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Mecklenburg County Health Dept
MECKLENBURG COUNTY HEALTH DEPARTMENT

SCHOOL HEALTH
	Emergency Action Plan and Order: Severe Allergy in School

	Student’s Name: ___________________________________     DOB: _____________________

Student’s Address: ______________________________________________________________

Student’s Phone #: _________________________  Student’s I.D: ________________________

Mother’s Name: __________________ Phone: Work _______________Cell _______________

Father’s Name: ___________________ Phone: Work _______________Cell _______________

Preferred Hospital: ______________________________________________________________

School: ______________________________ Teacher/Grade/Homeroom: __________________ 
School Year: _______________________________________ History of asthma: □ Yes □ No 
Student is known to be highly allergic to: _______________________________


	Student’s health care provider to complete the following information:
If ingestion of or contact with allergen is suspected; and/or if any of the following symptoms occur: 
· tingling/itching/swelling of the lips, tongue, mouth, throat
· sense of tightness in the throat

· hoarseness, hacking cough
· repetitive coughing 
· hives/itchy rash
· swelling around the face or extremities 
· nausea, abdominal cramps, vomiting, diarrhea

· shortness of breath  
· blue color/paleness to lips or nails

· wheezing

· “passing out”  
· low blood pressure

Give medications immediately 
a. □ Benadryl _______ mg by mouth (Indicate dosage) 
b. □ EpiPen 0.3 mg IM OR  □EpiPen Jr. 0.15mg IM (Check one) 

If Epinephrine is given, call 911 immediately.

· Monitor vital signs. 
· Call parent/notify school nurse/principal.

Other instructions:  

	Health Care Provider _______________________ Phone # _______________FAX #______________
Address:_____________________________________________________________________________

Health Care Provider’s signature: ___________________________________Date: _______________                                                                                                                         
(Please sign here to authorize this order and return to the School Health Program, MCHD, Hal Marshal Annex, 618 North College Street, Charlotte, N.C. 28202  Fax: 704-432-2079 Attn:  School Health.)
Parent /Guardian Signature________________________________________Date________________
School Health Nurse  Signature_____________________________________Date________________                                                                                


AUTHORIZATION FOR SELF-MEDICATION BY CMS STUDENTS

Student's Name____________________________________Birthdate______________________

Medication ___________________________________for ______________________________

Eligibility: In accordance with CMS Policy JLCD, Administering Medications to Students, and its accompanying regulation, JLCD-R, only students who meet the following descriptions may possess and self-administer medications: (1) Students with special medical needs such as asthma and/or severe allergies or who are subject to anaphylactic reactions and may require emergency medications (i.e., asthma inhaler or epinephrine auto-injector [“Epi-pen]); and (2) Students who require frequent administrations of non-prescription medications or prescription medications that are not controlled substances.

-     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     -     

Healthcare Provider: The student named above has (1) asthma or an allergy that could result in an anaphylactic reaction and may require emergency medications; or (2) a condition that requires frequent administration of a prescription or non-prescription medication. The medication is not a controlled substance. This student is capable of, has been instructed on the procedures for and has demonstrated the skill to self-administer this medication as directed on page 1 of this form. Please allow him/her to self-administer the medication during school hours and as otherwise indicated on page 1 of this form. This student will not require adult supervision while taking this medication.
Physician signature/date_________________________________________

Parent/Guardian: I give consent to the Charlotte-Mecklenburg Schools to allow my child to self-administer this medication at school.  I understand that my child and I assume responsibility for the proper use and safekeeping of this medication. If the medication that is prescribed for my child is for the treatment of asthma or anaphylactic reactions, I agree to provide a supplementary supply of the medication that will be kept by the school in a location to which my child has immediate access. I absolve the Charlotte-Mecklenburg Board of Education and their agents and employees from any and all liability whatsoever that may result from my child possessing or taking this medication at school. I further consent for the information about my child included on pages 1 and 2 of this form to be shared with appropriate school staff as necessary for the safety of my child.
Parent signature/date _____________________________________

Student:  I am capable of taking this medication as recommended and accept this responsibility.  I will keep it secure at all times and will not share it with others.  I understand that I will be subject to discipline under the Student Code of Conduct if I abuse the privilege of being allowed to self-medicate while at school or school sponsored activities. Unless the medication is prescribed for the treatment of asthma or anaphylactic reactions, I understand that I will lose the privilege of self-administering my medication if I do not follow these rules.
Student signature/date ____________________________________

School Nurse: I have reviewed this request and acknowledge that this student has demonstrated the skill level to self-administer this medication. I have informed this student that he or she must tell an appropriate staff member whenever he or she has used the medication at school. 
Nurse signature/date __________________________________________________
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