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CONCORD CARLISLE REGIONAL SCHOOL DISTRICT 

 
EMERGENCY HEALTH CARE PLAN 

For students at high risk for severe allergic reaction to a food or bee sting 
 

Student’s Name__________________________________________ D.O.B____________ Homeroom Teacher______________ 
 
Allergy to: ______________________________________________________________________________________________ 
 
Asthmatic Yes____   No ____ Special considerations______________________________________________________ 

 
Signs of Allergic Reaction Include: 
 
SYSTEMS: 
 Mouth  itching and swelling of the lips, tongue or mouth 
 Throat  itching and/or a sense of tightness in the throat, hoarseness, and hacking cough 
 Skin  hives, itchy rash and/or swelling about the face or extremities 
 G I tract nausea, abdominal cramps, vomiting, and/or diarrhea 
 Lung  shortness of breath, repetitive coughing, and/or wheezing 
 Heart  “thready” pulse, “passing out” 
 
The severity of symptoms can quickly change.  
 All above symptoms can potentially progress to a life-threatening situation! 
 
ACTION: 
 

1. For signs of a severe allergic reaction, GIVE ___________________________________________________________ 
                (medication/dose/route) 
 immediately, followed by_____________________________________ if needed. 
   
 *________________________________________               ____________________          ______________________ 
           Ordering Physician’s signature              Date         Telephone number 
 

2. CALL RESCUE SQUAD 911 (Request epinephrine) if Epi-pen given or symptoms not responding 
 
3. CALL  (1st) Parent___________________________   Tele. # / Cell # ___________________________OR 
 

            (2nd) Parent___________________________   Tele. # / Cell # ___________________________OR 
     

 
        4.      EMERGENCY CONTACTS 1._____________________________         ______________________________ 

     Name    Telephone number 
           2._____________________________         ______________________________ 
             Name    Telephone number 
 

DO NOT HESITATE TO ADMINISTER MEDICATION OR CALL RESCUE SQUAD 
EVEN IF PARENTS OR DOCTOR CANNOT BE REACHED! 

 
 

     I consent to have the School Nurse/Designee administer the medication prescribed by: 
 
_________________________________________________________ to ______________________________________ 
    Licensed Prescriber      Student 
 
I plan to keep an updated Epi-pen in my child’s backpack at all times.  Yes____ No____. 
 
I understand I may retrieve the medication from the school at any time: however, the medication will be destroyed if it is not         
picked up within one week following termination of the order or one week after the close of school. 
 
*________________________________________________           _____________________________________ 
   Parent/Guardian signature     Date 
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