DATE: ___________________		PATIENT RECORD #:________________
NEW PATIENT REGISTRATION
Allergy and Asthma Center
Anita N. Wasan
6824 Elm Street, Suite 120
McLean, VA 22101
 (703) 992-7065
PATIENT INFORMATION
PATIENT NAME: _______________________________________	      DOB: ______________________________________
RESPONSIBLE PARTY EMAIL: ___________________________________________________________________________
SEX:	M________	F________              PATIENT MARITAL STATUS: _________________________________________
RESPONSIBLE PARTY (IF MINOR):________________________    RELATION: ____________________________________
STREET ADDRESS: ___________________________________________________________________________________
CITY: __________________________          STATE: ___________________	 ZIP: _____________________
HOME PHONE #:______________________WORK #:____________________CELL #:_____________________
EMERGENCY CONTACT NAME: ________________________________RELATION:________________________________
EMERGENCY CONTACT PHONE #:_______________________________________________________________________
PRIMARY CARE PROVIDER: ____________________________________________________________________________
PHARMACY NAME: __________________________________       PHARMACY NUMBER: __________________________
PHARMACY CITY/STATE: ______________________________________________________________________________
REASON FOR VISIT: __________________________________________________________________________________
INSURANCE INFORMATION
NAME OF INSURANCE COMPANY: ______________________________________________________________
ID #:______________________________________	       GROUP #:_____________________________________
REFERRAL REQUIRED? : YES ______NO _______  REFERRING PHYSICIAN: _______________________________
WHO IS THE SUBSCRIBER OF THE INSURANCE? : ___________________        RELATION: ___________________
SUBSCRIBER SS#: ___________________________        SUBSCRIBER DOB: ______________________________
MEDICAL INFORMATION:
ARE YOU TAKING A BETA BLOCKER:	YES: _________		NO: __________
IF SKIN TESTING, HAVE YOU HAD AN ANTIHISTIMINE WITHIN THE PAST 5 DAYS?       YES: ______	       NO: ______


ARE YOU ALLERGIC TO ANY MEDICATIONS/LATEX? (Please list): 
1)   _________________________________                              3) ________________________________________
2)  __________________________________                             4) ________________________________________
LIST ANY MEDICATIONS TAKING TO INCLUDE “OVER-THE-COUNTER” MEDICATIONS (To include dosage/frequency):
1) __________________________________                              3) ________________________________________
2) __________________________________                              4) ________________________________________
DO YOU HAVE ANY MEDICAL CONDITIONS (Please list): __________________________________________________________________________________________________
HAVE YOU EVER BEEN HOSPITALIZED/HAD ER VISITS/ANY SURGERIES? (Please list): __________________________________________________________________________________________________
LIST ALL MEDICAL CONDITIONS THAT EXIST IN YOUR FAMILY: __________________________________________________________________________________________________
[bookmark: _GoBack]__________________________________________________________________________________________________
TYPE OF HOUSING (i.e. SINGLE FAMILY HOME, TOWNHOME, CONDO, APT): ____________________________________
HOW OLD IS YOUR HOME: ___________________   HOW OLD IS YOUR CARPET (IF APPLICABLE): ___________________
ANY MOLD OR WATER DAMAGE IN THE HOME:           YES: ____________________         NO: _______________________
DO YOU LIVE WITH ANY PETS? (If yes, please list how many and what type): __________________________________________________________________________________________________
DO YOU SMOKE? HAVE YOU EVER SMOKED? ARE YOU EXPOSED TO SMOKE? (INCLUDE E-CIGARETTES, HOOKAH, MARIJUANA): ____________________________________________________________________________________________________________________________________________________________________________________________________
DO YOU DRINK ALCOHOL?     YES__________     (If yes how often) ____________________________     NO____________
ANY INDOOR PLANTS? WHERE AND HOW MANY:
____________________________________________________________________________________________________________________________________________________________________________________________________DO YOU SNORE? ANY NIGHTLY AWAKENINGS? MOUTH BREATHING AT NIGHT? ____________________________________________________________________________________________________________________________________________________________________________________________________

HOW OFTEN DO YOU CHANGE YOUR SHEETS AND PILLOWCASES? HOW OLD IS YOUR MATTRESS? :
____________________________________________________________________________________________________________________________________________________________________________________________________
CIRCLE ANY SYMPTOMS THAT PERTAIN TO YOU:
Headaches                                   Nasal Congestion                                Food sensitivities                             Lymph Node Swelling
Vision loss/changes                  Trouble falling asleep                          Nerve pain/tingling                         Breast lumps/masses
Hearing loss/changes              Trouble staying asleep                        Arthritis/joint pain                                   Constipation 
Sinus Pressure                                  Snoring                                                  Rash/Eczema                                        Diarrhea
Post Nasal drip                           Mouth breathing                                             Hives                                              Bloating/gas          
Cough                                          Heart palpitations                       Difficulty in moving extremities                  Abdominal pain
Chest pain                                      Hair loss                                                       Swelling                                      Nausea/Vomiting
Shortness of breath                     Neck pain                                       Difficulty in urination                       Menstrual irregularities      
Cold/heat intolerance            Thyroid problems                                frequent illnesses                                    Food allergies










