
ALLERGY PROTOCOL CARE PLAN 

 

Physician’s Name: _________________________________ 

License Number: __________________________________ 

Address: _________________________________________ 

Phone #: _________________________________________ 

___________________________________________________________________ 

 

Patient’s Name: ___________________________________ 

Patient’s Date of Birth: _____________________________ 

Diagnosis: _______________________________________ 

Please list protocols in appropriate sequence: 

_____  Observe Patient for symptoms of anaphylaxis 

_____  Administer Benadryl Liquid __________ 

_____  Administer EpiPen/ EpiPen Jr before symptoms occur (specify Epi type) 

_____  Administer EpiPen/ EpiPen Jr if symptoms occur (specify Epi type) 

_____  Call 911 

_____ Other (specify) 

 

Physician’s Signature ____________________________ Date ______________ 

 

Parent Signature ________________________________ Date ______________ 

 


