
Ministry Allergy Action Plan
General Information

Child’s Name: _______________________________________

Parent/Guardian: __________________________________________

Age: ________

Cell: _________________________________

M / F

To be completed by a Licensed Healthcare Provider

Allergy to: ___________________________________________________________________________________

History of anaphylaxis: Yes / No Has Asthma: Yes / No 
(If yes, higher chance of severe reaction)

May carry and administer own epinephrine: Yes / No 

Should administer additional dose after 5 minutes of 
no improvement : Yes / No

If showing any of the following SEVERE 
symptoms give epinephrine and call 911: 

Shortness of breath, wheezing, or coughing

Trouble breathing or swallowing

Tight throat

Swelling of lips or tongue

Skin color pale or blush

Weak pulse, feeling faint/dizziness

Vomiting/diarrhea

Hives covering large area of body

Confusion, altered consciousness


Additional:_____________________________

_______________________________________

DOB: _______________

If showing any of the following Mild symptoms 
give antihistamine (if provided by parent/guardian): 

Itchy or runny nose

Watery, itchy, red eyes

Few/mild hives

Mild stomach/intestinal discomfort 


Additional:___________________________________

____________________________________________

Epinephrine dosage: ______________


Antihistamine dosage: _____________


SPECIAL SITUATION: has an extremely severe allergic reaction to:______________________________

If ANY symptoms are present after contact to mentioned allergen, even if mild, GIVE EPINEPHRINE!

Other Comments: _____________________________________________________________________________


______________________________________________________________________________________________

Healthcare Provider’s Name: _____________________________________

Healthcare Provider’s Signature: ___________________________________________ Date: ______________

Phone: ______________________

Severe Reaction Mild Reaction
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Parent/Guardian Name: ____________________________________________

Parent Guardian Signature: ______________________________________________ Date: _____________

Cell: _____________________

My signature gives permission for this ministry and its trained staff/volunteers to follow this plan.  I agree 
to supply all medication and do not assume any will be provided.

Priority Contact Name: _________________________________________

Secondary Contact Name: ______________________________________ Cell: ________________________

Cell: ________________________

Emergency Contact Information

Please note, in an emergency 911 will be called before contacting parent/guardian.

Parent/Guardian Comments: _______________________________________________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________

Administering Epinephrine by Brand

3

It is recommended that the parent/guardian submitting this form highlight the particular brand of auto-injector supplied
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