NAME  Seventh-day Adventist Church	Child Safety Officer
ALLERGY QUESTIONNAIRE FOR PARENTS
Child’s name…………………………………………………….Date of Birth………………………………
Parent/Guardian 1 name…………………………………………………..Phone No……………………..
Parent/Guardian 2 name…………………………………………………..Phone No……………………..
Emergency contact……………………………………………..Phone No…………………………………
Doctor’s name…………………………………………………..Phone No…………………………………
1. What is the known allergy(ies)? …………………………………………………………………….
2. At what age was the child diagnosed?.....................................................................................
3. What symptoms does the child exhibit when exposed to the allergen(s)?...............................
………………………………………………………………………………………………………………………………………………………………………………………………………………………………4. Has the child been prescribed an Epi-pen?					YES		NO
5. Has your child ever been hospitalised for treatment of this allergy(ies)?  	YES		NO
6. If YES, which hospital and for how long?.................................................................................
…………………………………………………………………………………………………………..
7. What, if any, emergency medication has been prescribed?.....................................................
………………………………………………………………………………………………………….
8. Does your child know what allergen(s) can cause an allergic reaction?	YES		NO
9. Does your child react to skin contact with the allergen?			YES 		NO
If YES, what is the reaction?.....................................................................................................
…………………………………………………………………………………………………………..
10. Does your child know what to do to avoid an allergic reaction?		YES		NO
11. What other information would you like to share regarding your child’s allergy?.......................
………………………………………………………………………………………………………….………………………………………………………………………………………………………….
12. Should your child suffer an allergic reaction, as well as contacting you, what action do you want us to take?.........................................................................................................
…………………………………………………………………………………………………………..

Parent/Guardian Signature…………………………………………..…………..Date……………….……
The information provided by you (parent/guardian) will be used by NAME Seventh-day Adventist Church for the administration and management of the Children’s Sabbath School. The information will be kept securely and not be disclosed to any unauthorised third parties.

