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Appendix 2
Allergy Details

Child’s Name:	________________________________________________

Address:    	________________________________________________

Date of Birth:  ____________                 Class________________________

Emergency Contacts

1) Name: ____________________________   	Phone: ___________________

2) Name: ____________________________	Phone: ___________________

3) Name: ____________________________	Phone: ___________________

4) Name: ____________________________	Phone: ___________________


Type of Allergy:	__________________________________________________

Reaction Level:	__________________________________________________

Medication:		__________________________________________________

Storage details: 	__________________________________________________

Dosage required:	__________________________________________________

Administration Procedure (When, Why, How) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signed:	__________________

Date:    __________________

