



  Allergy Questionnaire
	Student’s Name __________________________ DOB _________________ Grade __________

School _____________________________________ School Year _______________________




The following information is helpful to your child’s school nurse in determining any special needs for your child.  Please answer the questions to the best of your ability.  If you desire a conference with the school nurse, please call for an appointment.  
Does your child see an allergist on a regular basis?    

_____ Yes     Physician’s name ___________________________________________  Last visit ____________________
_____ No
Has your student been diagnosed with asthma?  _______________________________________________________
What is your child allergic to?  Please check all that apply.  If your student has a food allergy, please specify whether it is from ingestion, contact, or both.
_____ Medicine  

Please specify ____________________________________________________________
_____ Food

Please specify ____________________________________________________________
_____ Bee/Insect

Please specify ____________________________________________________________
_____ Seasonal 

Please specify ____________________________________________________________
_____ Environmental
Please specify ____________________________________________________________
_____ Other

Please specify ____________________________________________________________
Describe the reaction or signs and symptoms your child exhibits when having an allergic reaction?  
_________________________________________________________________________________________________     
_________________________________________________________________________________________________

Does your child take any medication for his/her allergy? _______ YES  _______ NO

	                      Name of Medication
	      Dosage            
	When used?  (daily, twice daily, as needed, etc.)

	
	
	

	
	
	


Does your child use an EpiPen for an allergic reaction?  _____ Yes  _____ N0
Is there a need to keep medication in school?

_____ Yes (please discuss with school nurse)

_____ No

Please provide any additional information you think would be helpful for the school nurse regarding your student’s allergy prevention or emergency treatment.  
_________________________________________________________________________________________________    
_________________________________________________________________________________________________       

Parent Signature ___________________________________________   Date _________________________________
