RCS ALLERGY & ANAPHYLAXIS EMERGENCY PLAN
Name: __________________________________________________________

D.O.B.:____________________________

Allergy to: __________________________________________________________________________________________________
Weight: _________________lbs.

Yes (higher risk for a severe reaction)

No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE
Extremely reactive to the following allergens: _____________________________________________________________________
THEREFORE:
If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.
If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are apparent.

Epinephrine Brand or Generic: _____________________
Epinephrine Dose:

0.1 mg IM

0.15 mg IM

0.3 mg IM

Antihistamine Brand or Generic: ___________________________
PARENT AUTHORIZATION AND SIGNATURE:

Antihistamine Dose: _____________________________________

I authorize Rockford Christian School and its employees, on my behalf and stead, to administer or attempt to
administer (or to allow my child to self-administer while under the supervision of the employees and agents of this
school) to my child this lawfully prescribed medication and any prescribed changes. I acknowledge that it be
necessary for the administration of medications to my child to be performed by an individual other than a school
nurse and specifically consent to such practices. I further acknowledge and agree that when the lawfully
prescribed medication is so administered or attempted to be administered, I waive any claims I might have
against the school, its employees and agents arising out of the administration of said medication. In addition, I
agree to release, hold harmless, and indemnify Rockford Christian School and its employees from any and all
claims, damages, causes of action or injury incurred or resulting from the administration or attempts at
administration of said medication. I allow the school nurse to discuss this medication and its effects on my child
with the prescribing physician or his representatives. Rockford Christian School, and its employees and agents
are to incur no liability, except for willful and wanton conduct, as a result of any injury arising from the selfadministration of medication by the pupil, regardless of whether authorization was given by the physician,
physician’s assistant or advanced practice registered nurse.

Other (e.g., inhaler-bronchodilator if wheezing):
___________________________________________________

_____________________________________________

_______________________________________________________

PRINT PHYSICIAN NAME

PHYSICIAN’S ADDRESS

____________________________________________________

____________

PHYSICIAN/HCP AUTHORIZATION SIGNATURE

DATE

____________________________________________
PARENT/GUARDIAN SIGNATURE

DATE

____________

RCS ALLERGY & ANAPHYLAXIS EMERGENCY PLAN

