
 

BHCUSD#8 ALLERGIES FORM 
 

 
 
 
Student’s Name: _______________________________   Grade: __________ 
 
 
Date: ____________________________ 
 
 
 
Does your child have a LIFE-THREATENING FOOD ALLERGY? 
 
 
YES _____________  NO _____________ 
 
 
If you answered yes to the above question, please explain the allergy. 
 
______________________________________________________________________________

______________________________________________________________________________ 

 
Please list emergency medications. 
 
______________________________________________________________________________

______________________________________________________________________________ 


