
Allergic Reaction- Student Health History  
 

Student Name_____________________________________ Date of Birth__________  Gr____ 

 

Healthcare Provider’s Name_________________________ Phone_______________________ 

 

Please complete the following information for your child’s history of allergic reaction to: (List 

allergen(s) here)________________________________________________________________. 
 

 

1. Date of first reaction-________________ (If your child’s allergen was diagnosed by  

     bloodwork/skin test and he/she has not had a reaction, go to question #2.)  

 

    A. Did reaction occur from (check all that apply) _____ingestion   _____contact   _____ sting 

     

    B. Type of reaction (List all of the symptoms/problems your child had, such as full body hives,                        

          swelling of face, difficulty breathing, diarrhea, vomiting, etc and to which allergen.)  

          _________________________________________________________________________ 

          _________________________________________________________________________ 

 

    C. Did your child go to the Emergency Department or Doctor’s office for this reaction?  

        (If yes, please specify which)___________________________________________________  

         -What treatment/medication was given?__________________________________________  

         -Was your child hospitalized? _____no  ____yes   

        - Was any testing done?  ________bloodwork________skin testing  _______food challenge    

           Result____________________________________________________________________ 

 

    D. Did the health care provider prescribe medication to be given for future exposure to allergen?  

          If yes, what medications? _____________________________________________________ 

     

    E. Has your child had additional reactions to the allergen listed above?___________ If yes,  please  

          list dates and reaction.________________________________________________________ 

          ________________________________________________________________ (Go to #3.) 

OVER 



 

2.  A. If your child did not have any reactions before being diagnosed with an allergy, was your    

     child’s allergen diagnosed by (check all that apply):  

                            ________bloodwork________skin testing  

     

     B. Date of initial testing_____________________ Result___________ 

     C. Did the health care provider prescribe medication to be given for future exposure to allergen?  

          _______  (Yes/No)                                           

          If yes,   what medications? ____________________________________________________ 

 

 

3.  Has your child had any additional testing done? _____Yes_____ No 

     If yes:  Date(s)__________________________________________________________________  

     Result_________________________________________________________________________  

 

4.  Does your child have any early warning signs of allergic reaction? (If yes, please list early signs) 

          ____________________________________________________________________________ 

 

5. If student has insect sting allergy- has desensitization been recommended?__________ 

    -Is your child currently undergoing desensitization?______  

    -Has desensitization been completed? ________     

 

6.  Does your child have any additional allergies or asthma (specify)? ___________________________ 

     Medications prescribed_____________________________________________________________ 

    ________________________________________________________________________________ 

 

  

 

   ______________________________________                      ________________________________ 

               Parent/Guardian Signature                                                       Date 

 

 


