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MEDICAL STATEMENT/FOOD ALLERGY RESTRICTION PLAN 

CHILD’S NAME: ______________________________________________________ DATE OF BIRTH: ____/_____/______ 

EHS/HS SITE/ROOM NUMBER: _________________________________________________________________________ 

 

FOOD ALLERGY: 

__________________ 

__________________ 

__________________ 

__________________ 

__________________ 

__________________ 

 

REACTION: 

____________________ 

____________________ 

____________________ 

____________________ 

____________________ 

____________________ 

 

RECOMMENDED FOOD 

SUBSTITUTION: 

____________________ 

____________________ 

____________________ 

____________________ 

____________________ 

Is medication required at school for 
allergy: 

___ yes ___ no 

If yes, please include medication 
administration instructions: 

______________________________ 

______________________________ 

______________________________ 

______________________________ 

 
Comments: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 
Dr. Signature:  ___________________________________________________________  Date: __________________ 

Head Start Nurse/Consultant Signature:  ______________________________________  Date: __________________ 

Dietitian Signature:  _______________________________________________________  Date: __________________ 

Parent Signature:  ________________________________________________________  Date: __________________ 

Teacher/TA Signature:  ____________________________________________________  Date: __________________ 

FACS Signature:  __________________________________________________________  Date: __________________ 

 

 

  

 

 

 

Consultant Notes: 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Signature: _______________________________________________Date: __________________________________ 


