
 
ILLINOIS FOOD ALLERGY EMERGENCY ACTION PLAN  
AND TREATMENT AUTHORIZATION 
 
NAME:     D.O.B:

TEACHER    GRADE:      
 
ALLERGY TO

Asthma: 
 
 

ANY SEVERE SYMPTOMS AFTER SUSPECTED 
INGESTION: 
 

 

 INJECT EPINEPHRINE 
IMMEDIATELY 

 

 

 

 

MILD SYMPTOMS ONLY 

 

 GIVE ANTIHISTAMINE 
 

IF SYMPTOMS PROGRESS (see above), INJECT EPINEPHRINE 
 

If checked, give epinephrine for ANY symptoms if the allergen was likely eaten. 
If checked, give epinephrine before symptoms if the allergen was definitely eaten. 

 

MEDICATIONS/DOSES  

_________________________________________________________ 

_________________________________________________________ 

_________________________________________________________ 
 

MONITORING: Stay with the child. Tell rescue squad epinephrine was given. A second dose of epinephrine can be 
given a few minutes or more after the first if symptoms persist or recur. For a severe reaction, consider keeping child 
lying on back with legs raised. Treat child even if parents cannot be reached. 
 

  
 

CONTACTS:   Call 911   Rescue squad:  (  

 
Licensed Healthcare Provider Signature:

Parent/Guardian Signature:

 

Weight:    ______  lbs  



 
DOCUMENTATION 
 

 
  
TRAINED STAFF MEMBERS 
 

LOCATION OF MEDICATION 
 
  

 

 

 
 
ADDITIONAL RESOURCES 
 
American Academy of Allergy, Asthma and Immunology (AAAAI) 

Children’s Memorial Hospital 

Food Allergy Initiative (FAI) 

Food Allergy and Anaphylaxis Network (FAAN) 

 
 
 
 
 
 
This document is based on input from medical professionals including Physicians, APNs, RNs and certified school 
nurses.  It is meant to be useful for anyone with any level of training in dealing with a food allergy reaction.
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