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Manheim Township School District

Allergy Medical Management Plan

Name:_______________________________DOB:________Wt._______Grade:________Teacher/HR:__________
Allergic To _________________________________ Asthmatic:  (Yes*      (No   *Higher risk for severe reaction

· To protect your child and other students, the student may not keep medication with them unless they have permission to self-carry emergency medications.

· In compliance with School Board Policy No. 210, all medication must be brought to the nurse’s office or the main office by the parent/guardian or by another designated adult. 
· Students are expected to come to the Health Room at the appropriate time to take their medication.

· Parent/guardian must come to school to pick up any medication that is being returned.

· Both parent and physician signatures are required to permit the nurse to administer the medication.  

( If this is not a serious allergy and requires no treatment, please check box and sign form.


Step 1: TREATMENT


[image: image1.emf]Symptoms Give Checked Medications

If a food allergen has been ingested or insect sting suspected, but no symptoms:

___Epinephrine  ___Antihistamine

Mouth:     Itching, tingling, or swelling of lips, tongue, mouth ___Epinephrine  ___Antihistamine

Skin:          Hives, itchy rash, swelling of the face or extremities ___Epinephrine  ___Antihistamine

Gut:           Nausea, abdominal cramps, vomiting, diarrhea ___Epinephrine  ___Antihistamine

Throat:     Tightening of throat, hoarseness, hacking cough ___Epinephrine  ___Antihistamine

Lung:         Shortness of breath, repetitive coughing, wheezing ___Epinephrine  ___Antihistamine

Heart:       Weak or thready pulse, low blood pressure, faint, pale, blueness ___Epinephrine  ___Antihistamine

Other:        ___Epinephrine  ___Antihistamine

If reaction is progressing (several of the above areas affected), give: ___Epinephrine  ___Antihistamine


MEDICATIONS
( Epinephrine auto injector 0.3 mg injection   OR     ( Epinephrine auto injector 0.15 mg

( Antihistamine: ____________ ___________________Dosage: ________Route:________

( Other:__________ ____________________________ Dosage: ________ Route:________

Please indicate one of the following:

1.______This student is NOT prepared to self-administer/self carry the auto injector.

2.______This student has been trained and is capable to administer/self carry the auto injector.

Physician Signature: ___________________________________________________Date_____________


Step 2: Emergency Notification

1. Call 911

2. Call Parent/Guardian
My child should sit at a peanut/nut free table in the cafeteria: 
( Yes or  ( No

My child can ONLY eat food from home:  



( Yes or  ( No
My child can safely select foods for snack/lunch: 


( Yes or  ( No


I request that the Manheim Township School District complies with the order of the licensed medical physician, certified registered nurse practitioner or physician assistant.  If my child is permitted to self-carry/administer the medication, I understand the School District bears no responsibility for ensuring that the medication is taken. Further, I relieve the School District, its Board of School Directors, and its employees of all responsibility for the benefits or consequences of the prescribed medication. 

(24 P.S. § 14- 1414.1)

Parent Signature: ___________________________________________    Date_______________
To be completed by Physician





To be completed by Parent








***Parents please sig10/02/15n on page 2***
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