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CIFAL YORK 

4700 KEELE ST. 

TORONTO ON 

CANADA  M3J 1P3 

 

 

Tech Innovators Summer Camp: Exploring the Future 

Food Allergy Information Form 

 
Camp Dates: 08/10/2026 - 08/14/2026 

Camp Location: York University, Schulich School Basement, Rm. N004, Schulich School of 
Business. 
 
Please complete this form for your child if they have any food allergies. The information 
provided will help us take necessary precautions and be prepared in case of an allergic reaction. 
 
Participant's Information: 

• Full Name: ___________________________________________ 
• Date of Birth: ___ / ___ / ____ (MM / DD / YYYY) 
• Date(s) attending the camp: ___________________________________________ 

 
Guardian Information: 

• Guardian Name: ___________________________________________ 
• Relationship to Participant: ___________________________________________ 
• Primary Phone Number: ___________________________________________ 
• Emergency Contact Phone Number (if different): 

___________________________________________ 
• Email Address: ___________________________________________ 

 
Food Allergy Information: 

• Does your child have any food allergies? 
o □ Yes 
o □ No 

• If YES, please list all food(s) your child is allergic to: 
_______________________________________________________________________
_______________________________________________________________________
___________________________________________________________________ 

• Please describe the typical reaction if your child is exposed to the allergen(s) (e.g., 
hives, swelling, difficulty breathing, digestive issues): 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_____________ 

• How severe is the allergy? 
o □ Mild 
o □ Moderate 

□ Severe (Anaphylaxis) 
 



 

• Is epinephrine (e.g., EpiPen) prescribed for your child's allergy? 
o □ Yes 
o □ No 

• If YES, will your child be bringing an epinephrine auto-injector to camp? 

o □ Yes (Please ensure it is clearly labelled with your child's name andে স provide 
instructions to the camp staff) 

o □ No 
• Please provide any specific instructions or an action plan in case of an allergic reaction (e.g., 

administer antihistamine, use EpiPen, call emergency services): 
______________________________________________________________________________
______________________________________________________________________________
____________________________ 
______________________________________________________________________________
______________________________________________________________________________
____________________________ 

• Are there any foods that your child CAN safely eat, despite other allergies (e.g., can have baked 
goods with egg, but not scrambled eggs)? 
______________________________________________________________________________
______________________________________________________________________________
____________________________ 

• Is there any other information regarding your child's food allergies that the camp staff should be 
aware of? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
________________________________________________________ 

 
Consent and Signature: 

I have provided accurate and complete information regarding my child's food allergies. I understand that 
it is my responsibility to inform the camp of any changes to this information before the start of the camp 
or during the camp session. I authorize the camp staff to take necessary actions based on the 
information provided in case of an allergic reaction. 

Guardian Signature: ________________________________ 

Printed Guardian Name: ________________________________ 

Date: ___ / ___ / ____ (MM / DD / YYYY) 

 


