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Dietary, Food Sensitivity & Food Allergy Questionnaire 
Please complete this form and email or print/fax it back to your Course Advisor by the due date. 

Student Name: Course #:

1. Please check any of the food allergies/dietary restrictions below that apply to you:
  Vegan  Other (Please explain) 
  Kosher 
  Nut free 

Lactose Intolerance 
Gluten Intolerance (Gluten Free) 
Wheat Intolerance (Wheat Free) 
Vegetarian   No Seafood 

2. Please briefly describe your dietary needs/allergies and specifically identify their cause(s) (i.e. diabetes, allergies,
personal choice).

4.

Food Reaction if eaten Reaction if exposed to residue

3.

We understand that you have a special dietary requirement or food allergy.  Please answer the following questions 
so that we can prepare and provide a healthy, safe menu for you during your Outward Bound course.  In some 
cases, we may ask you to bring your own food supplements.  If this is the case, your Course Advisor will contact 
you to discuss exactly what you'll need to bring. 

Please note:  This form is not intended to document food preferences.  

If your dietary restriction is an allergy, please indicate in which cases you are likely to have an allergic reaction:

You ingest the food?  

You touch the food?  

The food is in close proximity? (If yes, please

describe your reaction in detail here.)

Please list and further explain your dietary restriction(s) by filling out the table below.



 Yes /   No 

8.

9.

Do you use any medications to treat the reaction or symptoms?   Yes /      No       If yes, please describe 
and list the medications.

What do you use as a food substitute?  Please include specific brand name(s) when applicable.

Are you willing to bring your own food supplements?      Yes /      No 

Who filled out this questionnaire?   Applicant     Parent/Guardian        Other ___________________

_______________________________________________________________________________________________ 
Participant Signature                   Date 

_______________________________________________________________________________________________  
Parent/Guardian Signature  (If 21 years old or under)   Date        

7.

6.

5.

Do you require a specialized schedule for meals and snacks?          If yes, please describe.

When did you last have a reaction?  Why did it occur?  What was the outcome (discomfort, vomiting, 
E.R. visit, hospitalization)?  

10.
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