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NAME ______________________________________________________GRADE: _________ 

GENDER (Circle One):  Male     Female     

ALLERGY: ___________________________________________________________________ 

 ___________________________________________________________________________ 

USUAL SYMPTOMS: ___________________________________________________________ 

____________________________________________________________________________ 

Last time participant had a reaction: 

____________________________________________________________________________

____________________________________________________________________________ 

Treatment: __________________________________________________________________ 

____________________________________________________________________________ 

MEDICATIONS: 

EPIPEN  YES NO  

BENADRYL YES NO   

OTHER __________________________________ 

SPECIFIC DIRECTIONS: _________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 
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PARENT NAME_______________________________________________________________ 

 

PARENT SIGNATURE_______________________________________________________________ 

 

CONTACT TELEPHONE NUMBER________________________________________________ 

 

 

CAMPUS (check one):  ___Avenue South ___Brentwood    ___Harpeth Heights ___Lockeland Springs   

___Nolensville    ___Station Hill    ___West Franklin   ___Woodbine      ___GUEST  

LAST NAME    FIRST NAME  


