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Allergy Management Plan 
 

 
Childs Name :                                               Date of birth:  
 
Childs Address:  
 
Emergency Contacts 
 
 
 
 
 
 
 
Details of Doctor   
                            ……………………………………. 
                            ……………………………………. 
                            ……………………………………. 
                            ……………………………………. 
 
 
Child’s Allergies 
 
 
 
 
 
Possible Symptoms 
 
 
 
 
 
 
 
 
Prescribed medication and details of emergency procedure 
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Consent and Agreement 
 
I/we give permission for the above Medication to be given to ……… in an 
emergency case of anaphylaxis mild/severe. 
 
 
Signed ………………………………………………… Parent/guardian 
 
Name in full (capitals) ………………………………..Parent/guardian 
 
Date …………………………………………………… 
 
 
Signed ……………………………………………….. ….Manager 
 
Name in full (capitals) …………………………………..Manager  
 
Date ………………………………………………….. 
 
 

 
 


