
ALLERGY/MEDICAL ALERT
PLAN OF ACTION

CHILD’S NAME:______________________________________________

My child is allergic to:
___________________________________________________________
___________________________________________________________
___________________________________________________________

PLAN OF ACTION:
(Please let us know what action the staff should take if a reaction occurs )
*All medication forms will need to be on file before the administration of medication prescription or
non-prescription.

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

Parents Signature:_______________________________   Date: ______________________


