
ALLERGY ASSESSMENT
Name ___________________________________________  School year _________________
Grade/teacher/homeroom____________________________
Allergen(s)____________________________________________________________________  

History:
· Allergic reactions, treatment _________________________________________________

________________________________________________________________________


________________________________________________________________________

· Allergy testing ____________________________________________________________
· Asthma
 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

· Other health concerns/illnesses ______________________________________________
Name of healthcare provider involved in allergy management ____________________________
Typical early warning signs of an allergic reaction ______________________________________
Typical signs of a severe allergic reaction ____________________________________________
Current allergy emergency medications _____________________________________________
Student’s ability to comply with allergen avoidance _____________________________________
Student’s ability to self-medicate ___________________________________________________
Other ________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
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