
 

 

Shmuel Zahavy Cheder Chabad 

 

Student’s Name:___________________________  Date of Birth:_______________________ 

Grade:___________________________ 

 

Asthmatic:          YES  High Risk for Severe Reaction:          YES  

   NO            NO 

Epinephrine Auto-Injector (e.g. Epi-pen):          YES           Expiry Date: _________ / ___________       

                                     NO   

Location of Auto-Injector(s):________________________________________________________ 

 

                               

 

           

 Give _________________________________________at the first sign of a known or suspected anaphylactic reaction 

 Call Rescue Squad:          Hatzoloh  (416-256-1000)                9-1-1                Other(s):_____________________________ 

  Name Home Phone Work Phone Cell Phone 

Mother         

Father         

Doctor         

 

Priority Name Relationship Phone # 

1)       

2)       

    
The undersigned parent authorizes any adult to administer epinephrine to the above-named person in the event of 

an anaphylactic reaction, as described above. 

 

__________________            _______________                    _________________________             _________________ 

Parent Signature           Date        Physician Signature   Date 

Place Student’s Current 

picture here STUDENT INFORMATION

 ALLERGY INFORMATION YES 

 

SIGNS OF AN ALLERGIC REACTION INCLUDE:YES 

 

ACTION PLAN:YES  

EMERGENCY CONTACTS:YES  

ALLEGRIC 

TO  

FORM MUST BE COMPLETED INCLUDING PARENT SIGNATURE AND AN ORGINAL CURRENT PICTURE 


