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Rock/Walworth Comprehensive Family Services, Inc.

Head Start/Early Head Start 

1221 Henry Avenue, Beloit WI  53511

(608) 299-1500   (   Fax: (608) 299-1629

Allergy Restrictions Request:

Child’s Name: _______________________________  Parent Name:____________________________  Center:______________

	Allergy to:
	Avoid Ingestion? 
	Avoid Exposure by touch?
	Avoid Exposure by smell or breathing?
	Known or suspected reactions:
	Medication required if exposure/ingestion occurs? 
	Does 911 need to be called if exposure/ingestion occurs?

	
	YES  

 NO
	YES        

NO


	YES        NO
	 FORMCHECKBOX 
 GI distress

 FORMCHECKBOX 
Rash/Hives

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Anaphylactic
	YES        NO

Med: __________________
	YES        NO
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NO
	YES        

NO


	YES        NO
	 FORMCHECKBOX 
 GI distress

 FORMCHECKBOX 
 Rash/Hives

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Anaphylactic
	YES        NO

Med: __________________
	YES        NO



	
	YES         

NO
	YES        

NO


	YES        NO
	 FORMCHECKBOX 
 GI distress

 FORMCHECKBOX 
 Rash/Hives

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Anaphylactic
	YES        NO

Med: __________________


	YES        NO



	
	YES         

NO
	YES        

NO


	YES        NO
	 FORMCHECKBOX 
 GI distress

 FORMCHECKBOX 
 Rash/Hives

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Anaphylactic
	YES        NO

Med: __________________


	YES        NO




Physician signature ________________________________   Date ______________________

Physician Name ______________________________ Clinic _____________________________ Phone: ______________________

