
 
Report on a Student with Allergies + Allergy Action Plan 

 
_____________________________________________________________________________________________________ 
(STUDENT  LAST NAME)                            ​  (FIRST)                   ​  (MIDDLE)                                          (DOB)                 ​ ​  (ID #) 
 
_____________________________________________________________________________________________________ 
(HOME ADDRESS)                                                                                     ​ ​  (ZIP CODE)                    ​ ​ ​ (TELEPHONE) 
 
_____________________________________________________________________________________________________ 
(PARENT’S/ GUARDIAN’S NAME)                                                          ​ ​ ​  ( SCHOOL) 

 
1. DIAGNOSED ALLERGY: ⬜FOOD ALLERGY          ⬜ NON-FOOD ALLERGY            ⬜ UNKNOWN ALLERGY   
DATE STUDENT WAS DIAGNOSED WITH ALLERGY:_____________________________________________________ 

PLEASE LIST ALL STUDENT’S SPECIFIC ALLERGENS: __________________________________________________  

_________________________________________________________________________________________________ 

2. DOES STUDENT REQUIRE EMERGENCY EPINEPHRINE (i.e. EpiPen, Auvi-Q)?: ⬜YES ⬜ NO (IF YES, PLEASE 

COMPLETE PERMISSION FOR SELF-CARRY QUESTION (2A.) AND ANAPHYLAXIS EMERGENCY CARE PLAN)   

2A. PERMISSION FOR SELF-CARRY (+ permission for self-administration) OF EMERGENCY EPINEPHRINE BY 
ABOVE NAMED STUDENT?: ⬜YES ⬜ NO 

*Note to Parents: Per CPS protocol, in the event emergency epinephrine is administered, 911 MUST be notified 

 
DAILY or PRN MEDICATION PLAN (Please include any oral antihistamines that can be given) 

*Note to Parents: ALL medications, including over-the-counter (OTC) medications, must be provided to the school in their original 
packaging and labeled with the student’s name. The medication's dosage must also match what is prescribed below.  

MEDICATION NAME DOSAGE SCHEDULED TIME 

 
Provider’s Name (PRINT)______________________ Provider’s Signature __________________________ 

Hospital/Clinic Affiliation________________________ Address _____________________________________ 

Telephone #___________ Fax #__________ Date ___________________ 

 
TO BE COMPLETED BY PARENT OR LEGAL GUARDIAN 

PRIMARY EMERGENCY CONTACT 
Parent/Guardian: ______________________________________ Phone: ____________________ 

OTHER EMERGENCY CONTACT 

Name/Relationship: ____________________________________ Phone: _____________________ 
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