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Plan and Authorization for Epipen

SECTION A

	Child’s Name
	DOB:

	Parent(s)
	Parent’s Phone

	Your Name (if other than parent)
	Your Phone

	Emergency Contact
	Emergency Phone

	Pharmacy/Phone                                                                                 Hospital/Phone


SECTION B

	Prescribing Health Care Provider (print)
	Phone

	Medication Administration Options (Check #1 or #2):
   1.  FORMCHECKBOX 
 The school needs to administer, or help this child administer this Epipen; or
   2.  FORMCHECKBOX 
 This child has received instruction in self-administration, and is able to safely store this Epipen.

             ( Physician or Health Care Provider Approval:  ( Yes     ( No

             ( Physician or Health Care Provider Signature:________________________________________________


SECTION C: ACTION PLAN

1. This Child is Severely Allergic To:________________________________________________

2. This Child is Allergic by the Following Ways of Exposure (check all that apply):

�   Direct contact (touching)


�   Ingestion (if eaten)

     
�   If bitten or stung



�   In the air

     
�   Indirect contact (being near)


�   Other/please explain:________________________
3. Signs of a Severe Allergic Reaction can Include Any of the Following:

Swelling of lips, face, eyes, tongue

Difficulty talking and/or hoarse voice

Hives or welts




Wheeze or persistent cough

Difficulty or noisy breathing


Loss of consciousness and/or collapse

Swelling or tightness of the throat

Pale and floppy (young children)

4. Has an EpiPen Ever Been Administered to this Child?


� Yes         � No


If “Yes”, Explain:______________________________________________________________________


What Symptoms were Present?___________________________________________________________


_____________________________________________________________________________________

5. Action:

1. Retrieve Epipen which will be located here:_____________________________________________

2. GIVE ONE TIME (check one): 




� EpiPen® Jr. 0.15mg      


4. Notify parent/emergency caregiver

� EpiPen® 0.3mg 



5. Trained school staff may administer Epipen

3. Call ambulance (Telephone #911)


in event child becomes unable to self-administer
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After Administering an EpiPen:



	1. Keep student at rest until ambulance arrives.

	2. The effects of the Epipen wear off after 10-20 minutes. Symptoms can recur. 

	3. Student may feel a rapid heartbeat, and become nervous, anxious, or have a headache. Reassure student – these are normal side-effects of epinephrine. 

	4. Send the used EpiPen with ambulance staff.

	5. If this Epipen is accidentally injected into a hand or foot, the individual needs to go to the emergency room.


SECTION D: PARENT AUTHORIZATION

(For Self-Administration Only):


�    In accordance with state law, my child’s health care provider must sign this document before my child can self-

         administer the medication listed in Section C.5 at school or during district-sponsored activities.  

         Check One:

         �  I will obtain the signature of my child’s health care provider and return this form to the school within 7 days; or
      �  I give my consent for Bismarck Public Schools to obtain the signature from my child’s health care provider.

        I request permission for, and authorize my child to self-administer this EpiPen during school hours and district-

         sponsored activities.  I also acknowledge and understand the following: School personnel and/or medical personnel 

         working on behalf of the District will not be responsible for the administration of this medication, and may not monitor 

my child’s failure to self-administer it. My child and I shall be solely responsible to ensure the medication is taken as prescribed.  In exchange for granting my request to permit my child to self-administer this medication, I agree:  (1) To indemnify, defend and hold harmless the Bismarck Public School District, its officers, employees and all other individuals working in their official capacities on behalf of the District from any claim or liability for injuries or damages resulting from the self-administration of the above-named medication; and (2) To acknowledge that I will not seek any recovery from the District for any claim or liability for injury or damages, including without limitation reasonable attorneys fees and costs, caused or claimed to be caused by the self-administration of the above-described medication.

Parent Signature of Approval (Required):_______________________________   Date:____________

(For Staff Administration Only):
�
I give permission to Bismarck Public School personnel, and medical personnel contracted by the School District, to 

         administer the medication listed in Section C.5.  I understand that administration of this medication will not necessarily 

         be done by a nurse.  I will notify the school immediately if my child’s health status changes, this medication is dis-

         continued, or if any part of this Plan needs to change. 
Parent Signature of Approval (Required):_______________________________   Date:____________

NOTE:  This Authorization shall remain in effect for one school year (including summer school programs after the school year). Please note that new “Authorization” forms must be completed prior to the start of each new school year.
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