
 

 

ALLERGY/ MEDICAL INFORMATION 

 

Child’s Name_____________________________________________________ 

Please check the appropriate box: 

 

 Has NO food restrictions 
 Has NO food allergies 
 Has the following food restriction/ allergies, please specify: 

      _____________________________________________________________ 

     ______________________________________________________________ 

 Has medical concerns, please specify: 

______________________________________________________________ 

______________________________________________________________ 

______________________________________________________________ 

 

Parent Signature:___________________________ Date ________________ 
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