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Child's Allergens/Trigger Foods:  ______________________         _________________    indicates history of shock
________________________        ______________________         _________________   +  indicates history of additional
_____________________        ______________________         _________________       non-FPIES symptoms
_____________________        ______________________         _________________ 
_____________________            ______________________          _________________ _____________________ 
_____________________            ______________________  _________________            _____________________
_____________________                  ___________________          __________________           ___________________
At BASELINE my child: _________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
MAINTENANCE strategies include: ______________________________________________________________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________

Mild to Moderate Reaction Symptoms:

Symptom/ Set of Symptoms: _____________________________________________________________________________________
Intervention: ____________________________________________________________________________________________________ 
________________________________________________________________________________________________________________
Symptom/ Set of Symptoms:______________________________________________________________________________________ 
Intervention: ____________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
Symptom/ Set of Symptoms:______________________________________________________________________________________ 
Intervention: ____________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 

Severe Reaction Symptoms (See ER Plan for More Details):
History of Acute FPIES with Shock?     Yes     No History/High Risk for Anaphylaxis?      Yes     No 
Emergency Medication?     Yes     No

Symptoms: _____________________________________________________________________________________________________ 
Intervention: ____________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 

Physician: _____________________________________ Phone: _______________ Office /hospital____________________________ 
Physician: _____________________________________   Phone: _______________ Office /hospital___________________________ 
Instructions when contacting physician: ___________________________________________________________________________ 
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________

Action Plan for FPIES

Child's name: _______________________________________ “Nickname”: __________________________ DOB: ____/____/_____
Primary language spoken: __________________________ Address:_____________________________________________________ 
Guardian: _________________________ Phone: ______________ Guardian: __________________________ Phone:_____________ 
Emergency Contact: ___________________________________ Phone: _____________________ Alt. Phone: ___________________ 
Classroom/Teacher: _____________________________ Grade:_____ Contact Information: _________________________________


