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CARMEL CLAY SCHOOLS 

5201 E. Main St. ∙ Carmel, IN 46033 ∙ (317) 844-9961 

 

ALLERGY ACTION PLAN 

 

Student’s Name: ______________________________________ DOB: ___________________ 

 

School: ______________________________ Teacher/Grade: ___________________________ 

 

Weight:  _______ lbs. Asthma:       Yes (higher risk for a severe reaction, complete asthma action plan)        No       
 

NOTE:  Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction.  USE EPINEPHRINE. 

 

 

 

 

 

 

 

 

 

Please Check the Appropriate Allergen(s):              Dairy   Peanuts      
       

        Bee/Insect Stings        Eggs  Shellfish   Tree Nuts (almonds, pecans, walnuts, etc.)     
 

        Latex          Soy   Wheat   Other Food(s): ____________________________ 
 

     Allow food “processed in a facility with” allergen    Allow food that “may contain” allergen 
 

     Allow food “made on shared equipment” as allergen 

 

 

 

Place 

Child’s 

Picture 

Here 

mg 
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      Yes          No    This student has been trained in the use of the medication(s) above and he/she may carry and self-administer if 

needed, for life threatening allergic reaction. 

 

___________________________________          ____________________________________      ______________ 
ALLERGY CARE PROVIDER SIGNATURE          PLEASE PRINT PROVIDER NAME                   DATE 

 
I give permission for the school nurse and any pertinent staff caring for my child to follow this plan, administer medication and care 

for my child, contact my care provider if necessary and for this form to be faxed/emailed to my child’s school or be shared with school 

staff per FERPA guidelines.  I assume full responsibility for providing the school with prescribed medication and delivery/monitoring 

devices. 

 

______________________________________       ______________ 
PARENT SIGNATURE                 DATE 

IF YOU INJECT EPINEPHRINE, CALL 911 AND PARENTS. 

 

Parent/Guardian:  ___________________________________________________ Phone:  _________________________ 

 

Emergency Contact:  _________________________________________________ Phone:  _________________________ 

 

Additional Allergy Comments/Instructions:   

 

 

 


