
 School Plan of Care for Hypersensitivity Reactions & Medication Administration Consent OCS HR 220-B 

(A digital copy of this form may be found in the student’s electronic health record & will replace the need for this hard copy form) 
 

 

Student’s Name: _____________________________    DOB: _____________   School Year:  20_____ -20_____     
 

Grade: ______   Pediatrician:  _____________________    Allergist Provider (if different): ______________________ 
 

Medication Allergies: ___________________________________________________________________ 
 

Serious Allergy to:   ____________________________________________________________________________ 
 

Describe student’s reaction symptoms: _______________________________________________________________ 
 
Does the student also have Asthma?    Yes      No 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Parent/Guardian Emergency 
Contact #1  

 
           Phone# 

 Parent/Guardian Emergency 
Contact #2  

 
          Phone# 

Name: 
 
Relationship: 
 

C: 
 

W: 

 Name: 
 
Relationship: 

C: 
 

W: 

 
Epinephrine Name: _________________________________ 
 
Dosage/ Strength:   _________________________________ 
 

When to administer: __________________________ 

 
Special Instructions:   
     
_____*Self-Carry: (OCMS & OCHS students only, per consent 
and guidelines outlined in the “Emergency Medication Self-Carry 
Option” section in my student’s Magnus account). Note:  
Epinephrine must also be kept in Health Room regardless of 
self-carry status 
 

 
Antihistamine Name: _________________________________ 
 
Dosage/ Strength:   __________________________________ 
 

When to administer: __________________________ 

 
Special Instructions:   
     
_____*Self-Carry: (OCMS & OCHS students only, per consent and 
guidelines outlined in the “Emergency Medication Self-Carry 
Option” section in my student’s Magnus account). NOTE:  The 
Health Room has Generic Benadryl (diphenhydramine) on hand & 
parent/guardian will not need to send that medication in. 

 
Other Medication Name (if applicable): _____________________ 
 
Dosage/ Strength:   __________________________________ 
 
When to administer: ___________________________________ 
 
Special Instructions:   
     
_____*Self-Carry: (OCMS & OCHS students only, per consent 
and guidelines outlined in the “Emergency Medication Self-Carry 
Option” section in my student’s Magnus account). Note:  If 
emergency medication, a supply must also be kept in Health 
Room regardless of self-carry status 

 
Other Medication Name (if applicable): _____________________ 
 
Dosage/ Strength:   __________________________________ 
 
When to administer: ___________________________________ 
 
Special Instructions:   
     
_____*Self-Carry: (OCMS & OCHS students only, per consent and 
guidelines outlined in the “Emergency Medication Self-Carry 
Option” section in my student’s Magnus account). Note:  If 
emergency medication, a supply must also be kept in Health Room 
regardless of self-carry status 
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DO NOT hesitate to administer emergency medication. 

 
 
 

It is the responsibility of the parent/guardian to provide any needed medications &/or supplies to the school and notify the 
school of any changes. I have read the Owensboro Catholic Consolidated Schools Policies and Procedures on 
administering medication located in the “Consent & Liability Release” section in my student’s Magnus account and 
understand all its terms.  I execute it voluntarily and with full knowledge of its significance. I give authorization and 
consent to the designated medication administration personnel at Owensboro Catholic Schools to administer the 
medication(s) listed on this document to my student as specified. I hereby agree to release and hold the OCS staff free 
and harmless for any claims, demands, or suits for damages from any injury or complications that may result from such 
treatment.  I give my permission for Owensboro Catholic Consolidated Schools and the attending healthcare provider to 
exchange information concerning my child’s medical records and related information.  Consent form valid for current 
school only.     
School Plan of Care reviewed and approved by: 
 

____________________________________________  ____________________________________________ 
Parent/Guardian Signature                     Date                     Director of School Health Services Signature  Date 
____________________________________________  ____________________________________________  
Principal Signature                                     Date                       *Healthcare Provider’s Signature                  Date  
*Healthcare Provider’s Signature will not be required on this document if a separate Emergency Care Plan/”Action Plan,” is obtained 

and signed by the healthcare provider.                                                                                                            Rev. 2025 

SEVERE Reaction Symptoms (Severity of 
symptoms can change quickly.  All symptoms can 
potentially progress to a life-threatening situation):  
Lungs- Shortness of breath, wheezing, repetitive 
cough 
Heart- Pale or bluish skin, faintness, weak pulse, 
dizzy 
Throat- Tight or hoarse throat, trouble breathing or 
swallowing 
Mouth- Significant swelling of the tongue or lips 
Skin- Many hives over body, widespread redness 
Stomach- Repetitive vomiting, severe diarrhea 
Other: Feeling something bad is about to happen, 
anxiety, confusion 
Or a combination of symptoms from different body 
areas   

 

SEVERE Reaction Treatment: Do not depend on 
antihistamines or inhalers (bronchodilators) to treat 
severe reactions. Use Epinephrine by Autoinjector. 
Severity of symptoms can change quickly.  All 
symptoms can potentially progress to life-threatening 
1.  Call or have someone notify the School’s Main 
Office to activate the Health Emergency 
Communication and Response Plan, which includes 
calling 911 and the parent/guardian 
2. Administer Epinephrine immediately.  
3. Administer antihistamine (i.e. Benadryl or generic 
equivalent) & asthma inhaler (if prescribed).  
4. Student may assume position of comfort.  
5. If symptoms do not improve, or symptoms return, 
additional dose of epinephrine can be given about 5 
minutes or more after the last dose.  
6. Notify parent/guardian  
7. Upon arrival, EMS transport to nearest 
Emergency Room  

Mild Reaction Symptoms:  
Nose-itchy or runny nose, sneezing 
Mouth-Itchy Mouth 
Skin-A few hives, mild itch 
Stomach-mild nausea or discomfort 
 

Mild Reaction Treatment:   Do not depend on 
antihistamines or inhalers (bronchodilators) to treat 
severe reactions. Use Epinephrine by Autoinjector. 
Severity of symptoms can change quickly.  All 
symptoms can potentially progress to life-threatening 
1. Call or have someone notify the School’s Main 
Office to activate the Health Emergency 
Communication and Response Plan, which includes 
calling 911 and the parent/guardian 
2. For Mild Symptoms from More than One System 
area, Give Epinephrine.  
3. For Mild Symptoms from a Single System area 
Administer antihistamine (i.e. Benadryl or generic 
equivalent, if prescribed).  
4. Watch closely for changes. If symptoms worsen, 
give epinephrine. 
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Source:  https://www.foodallergy.org/  9-2024 

https://www.foodallergy.org/

