
BROOKLAKE 
CHILDCARE & LEARNING

Food Allergy/Intolerance Statement 

Name of Child:____________________________________ Birth Date: __________ 

Name of Parent/Guardian: __________________________ Date: _______________ 

Health Care Practitioner:_______________________________________________ 

Signature of Practitioner:__________________________ Date:________________ 

Mailing Address: _________________________________ Phone: _______________

Food: Allergy or Intolerance: Appropriate Substitute:


