriate action for the safety and welfare of my child. I give my consent to
communicate with the authorized health care provider when necessary.

Parent/Caregiver Signature Date
Notify parent/guardian and document about what happened in the First Aid and Medication Logs.

*By law, a completed and signed current (within this school year) Medication Form must be on file at the school before medication can be administered at school.
GRAPHICS ADAPTED FROM FOOD ALLERGY RESEARCH & EDUCATION (FARE)
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