[image: ]The Southwater Infant Academy
Individual Protocol for Antihistamine as an initial
treatment for mild allergic reaction


Child photo


	Pupil Name
	

	Class
	

	DOB
	



	[bookmark: _Hlk161223798]ALLERGY INFORMATION

	Nature of allergy
	

	Symptoms
	

	Action and Treatment
(Include name of antihistamine and method of administration)
	



	[bookmark: _Hlk155185181]EMERGENCY CONTACT 1
	EMERGENCY CONTACT 2

	[bookmark: _Hlk155184588]Name
	
	Name
	

	Relationship to child
	
	Relationship to child
	

	Mobile number
	
	Mobile number
	

	[bookmark: _GoBack]Other contact number
	
	Other contact number
	

	GP SURGERY
	HOSPITAL CONSULTANT/ALLERGY NURSE

	Name
	
	Name
	

	Telephone number
	
	Telephone number
	


We reserve the right to verify the medical condition/diagnosis with your G.P. Please tick if you consent to this [    ]
Medication
It is the parent’s responsibility to ensure that Antihistamine has not expired.  By signing this form, you give consent for academy staff to administer the medication and you confirm that you have administered this medication in the past without adverse effect.
	MEDICATION INFORMATION

	[bookmark: _Hlk161224144]Name/type:

	Dosage:

	Expiry date:

	Location:


	Name/type:
	Dosage
	Expiry date:
	Location:



Southwater Infant Academy follows the emergency treatment recommendations below in the event of an allergic reaction.If symptoms progress dial 999 – ask for an ambulance.  SAY: “I have a child in anaphylactic shock”
Give school details: Southwater Infant Academy, RH13 9JH  What3Words promotion.tilts.crawling
Give details: child’s name and nature of allergy
DO NOT PUT THE PHONE DOWN UNTIL YOU ARE SURE ALL INFORMATION HAS BEEN GIVEN
Someone to wait by the school gate to direct the ambulance staff straight to the child
If symptoms progress and there is any difficulty in swallowing, speaking, breathing or child is cold/clammy:
DIAL 999
If child is prescribed an adrenaline injector administer it – follow instructions on protocol
Stay calm
Reassure ………….
Give antihistamine
Delegated person responsible to administer antihistamine as per prescribed instructions
Inform parent/guardian to collect
…………..
from the academy
Symptoms may include: Itchy skin, sneezing, itchy eyes, watery eyes, facial swelling (does not include lips and mouth, rash anywhere on the body.


I agree that the information contained in this plan may be shared with individuals involved with my child’s care and education. I will inform the academy, in writing, if there is any change to my child’s medical condition and/or medication required. I am the person with parental responsibility.
	Signed (Parent)
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	Date

	Signed (SIA)
	Name
	Date
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