[image: image1.png]


Medfield Afterschool Program
SEVERE ALLERGY ACTION PLAN
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AFTERSCHOOL PROGRAM INC.

MEDFIELD



Medfield Afterschool Program

Student’s Name: _________________________________________________________________
Date of Birth: _____________________
Grade: _________

Parent/Guardian: ___________________________________________

Home: (___) ___________ Work: (___) ___________ Cell: (___) ____________

ALLERGY TO: ___________________________________________________________________

· Follow the “Severe Allergy Action Plan” that was submitted to the Medfield Public Schools.  If you check this box, you must submit a copy of this year’s plan with a doctor’s signature to the Medfield Afterschool Program, and there is no need to fill out the remainder of this form.
Parent’s Signature ___________________________
Date: ______________

· Follow the Severe Allergy Action Plan as follows:
Asthmatic:  Yes* 
No *High risk for severe reaction 

Step 1: TREATMENT






Give Checked Medication     

If a food allergen has been ingested but no symptoms


EpiPen        Antihistamine
For Symptoms of:
Mouth
Itching, tingling, swelling of lips or tongue


EpiPen        Antihistamine
Skin
Hives, itchy rash, swelling of face or extremities

EpiPen        Antihistamine

Gut
Nausea, vomiting, abdominal cramps, and diarrhea

EpiPen        Antihistamine

Throat*
Tightening of throat, hoarseness, hacking cough

EpiPen        Antihistamine

Lungs*
Shortness of breath, repetitive coughing, wheezing

EpiPen        Antihistamine

Heart*
Thready pulse, low blood pressure, fainting, pale, blue
EpiPen        Antihistamine

Other*
________________________________________________
EpiPen        Antihistamine

*All above symptoms can potentially progress to a life-threatening situation.

Medication/Dosage

Epinephrine: Inject EpiPen/ EpiPen Jr. (circle one) intramuscularly, see below for instructions

Antihistamine: _________________________________________________________



(medication name/dose/route/instructions)

Step 2: EMERGENCY CALLS

1. CALL 9-1-1, notify EMS of allergic reaction and EpiPen administration (ask for advanced life support).

2. CALL Parents/Guardian: __________________________________ or Emergency Contacts

3. CALL Dr. ______________________________ at _________________________
DO NOT HESITATE TO ADMISITER MEDICATION AND CALL 911 EVEN IF PARENTS OR DOCTOR CANNOT BE REACHED!

Doctor’s/Provider’s Signature: _____________________________ 
Date: _______________

Parent’s Signature: ______________________________________
Date: _______________




Allergy History and Program Considerations

Has your child ever needed to use an EpiPen? _____________________________________________

How many times? ___________________________________________________________________

For what symptoms? _________________________________________________________________

Last time used: ______________________________________________________________________

Does your child need to ingest the allergen to have a reaction? ________________________________

Does your child require special seating when having snack or lunch? ___________________________

Will you be sending in special snacks? ___________________________________________________

Additional considerations MAP should be aware of: ________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________ 
 MEDICATION CONSENT FORM 
102 CMR 7.05(2)(c)
Name of child: ______________________________________________________________ 

Name of medication: _________________________________________________________ 

Prescription: _________ Non-Prescription: ___________ 

Dosage: ___________________________________________________________________ 

Date(s) medication to be given: ________________________________________________ 

Times medication to be given: _________________________________________________ 

Reasons for medication: ______________________________________________________ 

Possible side effects: _________________________________________________________ 

Name and phone number of prescribing physician: 

_________________________________________________________________________ 

Directions for storage: _______________________________________________________ 

I, __________________________________________, (parent or guardian) give permission 
to authorized staff member(s) to administer medication to my child as indicated above. 
_________________________________ 
_______________________ 
Parent/Guardian Signature 

Date 
Doctor's Signature (for non-prescription medication) ________________________________ 
GCCSACCMedicationConsentForm20050701 

 MEDICATION ADMINISTRATION RECORD 
(This record must be maintained in the child's file when completed) 

FOR STAFF USE: 
Has the Medication Consent form been completed? ____ 

Is the medication in a safety cap container? _____ 

Is the original prescription label on the medication container? _____ 

Is the name of the child given below on the container? _____ 

Is the date on prescription current (within the month for antibiotics and within the expiration date for medications which are so labeled; within the year otherwise)? _____ 

Is the dose, name of drug, frequency of administration given on the label consistent with parental instructions? ____ 

Medication can be administered only if the answers to all questions above are "Yes". 
CHILD'S NAME_____________________________ MEDICATION _______________________
	Date 
	Time 
	Medication
	Dose 
	Staff Signature
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EMERGENCY CONTACTS


1. _____________________________________


Relation: ____________	Phone: ___________


2. _____________________________________


Relation: ____________	Phone: ___________


3. _____________________________________


Relation: ____________	Phone: ___________








Directions for Giving Injection


Pull off gray activation cap.


Hold black tip near outer thigh (always apply to thigh).


Swing and jab firmly into outer thigh until Auto-Injector mechanism functions.  Hold in place and count to 10.  The EpiPen unit should then be removed and taken with you to the Emergency Room.  Massage the injection area for 10 seconds.








Fill out other side









