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Perpich Arts High School—Health Services
Bee Sting Allergy History

	Student name
	
	Date of Birth
	

	Parent/guardian name(s)
	

	Parent telephone
	Home
	
	Work
	
	Cell
	

	Parent telephone
	Home
	
	Work
	
	Cell
	

	Emergency contact
	
	Relationship to student
	

	Home telephone
	
	Work or cell 
	

	Health care provider
	
	Telephone 
	



	1.
	Is your student’s allergy considered life threatening?
	
	

	
	|_| No
	|_| Yes
	If yes, your student may not attend school until the health care provider orders for this condition have been provided. Please contact the school nurse.

	2.
	Does your student have asthma?
	|_| No
	|_| Yes

	3.
	Does your student have any other health condition(s) or medication allergies we should be aware of?

	
	|_| No
	|_| Yes, explain 
	

	4.
	When was the last sting?
	

	5.
	Describe how your student reacts to a bee sting.

	
	[bookmark: Check14]|_|
	Local swelling
	[bookmark: Check15]|_|
	Hives
	[bookmark: Check16]|_|
	Difficulty breathing
	[bookmark: Check17]|_|
	Other
	

	6.
	Has your student received medical care because of a bee sting or insect bite?

	
	|_| No
	|_| Yes 
	Health care provider name
	

	
	
	
	Approximate date
	

	7.
	How do you want the school to treat a bee sting or insect bite should one occur?

	
	

	
	

	
	

	8.
	Does your student require medication at school? |_| No   |_| Yes, list medications below.

	
	Medication name
	Amount
	When to use

	
	
	
	

	
	
	
	

	
	
	
	

	9.
	The Perpich basic bee sting allergy emergency plan is on the other side. Please have your student’s health care provider sign it if in agreement. Or, if you want us to follow a different plan, please have your health care provider write specific orders.


 


ALL PRESCRIBED MEDICATIONS ON CAMPUS MUST BE AUTHORIZED IN WRITING USING THE PERPICH MEDICATION AUTHORIZATION FORM OR EMERGENCY PLAN, SIGNED BY BOTH PARENT AND LICENSED HEALTH CARE PROVIDER.


	
	
	

	Signature of Parent/Guardian
	
	Date




Perpich requires emergency action plans for life threatening health conditions and medication authorizations to be updated by August 1 and as needed for changes in health or medication.




Bee Sting Action Plan
Student Name 							D.O.B. 	GRADE 11 12

ALLERGY TO:  												

Has asthma? Yes*      No      *higher risk for severe reaction

Step 1: Signs and Treatment

Symptoms:								          Give Checked Medication

	If student has been stung, but only local swelling or no symptoms
	 Epinephrine
	 Antihistamine

	Mouth	Itching, tingling, or swelling of lips, tongue, mouth
	 Epinephrine
	 Antihistamine

	Skin	Hives, itchy rash, swelling of the face or extremities
	 Epinephrine
	 Antihistamine

	Gut	Nausea, abdominal cramps, vomiting, diarrhea
	 Epinephrine
	 Antihistamine

	Throat**	Tightening of throat, hoarseness, hacking cough
	 Epinephrine
	 Antihistamine

	Lung**	Shortness of breath, repetitive coughing, wheezing
	 Epinephrine
	 Antihistamine

	Heart**	Thready pulse, low blood pressure, fainting, pale, blueness
	 Epinephrine
	 Antihistamine

	If reaction is progressing (several of the above areas affected), give
	 Epinephrine
	 Antihistamine


The severity of symptoms can quickly change. **Potentially life-threatening.

DOSAGE
Epinephrine:  inject intramuscularly 
(Circle one) EpiPen®      EpiPen® Jr.    TwinjectTM 0.3 mg     TwinjectTM 0.15 mg   (See reverse side for instructions)

Antihistamine:  give 												
medication/dose/route

Other:  														
medication/dose/route

IMPORTANT:  Asthma inhalers and/or antihistamines cannot be depended on to replace epinephrine in anaphylaxis.

Step 2: Emergency Calls

Call 911 ___________________________________	State if an allergic reaction has been treated with epinephrine.

Parents  ____________________________________	Phone number(s)  _________________________________

Dr. ________________________________________	Phone number:  ___________________at_______________

Emergency Contacts:  (if unable to reach parent)
Name/Relationship					Phone Number(s)

a.  ________________________________________	1.) _____________________ 2.) _____________________

b.  ________________________________________ 1.) _____________________ 2.) _____________________

EVEN IF PARENT/GUARDIAN CANNOT BE REACHED, DO NOT HESITATE TO MEDICATE AND/OR CALL 911

Parent/Guardian Signature ________________________________________________________	Date ________________

Doctor’s Signature _______________________________________________________________	Date ________________
	

Perpich requires emergency action plans for life threatening health conditions and medication authorizations to be updated in August and as needed for changes in health or medication.

STAFF MEMBERS TRAINED TO ADMINISTER EMERGENCY MEDICATION
													

													

													
Student Name					school year 2013-2014

EPIPEN - Epinephrine Auto-Injector DIRECTIONS
1.  Pull off BLUE safety cap.
[image: photopen1]









2.  Place ORANGE tip on outer thigh (always apply to thigh)
[image: photopen2]







3.  Using a quick motion, press hard into thigh until Auto-Injector mechanism functions. * Hold in place and count to 10.  	
* Massage the injection area for 10 seconds
[image: photopen3]









[bookmark: _GoBack]Have another staff contact 9-911 as you administer AUTO-INJECTOR
If alone, administer epinephrine auto-injector, the call 9-911

Call campus safety team x 4757 if you are able to leave student. 
Call school nurse or administrator on duty to report incident.

Send used auto injector unit with paramedics to the Emergency Room.

For students with multiple food allergies, consider providing separate Action Plans for different foods.

Medication checklist adapted from the Authorization of Emergency Treatment form developed by the Mount Sinai School of Medicine.

Return to Perpich School Nurse before August 1 
6135 Olson Memorial Highway, Golden Valley, MN 55422
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