
ILLINOIS FOOD ALLERGY EMERGENCY ACTION PLAN AND TREATMENT AUTHORIZATION

NAME: __________________________________________________________________________ D.O.B _____/______/______

Teacher: _________________________________________________________________________ Grade: _________________

ALLERGY TO: ___________________________________________________________________________

Asthma: Yes (higher risk for a severe reaction) No Weight: _________ lbs

Medication/Doses:
Antihistamine (Brand/Dose): _______________________________________________________________

Epinephrine (Brand/Dose): ________________________________________________________________

Other (e.g. inhaler-bronchodilator if asthma): ___________________________________________________

Student may self-carry epinephrine Student may self-administer epinephrine

CONTACTS: Call 911 Rescue Squad: (_____)___________________________

Parent/guardian: ___________________________________ Ph: (______)________________________

Name/Relationship: ________________________________ Ph: (______)________________________

Name/Relationship: ________________________________ Ph: (______)________________________

_____________________________________________________________ _______   ___________________ _____________
Licensed Healthcare Provider Signature Phone Date

I hereby authorize The Bancroft School’s faculty, staff, Administration, Board of Directors and officers to take whatever action in their judgment may be necessary in
supplying emergency medical services consistent with this plan including the administration of medication to my child. I understand that the Local Governmental and
Governmental Employees Tort Immunity Act protects staff members from liability arising from actions consistent with this plan. I also hereby authorize the school
district staff members to disclose my child's protected health information to chaperones and other non-employee volunteers at the school or at school events and
field trips to the extent necessary for the protection, prevention of an allergic reaction, or emergency treatment of my child and for the implementation of this plan.

Parent/ Guardian Signature: __________________________________________________________________________ Date: ___________________________
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