




ALLERGY CHALLENGE RECORD
	Hospital:

	Dates

	Date of challenge:
	______ /______ /_______
	Consent to perform challenge signed: ( 

	Date booked:               ______ /______ /_______
	

	Weight, calculated adrenaline dose and baseline measurements

	Weight (kg):

	Dose of INTRAMUSCULAR adrenaline (1:1000) :

(0.01 ml/kg/dose, round up to nearest 0.1ml)


	

	Temperature:
	
	Pulse:
	
	RR:
	
	BP:
	

	Baseline:
	Urticaria:  Yes / No
	Wheeze:   Yes / No
	Cough:   Yes /No 
	Antihistamine:  Yes / No

	Clinical examination:


	Allergen

	Name of allergen being challenged:
	

	Last skin prick test (SPT) to allergen (mm):
	
	Date SPT:
	-----------/-----------/-----------

	Last RAST (specific IgE) to allergen (kUA/L):
	
	Date RAST:
	-----------/-----------/-----------

	Previous reaction to allergen:
	Yes
	(
	No (avoidance based on SPT)
	(

	Worst documented reaction to allergen

	
	IgE Anaphylaxis 
	(
	IgE Generalised allergic
	(

	
	Food protein induced enterocolitis (FPIES) 

	(
	Eczema flare 

	(

	
	Never had 

	(
	Other:
	

	Last clinical reaction to allergen:

	< 6 months 
	(
	6-12 mo ago 
	(
	12-24 mo ago 
	(
	> 24 months 
	(
	  Never had
	(

	Has child had allergen in question since booking:   Yes  /  No

	If yes, did the child react:  Yes  /  No
[IgE = Immunoglobulin E]


	Challenge procedure and reaction

	

	Dose (tsp/mL/

muffin amt)
	Time:
	Clinical Features (tick box if applicable)

	
	
	Angioedema
	Hives Welts
	Tingle Mouth
	Nausea
	Vomiting
	Diarrhoea
	Difficulty Breathing
	Tongue Swelling
	Tight Throat
	Hoarse Voice
	Stridor
	Wheeze
	Cough
	Reduced GCS or Lethargy
	Collapse /
Hypertension
	Pale/Floppy
	Other*
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*Other (state):
	Outcome of challenge: 

	Positive:
	(
	
	Negative:
	(

	Sufficient dose not reached (need to rechallenge):
	(
	
	Equivocal (unclear if reacted, 

need to rechallenge):
	(

	Time of discharge:    _________ : ________   


	Treatment of reaction:

	None:
	(
	
	Anti-histamine:
	(
	
	Steroid:
	(
	IV fluids:
	(

	Adrenaline:
	(
	
	Ventolin:
	(
	
	Oxygen:
	(
	Transferred to ED:
	(

	If adrenaline given, number of doses:

	Phone follow-up

	Yes:
	(

	Unable to contact parents:
	(

	If follow-up done, any reaction noted (specify estimated time of reaction + clinical features):
Print Name: ______                            ___________________        Designation:



Signature: ______                            ___________________           Date:
_____________________
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