Leipzig International School
Allergy Questionnaire 
Students Name: 
Date of Birth: 

What is your child allergic to? (Allergy trigger/s): 
Has the allergy been formally diagnosed by a specialist doctor? 	

How many times has your child had an allergic reaction? 
Any other medical conditions: 


Severity of Reaction:				
☐Mild 							
☐Moderate 						
[bookmark: _GoBack]☐Severe / life threatening (anaphylaxis)		

Symptoms:
☐Nausea/vomiting 				☐Abdominal pain/cramps
☐Swollen lips/face/eyes			☐Itchy/tingling mouth/throat
☐Hives or skin rash				☐Wheeze/short of breath/coughing
☐Flushed face				☐Inability to speak or swallow	
Other: 

How quickly do symptoms develop after exposure to the allergen? 

Is your child able to identify and avoid their allergy triggers? 


Treatment/Medication: 
Name of Medication: 
Dose/when given: 
Does your child need an Epinephrine auto-injector? 
Has there ever been a hospital admission due to a reaction? 
What is the procedure in the event of an allergic reaction at school? 


(If emergency medication is to be kept at school, it must be provided with a signed Medication Consent Form)


The information provided on this form may be used to create an Individual School Allergy Action Plan for your child. Please sign below to indicate that you give permission for this information to be shared with the relevant teachers/support staff.

Signature of Parent/Guardian: 

Date: 
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