ALLERGY ACTION PLAN

Child’s Name:_________________________________________________________
Parent Name: _______________________________ Phone #__________________
Dr. Name:___________________________________ Phone #__________________

    Allergic to:__________________________________________________

                       _________________________________________________

 	          __________________________________________________

Describe symptoms of allergic reaction:


List steps to take in case of allergic reaction:
1.
2.
3.
4.

Is an Epi-pen available for MAT trained staff to administer in emergency?




Parent’s signature___________________________    Date_____________________________

[bookmark: _GoBack]Dr.’s signature______________________________     Date_____________________________
