Good Shepherd Center
603 Greenwood Drive
Iowa City, IA 52246

Allergy Statement


Child’s Name __________________________________________________________
Parent Name___________________________________________________________


Parent Signature ________________________________________________________
                            (for permission to release information)


Nature of allergry_________________________________________________________
_______________________________________________________________________


Foods Child is Allergic to                                                  Substitute Foods

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does this child have a lactose intolerance that requires a dairy replacement/supplement?
_______________________________________________________________________


Date for a re-check or re-evaluation __________________________________________


Health Care Provider ______________________________________________________
Address ________________________________________________________________
_______________________________________________________________________
Phone__________________________________________________________________



_________________________________              ______________________________
Signature of Health Care Provider				    Date
