
CHERRY HILL PUBLIC SCHOOLS
Food Allergy Questionnaire

Date: ________________________________ 	School Year: ______________________________

Dear Parent/Guardian:

Our current health record indicates that your child has a food allergy/sensitivity. In order to ensure that all students are in a safe learning environment, please complete this form and return to school. Thank you. 

School Nurse Signature: _______________________________________________________________ 
------------------------------------------------------------------------------------------------------------------------------ 
Name of Student: __________________________________________ Date of Birth: ______________
Grade/Team/Graduation Year: __________________________________________________________
Food allergies/sensitivities (ex. peanuts, tree nuts, milk): 
	

	



	My child can be in the same room as the allergen(s). *If no, please provide documentation from your child’s healthcare provider.  
	☐ Yes ☐ No

	My child is safe to sit at a lunch table that is NOT allergen free. *If no, please provide documentation from your child’s healthcare provider.  
	☐ Yes ☐ No

	My child is aware of their allergies and will alert a staff member immediately if concerned about possible contact with allergen(s). 
	☐ Yes ☐ No



Comments: 
	

	

	


		
							          
Parent/Guardian Name (print):  __________________________________________________________

Parent/Guardian Signature: 	   __________________________________________________________				                                         
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