
 
FOOD ALLERGY PASSPORT 

My full name is:  ____________________________ 

I like to be called: ___________________________ 

Date of birth: ______________________________ 

My doctor's name:  __________________________ 

My doctor's phone:   _________________________ 

My guardian's name: _________________________ 

My guardian's phone:  ________________________ 

Secondary contact's name: ____________________ 

Secondary contact phone:  ____________________

CALL 9-1-1

Y O U  C A N  F I N D  M Y  L I F E S A V I N G  M E D I C A T I O N  H E R E :

Epinephrine Auto injector Name: __________________________ 
Location: __________________________________________________

MY FOOD ALLERGIES 

FISH 
Yes   No

TREE NUTS 
Yes   No

SOY 
Yes   No

SESAME 
Yes   No

EGG 
Yes   No

PEANUT 
Yes   No

MILK 
Yes   No

SHELLFISH 
Yes   No

WHEAT 
Yes   No

I N  C A S E  O F  A N  E M E R G E N C Y

Disclaimer: This tool is intended for educational and/or informational purposes, to enhance communication about allergies. It is not intended to substitute in any way for medical treatment, advice, or diagnosis by a healthcare professional. No 
specific medical device, product, service, test or treatment is recommended by this tool. You should not rely on information you receive from this tool for any personal, medical, or health decision. You should consult with a qualified 
healthcare professional for specific information suited to your needs. You should never change or stop any course of treatment prescribed by your provider without first consulting him or her. In case of a health emergency, please call 911.



These are my environmental or sea

_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________

I am allergic to these foods

_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________

I am allergic to these medications

_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________



____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

I CANNOT eat or drink the following foods 

because of my food allergy:  

Here are some SAFE foods and drinks
that I enjoy eating! 

_____________________________________________ 
_____________________________________________ 
_____________________________________________ 
_____________________________________________

_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
_________________________________________________________ 

NOTES FOR CAREGIVER:  













If Epi is NOT needed based on symptoms, please give me my 

ALLERGY MEDICINE (Benadryl, Zyrtec): __________ DOSE:______

If I have asthma or breathing symptoms, also give me my 

ALBUTEROL RESCUE INHALER: __________________ 

or then HOLD

or then 




