ALLERGY REACTION INFORMATION FORM

Student Name DOB Teacher/grade
Student’s Physician Phone/Fax /
Name Title/Relationship Home # Cell# Work#
Mother/Guardian
Father/Guardian
Emergency Contact
MEDICATIONS

What date did your child have their first anaphylactic/allergic reaction?
How many anaphylactic/allergic reactions has your child had since the first reaction?

When was your child’s last anaphylactic/allergic reaction?

Has your child been hospitalized due to an allergic/anaphylaxis reaction? OYes CONo

Does your child have an EPIPEN? CIYes ONo

Does your child have asthma? OYes [CNo

What triggers an anaphylaxis/allergic reaction in your child? (Check all that apply)

O Bee/Wasp sting OWheat OOther Foods

O Ant bite OSoy OOther Foods

OOther Insect Sting OMilk OOther Foods
OPeanuts OEggs OPlants, flowers,grass,pollen
OTree Nuts OFish OOther

OOther Nuts OShellfish OOther

Describe the symptoms your child experiences before or during an anaphylaxis/allergic reaction. (Check all that apply)
OHives OVomiting OLoss of Cons.

ODifficulty Breathing OCramps/Stomach Pain OOther

OPaleness ODiarrhea OOther

OComplaint of tingling, itchiness, OSwelling/itching of the OOther

or metallic taste in the mouth

Parent Signature:

mouth or throat area

Date:




