
Only parents of students who require a food allergy and 
anaphylaxis emergency care plan should complete this form.

Yes or no:


	Name: 
	DOB: 
	Allergy to: 
	Extremely reactive to the following allergens: 
	DATE: 
	DATE_2: 
	Weight: 
	Mark with X: 
	Yes or No: 
	a: 
	B: 
	C: 
	E: 
	F: 
	G: 
	H: 
	I: 
	J: 
	K: 
	PHYSICIANHCP AUTHORIZATION SIGNATURE: 
	PARENT AUTHORIZATION SIGNATURE: 


