Date of Plan:________________       

               Food Allergy 

     Individual Health Care Plan

This plan should be completed by the student’s personal health care team and parents/guardian.  It should be reviewed with relevant school staff and copies should be kept in a place that is easily accessed by trained staff of Shining Stars Learning Center.

Effective Dates: _______________________________________________________________

Student’s Name: _______________________________________________________________

Date of Birth:
_______________________

Classroom________________________

Teachers Names: ________________________________________________    

Type of Food Allergy:___________________________________________________


Date of Food Allergy Diagnosis: __________________

Asthmatic:       ⁯ Yes*     ⁯ No  *Higher risk for severe reaction

Contact Information

Parent/Guardian: _____________________________________________________________

Address: _____________________________________________________________________

____________________________________________________________________________

Telephone: Home __________________ Work _________________ Cell_________________

Parent/Guardian:  ______________________________________________________________

Address: _____________________________________________________________________

_____________________________________________________________________________

Telephone: Home _________________ Work __________________ Cell _________________

Student’s Doctor/Health Care Provider:

Name: _______________________________________________________________________

Address: _____________________________________________________________________

Telephone: ________________________ Emergency Number: __________________________   

Other Emergency Contacts:

Name: _______________________________________________________________________

Relationship: __________________________________________________________________

Telephone: Home _________________ Work _________________ Cell __________________

Name: _______________________________________________________________________

Relationship: __________________________________________________________________

Telephone: Home _________________ Work _________________ Cell __________________

Notify parents/guardian or emergency contact in the following situations: __________________

_____________________________________________________________________________

_____________________________________________________________________________
Symptoms:

· If food allergen has been ingested, but no symptoms                 ⁯ Epinephrine ⁯ Antihistamine

· Mouth-   Itching, tingling, or swelling of lips, tongue, mouth    ⁯ Epinephrine ⁯ Antihistamine


· Skin- Hives, Itchy rash, swelling of the face or extremities        ⁯ Epinephrine ⁯ Antihistamine

· Gut- Nausea, abdominal cramps, vomiting, diarrhea                  ⁯ Epinephrine ⁯ Antihistamine

· Throat*- Tightening of throat, hoarseness, hacking cough         ⁯ Epinephrine ⁯ Antihistamine

· Lung*- Shortness of breath, repetitive coughing, wheezing       ⁯ Epinephrine ⁯ Antihistamine

· Heart*- Weak or thready pulse, low blood pressure, 

                      Fainting, pale, blueness                                                 ⁯ Epinephrine ⁯ Antihistamine
· Other* _________________________________                        ⁯ Epinephrine ⁯ Antihistamine

If reaction is progressing (several of the above areas affected), give: ⁯ Epinephrine ⁯ Antihistamine

* Potentially life-threatening. The severity of the symptoms can quickly change.

Dosage

Epinephrine: inject intramuscularly (circle one)    Epi-Pen®    Epi-Pen®Jr.    Twinject®0.3mg    Twinject®0.15mg

Antihistamine: give (Medication/Dosage/Route)__________________________________________________

Other: give (Medication/Dosage/Route)________________________________________________________

      IMPORTANT: Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis

Signatures
This Food Allergy Individual Health Care Plan has been approved by:   

_________________________________________________         _______________________                

Student’s Physician/Health Care Provider (Required)                      Date

I give permission to the designated staff members of Shining Stars Learning Center for my child ______________________________ to perform and carry out the Food Allergy care tasks as outlined by this Individual Health Care Plan above.  I also consent to the release of the information contained in this Food Allergy Individual Health Care Plan to all staff members and other adults who take part in the care of my child at Shining Stars Learning Center and who may need to know this information to maintain my child’s health and safety.

Acknowledged and received by: 
_________________________________________________          ______________________              

Parent/Guardian                                                                                   Date





_________________________________________________          ______________________              Parent/Guardian                                                                                  Date
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