
 

 

 

ALLERGY 

 

 



 

ST. LANDRY PARISH SCHOOL BOARD 

PUPIL APPRAISAL CENTER 

127 BLAIR STREET 

OPELOUSAS, LA   70570 

 

 

 

Dear Parent/Guardian: 

 

We would like to inform you of the school policies that have been in place to ensure the health, safety and 

welfare of children who need medicine during the school day.  Our school board requires that the following 

forms must be on file in your child’s health record before we begin to give any medicine at school. 

 

1. Consent from signed and dated by parent or guardian. 

2. Medication order form filled out, signed, and dated by child’s doctor. 

3. Emergency plan filled out, signed and dated by parent. 

4. Call school nurse for appointment time before reporting to the school. 

 

When your child needs medication to be given during the school day, please refer to these simple rules to help 

make it a more pleasurable experience. 

 

1. Medication must be brought in by a parent/guardian only.  No students are allowed to bring 

medication onto campus.  Only a 35 day supply of medicine will be accepted.  

2. Each school has a designated time of receiving medication.  Please check with your child’s school 

personnel for these times. 

3. Each school has designated times for given medications; please help the school personnel by following 

this policy. 

4. Antibiotics, skin creams, pain medicine, or a.m. doses will have to be approved by the school nurse prior 

to administering in schools. 

5. All doctor’s orders and medicine bottle labels must match. 

6. Must meet with school nurse before medication can be given (exception: asthma inhalers and epi 

pens) 

 

I have read and understand the above rules that must be complied with for my child to receive medications at 

school. 

 

 

             

Parent’s/Guardian’s Signature   Date 

 

 

 

Thank you for your cooperation in helping us give your child’s medicine safely. 

 

        
School Nurse’s Signature        Alvado C. Willis  

    Director of Special Education 



ST. LANDRY PARISH SCHOOL BOARD 
PARENT/GUARDIAN WRITTEN REQUEST AND CONSENT 

FOR MEDICATION ADMINISTRATION 
 

General Information 
 

Name of Student:         School:        

Date of Birth:      Sex:     Grade:     Teacher      

Name of Parent / Guardian:              

                                                                                    (Please Print)  

Telephone Number – (Home)        (Work)        

Telephone Number – (Where parent/guardian can be reached in case of emergency):      

Other Persons to be notified in case of emergency if parent/guardian is unavailable: 

 Name:       Telephone:     

 Relationship:           

 Name:        Telephone:     

 Relationship:           

My son / daughter is currently receiving the following medications: Please list all medications the child is receiving, 

including those given during the school day: 

1.      2.      3.     4.     

 

My son / daughter is known to have the following allergies:          

 ******* *************************************************************************************** 

Consent 
 

1. I hereby give permission for the school nurse or the designated unlicensed school personnel to give the following 

medicine:          prescribed. 

(Name of Medication) 

               

                             (Licensed Prescriber)                                                     (Name of Student) 
 

2. I give permission for my son / daughter to self-administer medication if the school nurse determines it is safe and 

appropriate in the school:     Yes   No  
 

 I acknowledge that the St. Landry Parish School Board and its employees shall incur no liability as a result of any 

injury sustained by the student from the self-administration of medications used to treat asthma or anaphylaxis.  

The parent or legal guardian shall indemnify and hold harmless the St. Landry Parish School Board and its 

employees against any claims that may arise relating to the self-administration of medications used to treat asthma 

or anaphylaxis. (Health and Safety, Bulletin 135, Louisiana Department of Education) 
 

 Signature of Parent/Guardian:          

 Signature of Student:            
 

3. I give permission to the school nurse to obtain information relative to the prescribed medication from the above 

named physician and share it with appropriate school personnel (such as adverse effects).    

Yes       No       Restrictions on release:          
 

4. I have administered the initial dose ordered at home and have allowed sufficient time for observation of 

adverse reactions before asking school personnel to administer the medication. 

 Yes      No___ 
 

5. I understand if there is a change in physicians, the medication order is no longer valid:    

Yes___      No___ 

 

(Please note: I understand that I may retrieve the medication from the school at any time and that the medicine 

will be destroyed if it is not picked up within one week following termination of the order or  

     beyond the close of school.) 

 

Signature of Parent / Guardian             

Relationship to Student          Date:      



 

 

 

 

 

 

 

 

 

 

 

Date:         

 

Student Name:         

 

Date of Birth:       

 

MD:           

 

 

Please be aware that medications are unavailable after the school office closes and on the school 

bus (including Diastat®, Epi-Pens, Glucagon, and Inhalers), unless the student has orders to 

self-carry & administer medication without supervision. 

 

 

 

              

Licensed Provider’s Signature     Date 

 

 

 

 

              

Parent Signature       Date 

 

 

 

 

              

RN Signature       Date 

ST. LANDRY PARISH SCHOOL BOARD 

SCHOOL NURSE PROGRAM 

UNAVAILABLE MEDICATION TIMES 



STATE OF LOUISIANA 

MEDICATION ORDER 
TO BE COMPLETED BY LA, TX, AR, OR MS LICENSED PRESCRIBER 

PART 1: PARENT OR LEGAL GUARDIAN TO COMPLETE. 
 

Student’s Name:       DOB:         

School:        Grade:         

Parent or Legal Guardian Name (print):             

Parent or Legal Guardian Signature:         Date:     

(Please note:  A parental/legal guardian consent form must also be filled out.  Obtain from the school nurse.) 

PART 2:  LICENSED PRESCRIBER TO COMPLETE. 
 

1. Relevant Diagnosis(es):              

2. Student’s General Health Status:             

3. Medication:     Strength of medication:   Dosage (amount to be given):    

Route:   ❑ By mouth  ❑ By inhalation  ❑ Other   Frequency     Time of each dose    

 

ALL PRN MEDICATION MUST DENOTE TIME INTERVAL BETWEEN DOSAGE 

School medication orders shall be limited to medication that cannot be administered before or after school hours. 

Special circumstances must be approved by school nurse. 

4. Duration of medication order:   ❑ Until end of school term ❑ Other         

5. Desired Effect:               

6. Possible side-effects of medication:            

7. Any contraindications for administering medication:           

8. Allergies to food or medicine include:            

9. Other medications taken at home:            

                

10. Next visit is:               

 

                
Licensed Prescriber’s Name (Printed)    Address      Phone and Fax Numbers   
 

                

Licensed Prescriber’s Signature   Credential (i.e., MD, NP, DDS)  APRN #   Date  
 

Each medication order must be written on a separate order form.  Any future changes in directions for medication ordered require new 

medication orders.  Orders sent by fax are acceptable.  Legibility may require mailing original to the school. 

Orders to discontinue also must be written. 

PART 3:  LICENSED PRESCRIBER TO COMPLETE AS APPROPRIATE 
 

Inhalants / Emergency Drugs 

Release Form for Students to be Allowed to Carry Medication on His/Her Person 

Use this space only for students who will self-administer medication such as asthma inhaler. 

1. Is the student a candidate for self-administration?  ❑ Yes ❑ No 

2. Has this student been adequately instructed by you or your staff and demonstrated competence in self-administration of 

medication to the degree that he/she may self-administer his/her medication at school, provided that the school nurse has 

determined it is safe and appropriate for this student in his/her particular school setting?  ❑ Yes  ❑ No 
 

                
Licensed Prescriber’s Signature   Credential (i.e., MD, NP, DDS)  APRN #   Date  



 

STATE OF LOUISIANA 

MEDICATION ORDER 
TO BE COMPLETED BY LA, TX, AR, OR MS LICENSED PRESCRIBER 

PART 1: PARENT OR LEGAL GUARDIAN TO COMPLETE. 
 

Student’s Name:       DOB:         

School:        Grade:         

Parent or Legal Guardian Name (print):             

Parent or Legal Guardian Signature:         Date:     

(Please note:  A parental/legal guardian consent form must also be filled out.  Obtain from the school nurse.) 

PART 2:  LICENSED PRESCRIBER TO COMPLETE. 
 

1. Relevant Diagnosis(es):              

2. Student’s General Health Status:             

3. Medication:     Strength of medication:   Dosage (amount to be given):    

Route:   ❑ By mouth  ❑ By inhalation  ❑ Other   Frequency     Time of each dose    

 

ALL PRN MEDICATION MUST DENOTE TIME INTERVAL BETWEEN DOSAGE 

School medication orders shall be limited to medication that cannot be administered before or after school hours. 

Special circumstances must be approved by school nurse. 

4. Duration of medication order:   ❑ Until end of school term ❑ Other        

5. Desired Effect:               

6. Possible side-effects of medication:            

7. Any contraindications for administering medication:           

8. Allergies to food or medicine include:            

9. Other medications taken at home:            

                

10. Next visit is:               

 

                
Licensed Prescriber’s Name (Printed)    Address      Phone and Fax Numbers   
 

                

Licensed Prescriber’s Signature   Credential (i.e., MD, NP, DDS)  APRN #   Date  
 

Each medication order must be written on a separate order form.  Any future changes in directions for medication ordered require new 

medication orders.  Orders sent by fax are acceptable.  Legibility may require mailing original to the school. 

Orders to discontinue also must be written. 

PART 3:  LICENSED PRESCRIBER TO COMPLETE AS APPROPRIATE 
 

Inhalants / Emergency Drugs 

Release Form for Students to be Allowed to Carry Medication on His/Her Person 

Use this space only for students who will self-administer medication such as asthma inhaler. 

1. Is the student a candidate for self-administration?  ❑ Yes ❑ No 

2. Has this student been adequately instructed by you or your staff and demonstrated competence in self-administration of 

medication to the degree that he/she may self-administer his/her medication at school, provided that the school nurse has 

determined it is safe and appropriate for this student in his/her particular school setting?  ❑ Yes  ❑ No 
 

                
Licensed Prescriber’s Signature   Credential (i.e., MD, NP, DDS)  APRN #   Date  



ST. LANDRY PARISH SCHOOL SYSTEM 
PUPIL APPRAISAL CENTER 

127 BLAIR STREET, OPELOUSAS, LOUISIANA  70570 
 

DIET PRESCRIPTION FOR MEALS AT SCHOOL 
 

 

 

Student       Date of Birth       

School       Grade/Classroom       

Parent/Guardian        Telephone       

Address       
                                                   Street or P. O. Box                                                City                                State                                                Zip Code 

 

List disability/medical condition that requires special nutrition or feeding: 

      
 

Diet Prescription (check all that apply): 
 

Diabetic:       Carbohydrate Counting  OR       grams for breakfast        grams AM Snack @       

                  grams for lunch          grams PM Snack @       

 

Calorie Count:       Breakfast Calories           Lunch Calories            AM/PM Snack Calories 
 

Lactose Intolerance (eliminate fluid milk, ice cream, raw cheese items) 
 

Texture Modification:       Chopped        Ground 

       Puree (check one):        Milk-like         Nectar-like         Honey-like         Pudding-like 
 

Other Diet Prescription:        
 

Food Allergy:           ingestation           inhalation           contact     
 

Food Allergens Level I Level II 

List specific food allergens. Substitutions will be provided according to food availability. Allergen Food Products With 

 Only Food Allergen 

        

        

        

        

        
 

I certify that the above named student needs modified school meals prepared as described above because of the 

student’s disability or chronic medical condition. 
 

                

Licensed Physician/Recognized Medical Authority Signature    Date 
 

Office Address               

   Street or P. O. Box  City   State            Zip Code 
 

Office Phone         Fax        



 
 

GUIDELINES AND REQUIREMENTS 

FOR 

DIET PRESCRIPTION FOR MEALS AT SCHOOL 
 

These guidelines and requirements have been established to ensure the safety of students 
when a medically necessary menu change must be implemented. 
 

• A new Diet Prescription Form MUST be completed every school year. 

• Only the current school year Diet Prescription From will be accepted. 

• All sections MUST be fully complete. 

• Diet Prescription Form MUST be signed by Physician/Recognized Medical Authority. 

• Diet Prescriptions will NOT be altered unless the Diet Prescription Form is updated 
by the Physician. 

• Diabetic Meal Plans 

→ Specific carbohydrate counts (45 grams, 60 grams, etc.) MUST be included on 
  the Diet Prescription Form. 
→ If necessary, a meal plan will be created on an individual basis. 

→ Food substitutions and serving sizes will be provided at the discretion of the 
  CNS Office based on current food availability. 

• Food Allergens 
→ List all specific food allergens 
→ For each food allergen, determine if the allergy is a Level I or Level II. 

 Level I:  Will eliminate the allergen food item(s) from the menu 
only (example: the student has a food allergy to corn, the student 
will not be served whole kernel corn, cream corn, etc.). 

 Level II:  If the food allergen(s) is in the product ingredient listing 
in any form, it will be eliminated from the menu (example: the 

student has a food allergy to corn, the ingredient listing will be 
reviewed for corn syrup, high fructose corn syrup, corn oil, corn 
solids, etc.).  Additionally, some products also contain derivatives 

of the food allergen(s) and those items will also be eliminated from 
the menu (example: the student has a food allergy to corn, the 
student will not be served chicken nuggets, sausage, Italian 

dressing, hamburger patty, hamburger bun, bakes fries, gravy, 
taco shells, gelatin, etc.) 

→ Food substitutions will be provided at the discretion of the CNS Office 
according to current food availability. 

• Diet restrictions due to religious beliefs – parent/guardian MUST complete the 

current school year Diet Prescription Form stating the specific food elimination(s) 
along with reason (example: due to religious beliefs). 

• Incomplete Diet Prescription Forms MUST be complete before implemented at school 

site.  
 

 

 

 

 

Revised 08-10-11 



 

St. Landry Parish School Board 

Emergency Health Care Plan: Allergic Response 
 

Name_______________________ Age_____ Grade______ School        

Diagnosis of student:         Age at time of diagnosis    

Date of child’s last allergic response-month/date/year ____/____/_____. 

 

Name of all current medication student is taking: including-name, dose and times  

1.                 
       Name      Dose      Times  

 2.                 
        Name      Dose     Times 

 

 

 IF you see this Do this 

MILD REACTION:  

 Red watery eyes 

 Itching, sneezing, runny nose 

 

Adults supervising student during normal activities 

should be aware of the student’s exposure and should 

watch for any delayed symptoms of a severe allergic 

reaction for up to 2 HOURS.   

If a child is so uncomfortable that he/she is unable to 

participate in school activities, contact responsible 

school authority and parent or legal guardian.   

 

SEVERE REACTION: 

 Hoarseness   -Hacking/or Coughing         

 Hives all over body  - Wheezing 

 Dizziness-Blueness around eye/mouth      

 Seizure-   Trouble breathing 

 Confusion-Shortness of breath 

 Paleness-   Drooling 

 Abdominal Cramp-trouble swallowing  

 Flushed Face-Thready or Weak Pulse 

 Loss of Consciousness 

If Available, refer to student’s emergency 

care plan. 

Administer doctor and parent/Guardian 

approved medication. 

Call Emergency Medical Systems-(911!) 

Contact responsible school authority & 

parent/ legal guardian 

LOOK LISTEN AND FEEL FOR 

BREATHING.  IF CHILD STOPS 

BREATHING-BEGIN CPR. 

 
 

Emergency Information: 

Parents or Guardian’s Name:              

Phone number: Home     Work     Cell    

Physician’s Name        Phone number      
 

Student’s Allergy History               LATEX ALLERGY--   YES__ NO__ 

                                           (List all medications, foods, plants, insects, etc. that your child is allergic to) 

 

The following staff members are trained to deal with an emergency and to initiate the appropriate procedures: 

1.      2.     3.     4.     5.     

 

I have reviewed this emergency health plan for allergic response.  I am aware that if my child has an emergency in school and I am not 

available, the school principal or alternate will have my child transported to the ER. I will be responsible for payment of emergency care.  

 
                
 Signature of Parent/Guardian                                                                                                                              Date                                                             

 

School Nurse      Date ___________ Principal     Date   



ST. LANDRY PARISH SCHOOL BOARD 
 

ALLERGIC RESPONSE QUESTIONNAIRE 
 

 

To better help us care for your child at school, please complete the following questions. 

 

Student’s Name       DOB    School    

 

1. Please check off any and all foods or insects your child is allergic to: 

 

 A. FOODS 

  _____nuts     _____fruit     _____wheat     _____milk     __other       

  By:    □touch       □smell/breathing       □eating 

 

 B. SEAFOOD 

  _____crabs     _____shrimp     _____crawfish     _____fish     __other      

  By:    □touch       □smell/breathing       □eating 

 

 C. INSECTS 

  _____fire ants     _____wasp     _____honey bee     _____spider     __other     

 

2. If your child is allergic to nuts, does this include all forms, such as oils, peanut butter, etc. 

 yes_____ no_____     If yes list          

 

3. Please describe your child’s reaction to the food or insect: 

 A. How soon after eating, touching or being stung did the reaction occur? 

  seconds_____     minutes_____     hours_____     days_____  

 B. Has your child ever been seen in the emergency room for an allergic reaction? 

  yes_____     no_____     If yes, when?         

 C. What type of allergic reaction did your child experience? Check all that apply. 

  __itching __red rash __hives  __localized swelling  __vomiting 

  __nausea __wheezing __difficulty breathing __loss of consciousness 

  __tightening in throat  __any other reactions       

 

4. Is your child or any medication at home due to his/her allergy? 

 yes_____     no_____     If yes, list          

 

5. Will your child receive any medications at school due to his/her allergy? 

 Epi Pen Jr._____     Benadryl_____     Claritin_____     Other       

 

6. Will your child require a special diet prescribed by doctor at school?        ___yes     ___no 

 

7. Does child ride the school bus?   ___yes     __no     Bus #   Driver’s Name    

 

 

 

 

               

Parent/Guardian Signature       Date 



                                        ST. LANDRY PARISH PUPIL APPRAISAL CENTER   Revised  05-11 

127 BLAIR STREET 

OPELOUSAS, LA   70570 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 
TO BE COMPLETED BY PARENT/LEGAL GUARDIAN 

 

 

PART 1: CONTACT INFORMATION                                      COORDINATOR: __________________________________________________ 
 

Student’s/Child’s Legal Name Date of Birth Social Security # 

  Case # 

 

Parent/Legal Guardian  ______________________________________________________________________     Telephone #  ________________________________ 

Mailing Address _________________________________________________________________________________________________________________________ 

City/State/ZipCode ______________________________________________________________________________________________________________________ 

 

PART 2:   RECORD REQUEST 

Complete Box A OR B below.  Both boxes may not be completed on the same form. 

A.  Specify the records to be released for the treatment date(s) 

      listed below in Part 3: 
 

  Medical records   Test Results                     

  Individual Education Plan (IEP)   Phone Consult                       
  Academic Achievement Assessment   

Other______________________________________ 

  Eligibility report                                             
  Cumulative Record                                         

__________________________________________ 

  Related Services Report  
  Speech Evaluation 

  Prescription of Therapy and Medical Services from Physician 

  Medication Name(s) and Prescribed Dosage(s) 

B.  If initialed below, I specifically authorize release of the 

following: 
 

                                Psychotherapy notes and records indicating  

                                psychological or psychiatric impairment(s) 
 

 

                               _________________________ 
                               Initials of parent/legal guardian 

 

 

 

 

PART 3: AUTHORIZATION 

This does not authorize the release of the following: drug and alcohol use counseling and treatment and HIV/AIDS and sexually transmitted disease 

and treatment. 
I AUTHORIZE: 

   Name:  St. Landry Parish School Board (School System) 

 
                            TO OBTAIN information FROM              AND/OR              TO RELEASE information TO 

 

Name:  ______________________________________________________________________(Hospital, physician, Service Agency, health provider) 
 

Address: _____________________________________________________________________                  

 
For treatment date(s):  __________________________________________________________ 

 

The information is to be released for the purpose(s) of: 
 

  Evaluation to determine eligibility or continued      Designing an individual educational program                                                    
      eligibility for special education services       Determining appropriate placement for treatment needs                                                                                            

  Providing occupational therapy treatment      __________________________________________________________ 

  Providing physical therapy treatment 

 

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and 

present my written revocation to the same medical records department receiving this authorization form.  I understand that the revocation will not 

apply to information that has already been released in response to this authorization.  Unless otherwise revoked, this authorization will expire on the 

following date, event or condition: ________________________________.  If I fail to specify an expiration date, event or condition, this 

authorization will expire nine (9) months from the date of authorization.  An authorization is voluntary.  I will not be required to sign an authorization 

as a condition of receiving treatment services or payment, enrollment, or eligibility for health care services.  Information used or disclosed by this 

authorization may be re-disclosed by the recipient and will no longer be protected under the Health Insurance Portability & Accountability Act of 

1996. 
 

_________________________________________________________________          _________________               

_____________________________________________   

  Signature of Student or Legal Representative                                                                 Date                                       (Relationship to student) 

  (Parent/Legal Guardian must sign if student < 18) 
 
_________________________________________________________________           _________________ 

                 Signature of Witness                                                                                                         Date 

 


