



	Name: 
	DOB: 
	Allergic To: 
	Weight: 
	Yes: Off
	Likely : Off
	Definitely: Off
	No: Off
	Allergens: 
	Epinephrine Brand or Generic: 
	Antihistamine Brand or Generic: 
	Antihistamine Dose: 
	Other: 
	Date: 
	Date 2: 
	0: 
	1 mg: Off
	15 mg: Off
	3 mg: Off

	Other Directions: 
	Rescue Squad: 
	Doctor: 
	Parent/Guardian: 
	Parent/Guardian—Phone: 
	Name/Relationship 1: 
	Name/Relationship 2: 
	Name/Relationship 3: 
	Phone 1: 
	Phone 2: 
	Phone 3: 
	Doctor—Phone: 


