


The student named in this document is under my medical supervision for the diagnosis described. I have prescribed the
medication/treatment regimen above, which is necessary during school hours. I am aware that trained non-medical staff may administer
this physician prescribed service. This order is only effective for the school year: 20_____ -- 20_______
DIAGNOSIS: ___________________________________________________________________________________

Type of Allergy

❑ Medication ❑ Food
_____________________________________ _______________________________________ _________

❑ Environmental Allergens ❑ Insect Bites/Stings

Symptoms of Allergy

Check the box next to any of the following symptoms that child has experienced:

❑ Hives or giant hives ❑ Shock
❑ Swelling of __________________ ❑ Fainting – dizziness
❑ Difficulty in breathing – wheezing ❑ Other (Describe) ________________________________________________
❑ Difficulty swallowing
❑ Life-Threatening ALLERGIES:_______________________________________________________________________

1. Has child ever been hospitalized for any allergic event? ❑ Yes❑ No
if Yes, Describe:

_____________________________________________________________

2. Is medication required immediately after exposure to any allergy producing substance?gԀrg eltက iloslq耀E nlpl
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