
 

Allergy Form 

Child’s Name:  ____________________________________________________ 

Allergy:__________________________________________________________ 

Medical Condition:_________________________________________________ 

Symptoms: 

 

Procedure to Follow: 

 

Medication: 

 

 

When to Call Parent:______________________________________________ 

When to Call 911: ________________________________________________ 

Emergency Numbers:______________________________________________ 

Hospital or Specific Doctor:__________________________________________ 

 

 

___________________________________________________________________

Parent Signature and Date 



 


