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          ROCK-WALWORTH COMPREHENSIVE FAMILY SERVICES INC. 

HEAD START AND EARLY HEAD START®
Serving Rock & Walworth Counties
ALLERGY HEALTH CARE PLAN

Child’s Name: _____________________________________________________ D.O.B. _____/_____/_____ CC: ________
Review only when team members believe changes to the plan are needed.                    Review Date: ___________

Parent/Guardian Name: _______________________________________________
Phone: _____________________________

Parent/Guardian Name: _______________________________________________
Phone: _____________________________

Emergency Contact: __________________________________________________
Phone: _____________________________

Allergies: __________________________________________________________________________________________________

Health Care Provider: _________________________________________________________________________________________

Teacher/Family Advocate:______________________________________________________________________________________

Allergy(s)
List what your child is allergic to: _______________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe how your child responds to the allergen: ___________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Child involvement:

Is your child aware of the allergy and how to avoid exposure to allergen? ________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Staff Response to the child’s exposure:

1. Observe and assist child.
2. Give medication if prescribed *see medication directions/medication authorization.
3. Contact parent if: __________________________________________________________________________________

4. Call 911 if: ______________________________________________________________________________________

	Current Medications:

	      Medication(s) Name                                Dosage Amount            Prescribed Times to Give                         Dosage Frequency

                                                                                                                                                                      (How far apart to be given)    

	1.

	2.

	3.
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ALLERGY CARE PLAN continued


Will medication be at school?                      Yes             No
       Will medication be on bus?                    Yes             No
              
If yes, Medication Authorization Form completed by doctor and parent required prior to medication administration. 

Received:               Yes              No

Food Allergies
If this is a food allergy, the Allergy Restriction Request should be completed by the child’s physician before the child begins attending in the classroom. Also, before the child starts copies will be given to:

· Administration office via CDHTL or the FCHA

· Teachers/ Nurturers

· Cooks (including cooks at sites in public schools

· FRW/FAs

Bus Rides and Field Trips: 

Is medication needed for bus ride or field trips?          Yes           No

If yes, designated classroom staff will follow the Medication Administration procedures for administering and monitoring medications.

Parent Directives:

	Equipment and Supplies provided by parent/guardian
	· Medication

· Epi-pen

· Other _____________________________________


Training Needs:

Is specialized training necessary for classroom staff?          Yes        No     ________________________________________________

If yes, RN Consultant or other qualified individual will offer training. Will parent/guardian be available to assist with that training in order to individualize and meet the child’s specific health care needs?           Yes            No

All team members should sign. Signature implies understanding of and a commitment to carrying out this plan.
	
	
	

	Parent/Guardian Signature                           Date
	
	Health Consultant /Rock Co. School Nurse   Signature                                                                              Date

	
	
	

	Staff Signature                                             Date
	
	 CDHTL/CFHA Signature                                                                                                                          Date


	
	
	

	Team Member Signature                             Date
	
	RSTL Signature                                                Date

	
	
	

	Team Member Signature                             Date
	
	Team Member Signature                                   Date


CC: Parents, teacher file, FRW/FA file                       
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