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Child’s Name ___________________________                      D.O.B. ___/___/___ 

 

Allergy_________________________      Is child Asthmatic         [  ]Yes   [  ] No 

 

Please give a list of allergic reaction’s child may have and what staff should look  

for: 

 

 

 

 

 

 

 

STEPS FOR STAFF TO FOLLOW IF ABOVE SYMPTOMS OCCUR: 

 

 

 

 

 

 

 

 

 

 

Call parent/guardian:  _______________ 

                                          Phone # 

 

Call Emergency Contact  _____________ 

                                               Phone # 

                    

 

________________________________                              __/__/__ 

       Parent’s Signature                                                            Date 

 

 

_______________________________                                __/__/__                            

     Physician’s Signature                                                         Date 


