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Food allergy/ Food intolerance questionnaire 
 
 

Date of presentation:    Pediatrician:  
Name of the child:                                                               Date of birth:  

Parent's phone number:   Email:  

 
Are you coming to us : 
□ due to a known food -allergy/-intolerance ?       
□ due to a suspected food -allergy / -intolerance ? 
□ to carry out a food challenge test ?   
□ for allergy diet advice ?      
□ to plan oral immunotherapy (desensitation therapy) for a food allergy ?                 

 
In case of suspected food - allergy / -intolerance : 
1. What symptoms does your child have? 
 
 

    
2. What reactions occurred after eating a certain food ? (multiple answers) 
     (what was eaten, how did the reaction look like, any skin reaction, reaction within 4 hours / after 4 hours, which treatment was given) 

 
 

 
3. When did these reactions happened (date) ? (multiple answers) 
 
 

 
4. Was there a certain food avoidance recommended ?                     □ yes □ no 
    If yes, which one ? 
    Did the symptoms improve with food avoidance ?                    □ yes □ no  
    Which substitute products do you use now ? 

 
5. What emergency medication do you carry with you so far? 

Which Adrenaline Pen ? 
Have you also been trained in its use?                        □ yes □ no 
Is there a written therapy plan in case of an emergency?                    □ yes □ no 

 
6. What tests have been carried out so far? 

□ Blood test                                           □ Prick/skin test                                  □ Neither of these 
If yes, when and where?  
Are the results available today ?                                                □ yes □ no 
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7. Please tick the foods that your child tolerates, avoids or has never eaten before 
food currently tolerated avoided not yet introduced 

(no known contact) 
Peanut1    
Hazelnut1    
Cashew1    
Pistachio1    
Walnut1    
Pecan nut1    
Almond1    
Chicken egg, raw1    
Chicken egg, baked1    
Milk, raw1    
Milk, baked1    
Wheat    
Spelt/Dinkel    
all types of bread    
Fish    
meat    
Shrimps, crabs    
Seeds5    
sesame seeds    
Pine nuts    
Soya6    
Lupin    
Lentil    
Pea / chickpea    
Beans    
Apple, raw    
Carrot, raw    
Banana    

 

1 e.g. in: muesli, biscuits, sweets, puree, bars, student food, ice cream 
2 (including duck egg, quail egg etc.): as fried egg, scrambled egg, boiled egg 
3 (including sheep's milk, goat's milk, etc.): as fresh milk, UHT milk, cheese, yoghurt, butter 
4 180°C for at least 20 min 
5 Sunflower seeds, pumpkin seeds, poppy seeds 
6 soya sauce, soya drink, tofu, soya sprouts 
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8. Was your child bottle-fed in the first few days of life (and later breast-fed)?                     □ yes □ no                             
 

9. Are there any stomach or intestinal/bowel complaints?                                                                    □ no 
If yes : 

      □ Poor thriving                        □ Chronic diarrhoea 
      □ Repeated vomiting           □ Frequent burping, sour mouth odour 
      □ constipation   
      What other topics related to the stomach und intestinal tract would you like to discuss? 
 

 
10.   Does or did your child have 
     □ bronchitis more than 4 times/year      
     □ Bronchitis with wheezing more than 4 times/year 
     □ Coughing and/or wheezing during exercise 
     □ Often have a dry cough at night 
     □ Use antibiotics more than twice a year 
     □ Runny nose and/or reddening of the eyes 
                □ in spring       □ in summer         □ all year round 
     □ Sneezing attacks, constantly obstructed nasal breathing, snoring  
     □ Problems with which animals:  
     What other topics related to the airways would you like to discuss? 
 

 
11.  Does or did your child have 
       □  Cradle cap  
       □ Dry skin 
       □ Dry and frequently reddened skin with itching 
       □ Neurodermatitis (atopic dermatitis) 
       □ What medication/ ointments do you use?  
       What other topics about your child's skin would you like to discuss? 
 

 
 
 

Thank you very much for your help! 


