
 

 

Allergy/Food Exemption Medical Statement Needed 

 

 

  

 Child’s Name_________________________________ 

 

Date of Birth    

     

  

Length of time for food exemption                 

    

Allergy:               Reaction:            

    

  Foods to avoid          Substitute foods  

                ______________________________________  

________________________________________            ______________________________________ 

 

  

  

Parent’s Signature:       

           Date        

 Doctor’s Signature:       

           Date    

  

  

 


