
The Town Square Play Café Afterschool Program
Individual Allergy / Medical Action Plan
Post a completed copy of this plan (staff-visible only, not public) in the snack prep area and sign-in station for any child with an allergy or medical condition requiring an action plan, per Section 5.3 of the Staff Policies & Procedures Manual. This is separate from the intake/registration form — it's the quick-reference plan staff use in the moment.

Child's Full Name: __________________________________________
	Date of Birth: ______________________
	Grade / Group: ______________________


Photo attached? (recommended for quick staff recognition): ____________________
Condition
☐ Food allergy    ☐ Medication allergy    ☐ Asthma    ☐ Seizure disorder    ☐ Other
Specific Allergen(s) or Condition Details: __________________________________________
Signs & Symptoms to Watch For
Check all that apply, and describe how this child specifically presents:
☐ Hives/rash    ☐ Swelling    ☐ Difficulty breathing    ☐ Vomiting    ☐ Coughing/wheezing    ☐ Loss of consciousness    ☐ Other
Details specific to this child:
	 

	 

	 



Action Steps for Staff
List the exact steps in order — this is what a staff member follows in the moment, so keep it concrete and sequential.
Step-by-step response:
	 

	 

	 

	 

	 

	 



Medication for This Condition
Medication Name: __________________________________________
	Dosage: ______________________
	Storage Location: ______________________


Is a Medication Authorization Form on file for this medication?
☐ Yes    ☐ No — needed before this plan is active
If this condition requires epinephrine or another emergency medication, confirm at least one on-duty staff member is trained to administer it at all times this child is present.
Emergency Contacts
	Name
	Relationship
	Phone
	Call Order

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 



	Primary Physician: ______________________
	Physician Phone: ______________________


Plan Review
	Parent/Guardian Signature: ______________________
	Date: ______________________

	Program Director Signature: ______________________
	Date: ______________________


Review and update this plan at least annually, or immediately after any reaction/incident.
Staff Acknowledgment
Every staff member who works with this child initials below to confirm they've read this plan.
	Staff Name
	Date Reviewed
	Initials

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 




