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 Student’s Name: ___________________________________Grade/Teacher: ________________
Allergies: ______________________________________________________________________
  Date of child’s last allergic episode? ___ / ___ / ___ 

___ Never had an allergic episode

  What happened?_________________________________________________________________________________

  Diagnosed by skin/blood testing? _Yes _No         Date ___ / ___ / ___     Physician’s Name: _____________________

  Reaction can occur by (check all that apply):     _____Ingestion     _____Contact     _____Inhalation    _____Unknown
  Check any symptoms that have occurred during an allergic episode:          ____Unknown

____itchy mouth
  ____swelling: How much?__________________________Where?_________________

____itchy throat

  ____tight throat 
    ____trouble swallowing
____hoarseness

____hives

  ____rash

    ____nausea/vomiting

____diarrhea/cramps


____difficulty breathing
  ____wheezing

    ____cough


____loss of consciousness
  Has child ever been hospitalized for an allergic episode? Yes _ No _   If “yes”, when?_________________
  If this is a food allergy, will you be sending lunch? _Yes _No

 Can your child sit near someone eating the allergen? _Yes _No

 Can other students have a snack in the classroom that contains the allergen? __Yes __No

 Can your child eat things processed in a facility that also processes the allergen? _Yes _ No

 Does your child know what the allergen looks like and how to avoid it? _Yes _No

 *Does your child have Asthma? __Yes __No

  What do you do at home (accommodations, diet restrictions, substitutions)? __________________________________
       ___________________________________________________________________________________________________

___________________________________________________________________________________________________
 What medications have been ordered by your physician to be given in the event of allergic reaction?___________________
 __________________________________________________________________________________________________
 I give permission for the school nurse to share the above information (as well as a picture of my child) with the   

 appropriate staff.

 SIGNATURE OF PARENT/GUARDIAN:_______________________________________ DATE:_____________________
 PARENT/GUARDIAN NAME (PRINTED)_______________________________________PHONE:___________________
REVIEWED BY:______________________________________School Nurse

DATE:___________






Student


photo





Tolland Public Schools


   SEVERE ALLERGY QUESTIONNAIRE











