i

AUBURN UNION SCHOOL DISTRICT
255 EPPERLE LANE

AUBURN, CA 95603

PHONE 530.885.7242

ALLERGIC REACTION INFORMATION

FAX 530.885.5170

Dear Parent/Guardian,

According to your child’s health records, he/she has a type of allergy that may result in a severe allergic reaction. To
best assist us in anticipating and treating a possible allergic reaction, please complete this form and return it to the
district nurse or school health clerk as soon as possible. Thank you!

Student Name:

DOB:

School: Grade:

School Year:

@ What is your child allergic to?

OPeanuts Olnsect stings
OEggs CIFish/Shellfish
ODairy OTree Nuts

OSoy OOther.

@Age of student when allergy first discovered:

@®Does your child have any other medical issues?
OYes [ONo
If yes, please list:

@If food allergy, does student react after:
OlIngesting

@How many times has student had a reaction?
CONever OOnce [OMore than once

OTouching @If more than once, are the allergic reactions:

OSmelling OSame OBetter [OWorse

@®What symptoms does your child experience:
OHives Oltching OFlushing OSwelling ONausea OVomiting
ODiarrhea OCough ODizziness OShortness of Breath OThroat tightness
Loss of consciousness OWheezing OWeak Pulse
OOther

@®How have past reactions been treated? @®Has you child ever need to go the emergency room or

[OBenadryl be hospitalized for a reaction?

Epi-Pen OYes [ONo

OlInhaler If yes, please explain:

Other

eDoes your child need to have emergency medication at school? [dYes ONo

PLEASE NOTE: A supply of your child’s medication may be kept at school (or on your child’s person if needed for
emergency use), but only if a “Medication At School” or “Allergy Action Plan” form has been completed and

submitted to the school health clerk or district nurse.

Signature of Parent/Guardian:

Date:

Date Received:

e FOR HEALTH OFFICE USE ONLY e
OFollow Up Needed

OISHP Completed




