
 

Allergy & Health Concerns 

Child's Full Name:   _________________________________________________________  

Child’s Date of Birth:   _________________________________________________________ 

Parent's Full Name:   _________________________________________________________  

Best Contact Number:  _________________________________________________________ 

Secondary Contact Number:  _________________________________________________________ 

              

Food or Seasonal Allergy - Epi Pen: Yes or No     

Description/Reaction: 

 

Treatment Plan: 

 

Emergency Plan:  

          

Asthma - Inhaler Needed for Recovery: Yes or No      

Description/Reaction: 

 

Treatment Plan: 

 

Emergency Plan:  

          

Diabetes - Highest Sugar Count: __________   

Description/Reaction: 

 

Treatment Plan: 

 

Emergency Plan:         

          

          


