
Child’s Name:___________________________________________ 

Is your child allergic to anything?      Yes_____  No____ 

Please list your child’s allergies: 

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________ 

Please briefly describe your child’s response to the allergy 

(I,e, red, itchy eyes or life-threatening response) 

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________ 

 

Parent’s Signature __________________________ Date______________ 


