SMSD HEALTH SERVICES
SEVERE ALLERGY HISTORY FORM

Student’s name: ________________________________ Birthdate: _________________

My student is allergic to ____________________________________________________

Allergy has been confirmed by (please circle)  RAST Testing
or
Skin testing
Previous allergic reaction/s were at age/s ______________________________________  

If applicable, the food ingested was __________________________________________

If not ingested, the contact was ______________________________________________


*If allergy involves inhalation or touch, school nurse will consult Severe Allergy Plan
Allergic reaction included (circle all that apply):
⁭ Loss of consciousness
⁭ Wheezing
⁭ Difficulty breathing
⁭ Cough
⁭ Abdominal Pain
⁭ Nausea
⁭ Vomiting

Swelling of:

⁭ Throat
⁭ Tongue
⁭ Face

⁭ Lips
⁭ Rash:
  Where on body? _____________________________________________________

⁭ Other ____________________________________________________________________

How soon after the exposure did these symptoms occur?  _____________________________


Please indicate medications currently recommended for your student in the event of an allergic reaction:


⁭ Benedryl  
Dosage ________
⁭ Other ____________  
Dosage ____________


⁭Epinephrine
Dosage ________
⁭ Other
____________
Dosage ____________

The SMSD utilizes this questionnaire as a tool to develop an Individualized Health Care Plan for the student, not as a guarantee that contact with the allergen will be avoided.  If an allergic reaction occurs at school, we will notify you in addition to giving any physician ordered medications.  We will also proceed according to our anaphylaxis plan which might include administering epinephrine.  We encourage all students with identified severe food allergies to have emergency medication available at school through a physician order.

Parent/Guardian signature _____________________________  Date _____________________
Physician Signature __________________________________  Date _____________________
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For Food Allergies


Classroom snacks/treats from other students:


SMSD highly recommends that parents provide elementary age students with known food allergies a supply of individualized snacks.  In addition, please indicate your preferences regarding snacks by checking all that apply.  


_____  I will provide ALL my student’s snacks.  He/she is not to eat other snacks at school.


_____ My student is knowledgeable about foods to avoid and may eat snacks/treats brought by other students.


Lunchroom Seating: An option for younger students with severe peanut/nut allergy is to sit at a designated “allergy-aware” table.  





	_____ My child should sit at a “allergy-aware” table


	_____ My student does NOT need to sit at an “allergy-aware” table.





	








