
Epinephrine Emergency Administration Incident Report 

 

 

 

Incident Information 

Today’s date: School Name: 

Employee Name: Employee Role: 

Students Name:                                                                                            Student DOB: 

Date of Incident: Time of Incident: 

Symptoms Observed 

Student’s Symptoms (check all that apply): 

☐  Trouble Breathing  

☐  Hives, itching, or swelling  

☐  Tightness of the throat  

☐  Nausea or vomiting  

☐  Choking  

☐  Dizziness or fainting 

☐  Flushed or pale skin  

☐  Rapid pulse 

☐  Weak pulse 

Medical Response 

Dosage of epinephrine administered:          ☐ 0.15 mg     ☐  0.3 mg 

 Number of doses administered: :           ☐  1       ☐ 2 

Guardian Notification 

Name of Guardian Notified: Time of Notification: 

Hospitalization and Follow up 

Was 911 Called?                  ☐  Yes          ☐  No 

If 911 was not called, please explain why 

Was the student sent to Hospital?   ☐  Yes     ☐  No Hospital Name: 

Did the student have a prescription medication form on file?    ☐  Yes          ☐  No 



Epinephrine Emergency Administration Incident Report 

 

 

Important Notes and Instructions for Families: 

• Primary Care Follow-Up Appointment: If your child is transported to a hospital, please schedule a follow-up 
appointment with their primary care provider.  

• Universal Health Certificate: If your child does not have a current Universal Health Certificate (UHC) have a 
physician complete one and submit it to the school. The UHC is important for your child’s care during the day. 

• Anaphylaxis Action Plan: If your child has a known allergy, it is important that your school health suite has an 
Anaphylaxis Action Plan (AAP) completed by a physician. If your child’s care plan changes, submit an updated 
action plan to your school health suite. This plan helps staff recognize symptoms and respond to future 
incidents. 

• Epinephrine Auto-Injector: Please ensure that your child’s prescribed epinephrine auto-injector is brought 
to the school health suite and remains up to date. 

 

Employee Signature: 

X

 

https://dchealth.dc.gov/sites/default/files/dc/sites/doh/service_content/attachments/2024-04-DCHealth-Universal-Health-Certificate-form-2-IA.pdf
https://dchealth.dc.gov/sites/default/files/dc/sites/doh/2024-04-DCH-Anaphylaxis-Action-Plan-form-IA.pdf
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