SFCS Health Services Request Form - C . .
Ml N Foodﬁmtolerancefﬁﬂergy Akrtion Plan " Place .

_ _ Child's

- PARTI: To be completed byParenl/Gnardxan and/or Logal Agency Picture
Cthd’s Name: Birth Date: Here
Attendance Center (school, c]nld care, etc.) '
Parent/Guardian N ame:
Parent/Guardian contact ntimber(s):
Parent/Guardian Address:

Oor wzderstahd that it is my re.s'_ponsz'bilz'zy to submit.a new Jorm aﬁnuaﬂy or if medical changes oecur.
PART IT; To be completed By Rb_mcxan (complete sections 1-4):

) MEDICAI. CONDITIONS (check all that apply and kst specific food items): A _
O Food Allérgy vnth risk of anaphylams

(m ) Food Tutolerance
Acceptable Substitutions; Acceptable Substitutions:
El Asthma (Bigh risk for severe reaction) - 03 Other Medical Concerns:

2) SYMPTOMS ~ Check appropriate acﬁon/med:cauon far each category of symptoms:
- Type of Symptom . Give Checked Medication®
If afaod allergen has been ingested, but no symptoms: 3 Antihistamine

¥ Epinephrine -

Mouth: itching, tingling, or swelling of lips tongue, mouth

0 Epipephrine -

3 Antihistamine .

Skin: Hives, itchy rash, swelling of the face or extremeties

3 Epinephrine

3 Antihistamine

Gut: Nausea, sbdominal cramps, vomitin ing, diarrhea

1 Epinephrine

3 Antihistarnine

P Throat*: Tightening of throat, hoarseriess, hacking cough

‘| O Epinephrine

O Antjhistamine

Heart*:Weak or thread pulse, low blood pressure, fainting, pale, blueness

0} Epinephrine

3 Antihistamine

- Lung*: Shoriness of breath repetitive coughmg, wheezmg

£ Epinephrina

‘0_Antihistamine

. Other*:

0O Epinephrine

O Antihistarhine

ifreactionis hhgmsxng (severa] of the above areas afFected), glve

O Epinephrine

* Potentially Iife threatening

3) WHAT TO DO: Follow the- directed medication and dosage prescribed by phisician.
2) INJECT EPINEPHRINE IN THIGH USING: (3 Epipen Jr (0.15 mg) 03 Epipen (0.3 mg)

b) Antlhlstamme (mclude medication
dose):

" ¢) Other: give

O Antihistamine

d) CALL 911 or RESCUE SQUA]) (BEFORE CALL]NG CONTACTS)

-¢) CONTACT FAMILY EMERGENCY NUMBERS
H CONEMENTS/A])DITIONAL INSTRUCTIONS

4) 1 certify that the above named child needs special meals prepared as described above because. of the child’s disability /

diagnosis. Only a physician licensed under SDCL 36-¢ may sign the special diet prescription.

Physician Name (please prmt) . Date:
Physman signature:
: Mechca! Facility Phone:

U discriminating on the basis of race, color, national origin, sex, age or disability.
write USDA, Director Office of Civil Rights, 1400 Independence Avenue,
- (800) 795-3272 (vmce) or 202-720-6382 (TTY). USDA is an equal oppo

In'zccordance with Federal law and U.S. Department of Agriculture polzcy, this mstttutwn is prolibited from

To filea complaint of discrimination,

S. W., Washington, D. C. 20250-9041 0 or call
rtunity provider and employer.

M-4




