
        
BEE STING ALLERGY ACTION PLAN  

 

 

Name of Student _______________________________________________  Grade _____________________ 

 

 ______  My child is allergic to Bee Stings 

 

 ______  My child is allergic to other:  __________________________________________________________ 

 

My child has had these reactions:  (Check all that apply) 

 

____ Swelling at the site                        ____ Swelling spread beyond the area of the sting 

____ Hives or itching sensation             ____ Rash over entire body 

____ Nausea                                           ____ Difficulty breathing, coughing, wheezing, or sneezing   

____ Difficulty swallowing or a choking sensation 

____ Other (please specify): ________________________________________________________________ 

 

My child’s reaction is NOT life threatening but the following will need to be done: 

 

1. ______________________________________________________________________________________ 

2. ______________________________________________________________________________________ 

3. ______________________________________________________________________________________ 

 

I understand that the school will call 911 if any of the following signs or symptoms of a severe allergic 

reaction/anaphylactic shock should appear: 

 Difficulty breathing, coughing, wheezing, sneezing 

 Difficulty swallowing, choking sensation 

 Nausea/Vomiting 

 Feeling of panic 

 Hives or itching sensation 

 

My child’s reaction MAY BE LIFE THREATENING and requires immediate medical attention. DO NOT 

WAIT FOR SYMPTOMS TO APPEAR!  The following actions should be taken: 

1. Administer epi-pen / epi-pen jr.  (Please circle appropriate medication) 

2. Call 911 

3. Transport to the following hospital _______________________________________________________ 

4. Contact Parent/Guardian ______________________________ Phone ___________________________ 

5. My child’s doctor is ___________________________________________________________________ 

 

My child has been instructed on and is capable of self-carrying medication ?   Y  or   N  (circle one) 

 

Location of medication should it be needed: ______________________________________________________ 

 

My child has been instructed on and is capable of self-administering medication ?  Y or N   (circle one) 

 

  

Parent’s Signature ___________________________________________________ Date________________  



 

 
 

IN-SCHOOL MEDICATION PERMISSION FORM 
 
Dear Parents: 

 

 Administration of medication at Canterbury School is done for students with chronic health conditions ONLY.  The 

school is not equipped to administer antibiotics, cough medicine, decongestants or other over-the-counter prescription 

medications. Indiana state law requires that schools observe certain regulations in administering this medication.  We appreciate 

your cooperation in abiding by the mandates required by the state of Indiana and approved by the Canterbury School 

administrators, which are as follows: 

 

1. Prescription medications MUST be in the original container.  The label will meet the requirement for a physician’s 

signature; however, the parent must complete and sign the Student Medication Permit below or send in a permission 

note with signature.  A new container and another permit must accompany any changes in the amount to be 

administered. 

2. Bring in the amount of medication needed for one month.  The student’s name, the name of the medication and the 

amount to be administered must be on the bottle.  Students must also have a daily dispenser for their medication. 

3. The PARENT/LEGAL GUARDIAN ONLY may bring medication to school and give to the school nurse. Please DO 

NOT send any medication with students.  No student will be permitted to have any medication in his or her 

possession at any time, with only minimal exception for emergency medications which must be pre-authorized 

with the school nurse.   
4. Medication will be dispensed daily between 11:20 a.m. and 1 p.m. from the bookstore located in the lobby between the 

Lower and Middle schools.  Administration will be by a designated non-medically trained staff member under the 

direction of a registered nurse.  Indiana law states, “A person administering medication to a pupil is not liable for child 

damages as a result of the administration except for an act or omission amounting to gross negligence of willful and 

wanton misconduct.”   

5. Inhalers and epinephrine injectors may be kept in applicable locations for emergency use; however, ALL OTHER 

medication will be locked in a designated space. 

 

Your child’s health and safety are our first concern.  Thank you for your cooperation in keeping Canterbury School a  

safe environment for all our students. 

        Sincerely, 

 

        Tammy Eilers, RN 

        Canterbury School Nurse 

 
 

DATE ________________________________________________________________ GRADE ______________________________ 

 

STUDENT’S NAME __________________________________________________________________________________________ 

 

 

MEDICATION 1:  CONDITION/AILMENT ______________________________ MEDICATION ___________________________ 

TIME AND AMOUNT TO BE GIVEN ___________________________________________________________________________ 

 

MEDICATION 2:  CONDITION/AILMENT ______________________________ MEDICATION ___________________________ 

TIME AND AMOUNT TO BE GIVEN ___________________________________________________________________________ 

 

MEDICATION 3:  CONDITION/AILMENT ______________________________ MEDICATION ___________________________ 

TIME AND AMOUNT TO BE GIVEN ___________________________________________________________________________ 

 

LEGAL GUARDIAN’S SIGNATURE ____________________________________________________________________________ 
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