Meritus Health School Health Program Washington County Public Schools
ALLERGIC REACTION CHECK LIST

Student’s Name: Date of Birth: [ School Year:
You have told us that your child had an allergic reaction to . Please specify the allergy below and check the reaction(s) your child has experienced.
Does your child use an EPI-PEN? O Yes or 1 No ‘Will an Epi-pen be provided to Health Office? L1 Yes or L1No

For this allergy, have you had an Emergency Room visit? [1 Yesor I No  If yes, please explain:
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