
Pierce City Schools 

Year________________

___ PARENT ALLERGY LETTER                   

 

Dear Parents or Guardian of: _________________________________  

Grade: _____________ 

Date: ______________  

 

You are receiving this letter because you indicated on the health history form that your child has an allergy.  

In order for us to provide the best care for your child, we need your help with the following:  

Please check ONE of the following: 

 

_____ My child does NOT have a life-threatening allergy and receives NO treatment or medication.  

_____ My child still has allergy symptoms but they are NOT considered life-threatening and does NOT receive treatment or medication. 

_____ My child still has allergy symptoms but they are NOT considered life-threatening and receives treatment and medication at 

  _____Home   _____School 

_____ My child has life-threatening allergy symptoms and receives treatment and medication at  

_____Home   _____School  

 

If you marked one of the last two choices, we ask that you complete the attached forms and return them to the school 

nurse as soon as possible, as they are required every school year.  

 

 Parent Information form - This gives us important health information related to your child’s allergy.  

 Epinephrine and Antihistamine Medication Authorization forms- This gives the health team and school permission to 

give allergy medication to your child. Please use the correct form for Antihistamines and Epinephrine.  

 Epinephrine Procedural Information Consent form—This form gives authorization for the student to carry epinephrine 

and self-administer. A physician’s authorization and signature is required (can be noted on the Action Plan/Orders). 

 Allergy and Anaphylaxis Plan/ Physician Orders—This form explains what the doctor prescribes if your student is ex-

posed to an allergen. Please make sure you sign the bottom of the form where indicated.                                                    

Allergy Action Plan is required from your Physician for life-threatening allergies. 

 Special Meals and/or Accommodations form—This form allows for special meals and/or accommodations for students 

who have a disability or medical condition with certain foods/diet. A physician’s authorization and signature is required. 
  

Should you have any questions or concerns, please feel free to call at  

(417) 476-2515 ext. 2100 (Elementary) or ext. 3100 (Middle & High School).  

 

Thank you,  

Sarah Elbert, RN 

Kristi Barchak, RN  
Pierce City R-VI 
School Nurses 



ANAPHYLAXIS/ALLERGIC REACTION  

INFORMATION FROM PARENT  

Student Name_______________________________________________ DOB____________________ Grade__________ Bus #__________  

Parent/Guardian_____________________________________________Phone______________________Work #_____________________  

Parent/Guardian_____________________________________________Phone______________________Work #_____________________  

Emergency Contact ___________________________________________Relationship__________________Phone____________________  

Physician/Clinic ____________________________________________________________ Office Phone_____________________________  

Does your child see another doctor/clinic for anaphylaxis/allergic reaction? If yes, please fill out Physician information below.  

Physician/Clinic ____________________________________________________________Office Phone_____________________________  

 

List all medications:  Home___________________________________________________________________________________________ 

                     School___________________________________________________________________________________________ 

What date did the student have their first reaction? _____________________________________________________________________ 

How many anaphylactic/allergic reactions has the student had since? _______________________________________________________ 

When was the student’s last anaphylactic/allergic reaction? _______________________________________________________________ 

Has the student ever been hospitalized due to the reaction?   _____ Yes   _____ No 

Does the student have an Epinephrine auto-injector?   _____ Yes   _____ No          Does the student have asthma?   _____ Yes   _____ No 

Year_________________ 

What triggers an anaphylaxis/allergic reaction in the student? (Check all that apply) 

 Bee/Wasp sting 

 Other Insect sting __________________ 

 Peanuts 

 Tree Nuts 

 Other Nuts _______________________ 

 Plants, flowers, cut grass, pollen 

 Wheat 

 Soy 

 Milk 

 Eggs 

 Fish 

 Shellfish 

 Other Foods____________________________________________ 

 Other Foods____________________________________________ 

 Other Foods____________________________________________ 

 Other_________________________________________________ 

 Other_________________________________________________ 

 Other_________________________________________________ 

Describe the symptoms the student experiences before or during an anaphylaxis/allergic reaction. (Check all that apply) 

 Hives 

 Difficulty Breathing 

 Paleness 

 Complaints of  

 Tingling 

 Itchiness 

 Metallic taste 

 Vomiting 

 Cramps/Stomach Pain 

 Diarrhea 

 Swelling/itching of the 
mouth or throat area 

 Loss of consciousness 

 Other_________________________________________________ 

 Other_________________________________________________ 

 Other_________________________________________________ 

Authorization for Release of Medical Information:  

I give permission for the school nurse to communicate with my student’s doctor concerning their anaphylaxis/allergic reaction and its treatment. 

Parent/Guardian Signature Print Name Date 

Pierce City Schools 



Pierce City Schools 

Year: _______________ 

Parent/Guardian Authorization for Antihistamine at School 

(complete one form for each medication) 

Student Name: __________________________________________________DOB: __________________ Grade ___________ 

Only those medications that are medically necessary during school hours or written in an IEP should be sent to school.  

Medication administration during school hours requires the following: 

 Parent/Guardian written authorization for medication administration at school 

 Medication in the original, properly labeled container (name of medication with strength, dosage and directions; name of 

prescribing physician and date) 

 Medication label has the student’s first and last name 

 The first dose of this medication for the current condition/illness may not be given at school. 

Med Name and Strength 

(only 1 med per page) 

Dosage Time(s) to be given 
at school 

How it’s taken 

(mouth, eye, skin, ect) 

Reason/Medical condition for 
med administration 

     

Please complete the following: 

Medication Start Date: __________________________   Medication Stop Date: __________________________________ 

Note: the first dose of any medication may NOT be given at school 

Has the student received this medication before?  Yes ______  No ______ 

If Yes, Date and Time of last dose given ________________________________________ 

 

1. I request that the above medication be given during school hours as ordered by the physician. I also request that 
the  medication be given on field trips, as prescribed. 

2. I release school personnel from liability in the event adverse reactions result from taking the medication. 

3. I will notify the school of any change in the medication (dosage, time, ect).  

4. I give permission for the school nurse to communicate, as needed, with the student’s teachers about the stu-
dent’s health condition(s) and the action(s) of the medication.  

5. I give permission for the medication to be given by trained personnel as delegated by the Principal.  

Please Note: Elementary school students may not carry medication home (except inhalers) and should not transport      

controlled substances to school, including ADD/ADHD medication; all medication must be transferred from adult to adult.  
 

I understand I am responsible for retrieving the mediation from the School Health Office when it is no longer needed or 

when the school year ends.  

Parent/Guardian Printed Name 

Parent/Guardian Signature 

Phone Number 

Date Relationship to Student 

Reviewed by RN: _____________________________________________________________________  Date: _____________________  



Pierce City Schools 

Year: _______________ 
Parent/Guardian Authorization for Administration of  

Epinephrine Auto Injector at School 

 

Student Name: __________________________________________________DOB: __________________ Grade ___________ 

Only those medications that are medically necessary during school hours or written in an IEP should be sent to school.  

Medication administration during school hours requires the following: 

 Parent/Guardian written authorization for medication administration at school 

 Medication in the original, properly labeled container (name of medication with strength, dosage and directions; name of 
prescribing physician and date) 

 Medication label has the student’s first and last name 

 Epinephrine Auto Injector must not be expired.   Exp. Date_______________________________ 

 All sharps are to be disposed of in an approved container (container located in the Nurse’s office). 

Medication Name and Strength Dosage Time(s) to be given at school Additional Comments 

    

Please complete the following: 

Medication Start Date: __________________________   Medication Stop Date: __________________________________ 

Has the student received this medication before?  Yes ______  No ______    If Yes, Date of last dose____________________ 
 

1. I request that the above medication be given during school hours as ordered by the physician. I also request that 
the  medication be given on field trips, as prescribed. 

2. I release school personnel from liability in the event adverse reactions result from taking the medication. 

3. I will notify the school of any change in the medication (dosage, time, ect).  

4. I give permission for the school nurse to communicate, as needed, with the student’s teachers about the           
student’s health condition(s) and the action(s) of the medication.  

5. I give permission for trained school personnel to assist student with Epinephrine Auto Injector.  

Please Note: Elementary school students may not carry medication home (except inhalers) and should not transport  
controlled substances to school, including ADD/ADHD medication; all medication must be transferred from adult to adult.  
 

I understand I am responsible for retrieving the mediation from the School Health Office when it is no longer needed or when 
the school year ends.  

Parent/Guardian Signature Date Relationship to Student 

Reviewed by RN: _____________________________________________________________________  Date: _____________________  

IF YOU WANT THE STUDENT TO CARRY HIS/HER EPINEPHRINE AUTO INJECTOR the following is required: 

 Written request from parent/guardian to allow the student to carry the prescribed Epinephrine Auto Injector and 
use without supervision (see next page). 

 Permission from the school nurse or principal after assessing the student’s knowledge and ability to carry and use 
the auto injector without supervision. 

 WRITTEN AUTHORIZATION FROM THE PHYSICIAN (can be noted in the Emergency Action Plan from the doctor).  



Year: _______________ 

Epinephrine Procedural Information with 

Parental/Guardian and Student Consent to Carry and Self-Administer 
Pierce City Schools 

Information about Epinephrine Procedures 
 

 Please notify the teacher, sponsor or coach about your child’s allergy when your child will be staying for any   

school-sponsored after school activities.  

 The health office is closed after dismissal and the school nurse is not in the building. It is suggested that the 

middle and high school students who are involved in these after school activities carry their own auto-injector 

for quick access to epinephrine.  

 

   

Parent/Student Agreement for Permission to Self-Administer and/or Carry Epinephrine 
 

PARENT: 

 I give my consent for my child to self-administer and/or carry self-carry his/her auto-injector of epinephrine.  

 I understand that the school board or its employees cannot be held responsible for negative outcomes resulting 
from self-administration of epinephrine.  

 This permission to self-administer and/or possess epinephrine may be revoked by the principal if it is determined 
that your child is not safely and effectively carrying and/or self-administering the medication. 

 A new Physician Order/Care Plan for Severe Allergy (along with physician authorization to carry med) and 
Parent/Student Agreement for Permission to Carry Epinephrine must be submitted each school year. 

 

 

 

 

STUDENT: 

 If I am to self-administer, I have demonstrated the correct use of an auto-injector of epinephrine to the  
school nurse.  

 I agree to never share my epinephrine with another person or use it in an unsafe manner.  

 I agree that if I inject epinephrine I will immediately report to the school nurse or another appropriate adult   
if the school nurse if not available so that EMS can be called as indicated.  

Parent/Guardian Signature 

Parent/Guardian Signature 

Date 

Student’s Signature 

Date 

Date 

Student’s Name___________________________________________________ DOB___________________ Grade_____________ 



Pierce City R-VI Public Schools 

Allergy Action Plan / Physician’s Orders 
Pierce City Schools 

Student’s Information 

Name _____________________________________________________________________        DOB ___________        Grade ___________  

Parent/Guardian ____________________________________________________________        Cell ________________________________  

Year ________________ 

 

The student has demonstrated the skills to carry and self-administer their Epipen. 
PHYSICIAN AUTHORIZATION SIGNATURE                DATE 

 






