	Twin Valley Community Local School District

100 Education Drive

West Alexandria, Ohio  45381

(937) 839-4688 Fax: (937) 839-4898
	Severe Allergy Questionnaire



	Student Name:
	     
	
	Grade/Teacher:
	     

	Allergies:
	     



	Previous allergic episode?
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	Date of last allergic episode:
	     

	What happened?
	     

	     


	Diagnosed by:   FORMCHECKBOX 
Skin Testing    FORMCHECKBOX 
Blood Testing
	Date:
	     
	Doctor’s Name:
	     
	

	Reaction can occur by (check all that apply):
	 FORMCHECKBOX 
Ingestion     FORMCHECKBOX 
Contact      FORMCHECKBOX 
Inhalation      FORMCHECKBOX 
Sting      FORMCHECKBOX 
Unknown
	

	Check any symptoms that have occurred during an allergic episode:
	

	 FORMCHECKBOX 
Itchy Mouth
	 FORMCHECKBOX 
Swelling:    How much?
	     
	Where?
	     
	

	 FORMCHECKBOX 
Itchy Throat   
	 FORMCHECKBOX 
Tight Throat
	 FORMCHECKBOX 
Trouble Swallowing
	 FORMCHECKBOX 
Hoarseness
	

	 FORMCHECKBOX 
Hives
	 FORMCHECKBOX 
Rash
	 FORMCHECKBOX 
Nausea/Vomiting
	 FORMCHECKBOX 
Diarrhea/Cramps
	

	 FORMCHECKBOX 
Difficulty Breathing
	 FORMCHECKBOX 
Wheezing
	 FORMCHECKBOX 
Cough
	 FORMCHECKBOX 
Loss of Consciousness
	

	Has child ever been hospitalized for an allergic episode? 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	If yes, when?
	     
	

	If this is a food allergy, will you be sending lunch?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	
	

	Can your child sit near someone eating the allergen?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	
	

	Can other students have a snack in the classroom that contains the allergen?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	

	Can your child eat things processed in a facility that also processes the allergen?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	

	Does your child know what the allergen looks like and how to avoid it?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	

	Does your child have Asthma?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	
	
	

	What do you do at home (accommodations, diet restrictions, substitutions)?
	     
	

	
	     
	

	
	     
	

	What medications have been ordered by your physician to be given in the event of allergic reaction?
	

	
	     
	

	


I give permission for the school nurse to share the above information (as well as a picture of my child) with the appropriate staff.
	Parent/Guardian Signature:
	
	Date:
	     

	Parent/Guardian Printed Name:
	     
	Phone:
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