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Name:   	 DOB:   	 
 
	SEVERE ALLERGY TO: 
	

	


 
	Symptoms and History of Reactions 

	

	

	

	

	Other allergies (food, insects, medication, etc.) 

	

	

	

	


 
	Medications provided to school for treatment of allergy 

	

	

	

	


 
	School accommodations and treatments (to be filled out by school nurse) 

	

	

	

	

	Emergency Information 


 
List contacts in order of preference. Also, write preference of contact method, 1 being the highest, 3 the lowest. 
 	 
Contact #1 name:   phone______________________________________
[bookmark: _GoBack]	 
Contact #2 name:   phone _____________________________________	 
	
 
Health Care Provider who should be contacted regarding the allergic reaction: 
	Name:   	Phone:   	 
 
 
 
 

 	Parent/Guardian Signature 	Date 	School Nurse Signature 	Date 
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