FOOD ALLERGY HISTORY – Parent/Guardian Report

Thank you!
Student's Name:  
 Birth Date: 
  

Parent/Guardian: 
 Date: 

1.  What type of food is your child allergic to?  


2.  Do you consider your child's allergy to be:
( mild   

                                                                                         
( moderate   

                                                                                          
( severe/life threatening   

                                                                                         
( not sure

3.  Has your been tested for food allergies?   ( Yes     ( No

       If so, when and what was the result? 



4.  Has your child ever been hospitalized due to eating allergy causing food?   ( Yes     ( No

     If yes, when?  

5.  When was the last time your child had an allergy reaction to food?  


6.  What symptoms or problems has your child had after eating allergy causing food?  


7.  What treatment does your child's medical provider recommend in case of symptoms from allergy 

     causing food?  

8.  If your child has a prescription for an Epi-Pen:

       a.  Has an Epi-Pen ever been administered to your child?   ( Yes     ( No
       b.  Do you feel confident your child could self-administer an Epi-Pen?   ( Yes     ( No
9.  Does your child understand how to avoid food they’re allergic to?   ( Yes     ( No

10.  Children who have asthma may be prone to more serious allergy reactions.  

       Does your child have asthma?   ( Yes     ( No

Additional information or comments:

It's recommended that children with life threatening allergies wear a medic-alert bracelet or necklace stating their 

allergy and emergency instructions. For information: MedicAlert Foundation, 1-800-432-5378, www.medicalert.org/

