
 

                               2401 E Street, NW      Suite L-108      Washington, DC 20037      202.663.3555 

 

 

Child’s Name __________________________ Date of Birth ____/____/_____ 

 

 

Allergic to: ______________________________________________________ 

 

Level of exposure required for a reaction: (i.e.  ingestion, skin contact) 

________________________________________________________________

________________________________________________________________ 

 

Expected reaction(s): ______________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

_______________________________________________________________ 

 

Treatment for reaction(s): ___________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

Physician’s Name  ____________ Signature ____________ Date ___/___/____ 

Parent’s Name ____________ Signature ____________ Date ___/___/____ 

 


