
ALLERGY/FOOD RESTRICTION YEARLY UPDATE 

Child's Name: ______________________________________ Birth Date: ______________________ 

New child _________________     Room                                        Entry date: ____________________ 

Current child moved from:  Room _____________ to _________________  Entry Date: ____________ 

Food Restrictions: (Based on religious or cultural beliefs)       yes ____   no _____ 
If yes, please list: _____________________________________________________________________ 

Food Allergies:       yes ____   no _____           _____ Received Food Allergy Action Plan 
If yes, please list: _____________________________________________________________________ 

Does your child have a doctor's order for: 
Benadryl    yes ____   no _____                          Epipen or Epipen Jr.  yes ____   no _____ 
Do you have doctor’s orders for other medications?  Please list: 
_____________________________________________________________________________ 
Does your child have: 
*Any allergic reactions to medication?           yes ____   no _____ 
If yes, please describe: __________________________________________________________________ 

*Contact allergies:    yes ____   no _____
If yes, please describe: __________________________________________________________________

*Asthma:     yes ____   no _____                                                         _____ Received Asthma Action Plan
If yes, what is the current treatment plan for your child:  _______________________________________
____________________________________________________________________________________

What causes an Asthma attack for your child?  _______________________________________________ 
____________________________________________________________________________________ 

NOTE TO PARENTS: Parents need to update this form annually or as changes occur. ALL MEDICATIONS NEED A 
DOCTOR'S SCRIPT (including over the counter medications).  Please read Parent Handbook for more information regarding 
medication distribution. 

I give permission for the above information to be posted, in clear sight, in my child's classroom and in the ECYC kitchen. I 
understand that this information will be visible to all those present throughout the day in these areas. 
 Yes ____   No _____ I     If NO, this information will be kept confidential and shared only with teachers, and administration.

Parent/Guardian Name (please print): ____________________________________________ 

Parent/Guardian Signature: _____________________________________________________  Date: _________________ 

Please type in your first and last name in the signature box below. By typing your name into the box below you attest that you are 
the legal parent/guardian of the minor named on this document and the information you entered on this document is accurate and 
true to the best of your knowledge.
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