
 
DEPARTMENT OF THE AIR FORCE 

AIR FORCE RECRUITING SERVICE (AETC) 

 
 
MEMORANDUN FOR LAUGHLIN AFB CHILD AND YOUTH PROGRAMS 
 
FROM: Pediatric Clinic 
47th MDOS/SGOBP 
Laughlin AFB, TX 78843 
 
SUBJECT: Allergy Identification for ________________________________________ 
Name of Child 
 
1. IAW AFI 34-144, Para 8.1.5.1. Food items may be substituted for a child or youth’s 

medical condition with written permission by the child’s health care provider. 
Concurrence must be received from the program’s medical advisor. Substitutions 
have to meet the Child and Youth Care Food Programs guidelines. 
 
a) Please note that the above-mentioned child has been identified as being allergic           

or who are otherwise intolerant to the following substances/foods: 
_______________________________________________________________ 
_______________________________________________________________ 

_______________________________________________________________ 
 

b) IAW AFI 34-144 Para 8.2.1. Have parents provide a list of food substitutions. 
Children/youth who have been identified with a food allergy or who are otherwise 
intolerant to specific foods must be offered nutritional equivalent substitutes. 
Recommended nutritionally equivalent food substitutions for the above food items 
are listed below: 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 

c) IAW AFI 34-144 Para 8.2.3. Have parents provide an emergency action plan. 
An exposure response plan must be provided by the child/youth’s medical provider. 
Please attached the exposure response plan to the above-identified allergies or 
otherwise intolerance to specific foods. If child is exposed who we should contact, 
what reaction is expected if the child is exposed and what should the staff do when 
the child is exposed. 

 
 
Regards, 
 
__________________________________                                  ____________________ 
Stamped/Signed by medical provider                                            Date 
 
 
Attachment: 
Exposure response plan 


