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PATIENT NAME: 

DATE: 

Please describe typical symptoms in your own words: 


Symptoms (Circle all that apply):
Ears
Nose
Throat
Eyes
Skin
Constitution
Respiratory
Cardio
Gastro.
M/S
Other
Hearing Loss
Congestion
Hoarseness
Itching
Hives
Fatigue
Asthma
Chest Pain
Diarrhea
Muscle
Headaches









Aches
Ear Aches
Sneezing
Voice Loss
Tearing
Itching
Loss of Appetite
Cough
Murmurs
Vomiting

Depression










Muscle
Discharge
Nasal Disch.
Soreness
Redness
Irritated
Weight Loss
Wheezing
Tightness
Nausea
Pains
Anxiety


Bleeding
Bleeding
Bad Breath
Blurred
Rash
Abnormal
Excessive Mucus

Abdominal
Muscle
Mood






Weight Gain


Pain
Weakness
Swings

Blockage
Postnasal Drip
Dryness
Swelling
Infections

Chest Tightness






Fever/Chills


Bloating
Arthritis
Itchy
Itchy
Itchy
Styes


Shortness of Breath

Frequent Inf.
Loss of Smell
Frequent Inf.
Mattering


Infections
All other ROS were reviewed and were found to be negative (Filled out by Doctor): 

Are your symptoms:
Year-Round
Seasonal
If seasonal:
Worst Month: 

Best Month: 

How long have you had these problems? 

Have you taken medication(s) to help your symptoms?  YES / NO
Have they helped?  YES / NO

List all medication you have tried: 

Please list ALL medication you are taking, also list any vitamins or supplements:
DRUG
DOSE
FREQUENCY
DRUG
DOSE
FREQUENCY
Our office sends prescriptions electronically; list your preferred Pharmacy (Name & City): 

I authorize and request a summary report of this visit to be sent to:

Referring Physician: 

Address: 

Referring Physician: 

Address: 

(If your referring physician is not listed we will not send a report.)

Medication Allergies:  Do you have any drug or medication allergies?  YES / NO
If yes, list drug(s), reaction(s) they caused, and date(s) reactions occurred: 

Food Allergies:  Do you have any food allergies?  YES / NO

If yes, list food(s) that have caused problems now and/or in the past: 


Venom: Have you ever had a severe reaction to a Bee, Wasp, or Hornet sting?  YES / NO

If yes, describe the symptoms: 


Miscellaneous:  Have you ever had (Circle all that apply):

Tuberculosis
 Ulcers
  Diabetes
Glaucoma
High Blood Pressure
Urinary Retention
Cataracts


Other Diseases: 

Date of last Flu shot:___________________________________________
Do any of the following appear to be a cause of your allergy symptoms (circle all that apply)?

Animal Dander:
Cats
Dogs
Cattle
Horses
Other (specify): 

Odors:
Christmas Tree
Detergent
Soap
Hair
Paint
Tobacco
Cosmetics/
Other (specify): 





Spray
Fumes
Smoke
Perfumes
Pollen:
Trees
Grass
Weeds
Other (specify): 

Miscellaneous:
Temp. Changes
Air Conditioning
Exertion
Excitement
Tension (Anxiety)
Windy Days

Fatigue
Infections
Laughing
Dampness
Menses (Periods)
Aspirin
Work Exposure: (Fumes or Odors) Name the chemicals: 

Have you missed School or Work due to your allergies?  YES / NO
Approximately how much? 

Hospitalizations/Operations:
Date
Procedure or Reason for Hospitalization
Home Environment:
Age of Home: 

Years at this Address: 


Type of Construction (Circle all that apply):
Brick
Stone
Stucco
Wood
Prefabrication
Are Pets in the home?  YES / NO  If yes, how many?  Dogs: 
  Cats: 
  Birds: 
  Horses: 
  Other (Specify): 

Are there feather pillows?  YES / NO  If yes, please list the location: 



Is the basement wet?  YES / NO
Do you smell mildew in the house?  YES / NO
Heating Systems: (Circle ALL that apply)

Type of heating system in the house:  Coal
Gas
Oil
Electric
Other (Specify): 

Do you use furnace filters?  YES / NO

Do you have Air Conditioning?  YES / NO
If yes, which type?
Central Air
Swamp Cooler
Other (Specify): 

Do use electronic air cleaners or purifiers?  YES / NO

Miscellaneous:
Has a change in your locale affected your symptoms (i.e. new home, new job, etc.)?  YES / NO

If yes, please explain the change & symptoms: 


Does your Neighborhood contain the following (circle ALL that apply)?
Trees
Fields
Farms
Other (specify): 

Previous Allergy Studies:

Have you had skin tests done in the past?  YES / NO    Doctor: 

Date: 


Test Results: 


Did you receive Allergy Shots?  YES / NO
Health Habits:
Do you smoke Tobacco? (Circle ONE)
Current
Former
Never
If a current smoker:
How many years? 



Smoker
Smoker
Smoked
How many packs a day? 

Do others smoke in your home?  YES / NO

Family History:
Have any of your Immediate family members seen a provider at Advanced Allergy & Asthma?  YES / NO

If yes, please list the Name & Relationship to you (i.e. mom, dad, brother, etc.):


If you know of allergies in any of your relatives, please make the table below:

	Allergy Condition
	Sister(s)
	Brother(s)
	Mother
	Father
	Grandma
	Grandpa
	Uncle
	Aunt

	
	
	
	
	
	Specify: paternal/ maternal
	Specify: paternal/ maternal
	Specify: paternal/ maternal
	Specify: paternal/ maternal

	Hay Fever/Other Nasal Allergy
	
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	
	

	Eczema
	
	
	
	
	
	
	
	

	Hives
	
	
	
	
	
	
	
	


Is there a family history of any other disease(s) or condition(s)?  Please list family member’s relationship & disease/condition:
