
ALLERGY CARE PLAN 

 
 

CHILDS NAME: _______________________________    DOB: ______________________ 

 

ALLERGIC TO: _____________________________________________________________ 

EMERGENCY CARE 

CALL PARENTS/GUARDIANS if the following symptoms are present:  

_____________________________________________________________________________  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
CALL 911 (EMERGENCY MEDICAL SERVICES) if the following 
symptoms are present, as well as contacting the parents/guardians:  

_____________________________________________________________________________  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
TAKE THESE MEASURES while waiting for parents or medical help to arrive:  

_____________________________________________________________________________  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

        


