Patient Name Date of Birth

WHAT IS YOUR ALLERGY PROBLEM? DHJLy fever oSinus infection oAsthma oHives oEczema
oFood allergy olnsect allergy oMedication allergy oOther:

Have you ever seen an allergist? oNo oYes. If yes, when? Testing done? oNo OYes.
If tested, what tests were positive?

HAY FEVER/UPPER RESPIRATORY/SINUS PROBLEMS:

NOSE: cNasal congestion oRunny nose OSneezing oSniffling oLoss of smell/taste oNasal itching
oSnoring oMouth breathing oPost nasal drainage

THROAT: oSore throat oltching of throat oPost nasal drainage oTickling in throat
EYES: oRedness oltching oWatering oSwelling oPuffiness

EARS: oPopping oFullness oltching olnfection| oPain

SINUS: olnfection? oHow frequent? time
Seasonal? oNo oYes Ifyes, when?J F M A

per year.
JIJASOND

When did your symptoms begin? oChildhood (age: ) oAdult onset (age: )

During which times of the year do your symptoms mostly occur:
OPersistent (year round) oRandom (no pattern) oSeasonal: oWinter oSpring oSummer oFall

Which months of the year are the symptoms present? JF M AMJJASOND

What time of day do your symptoms occur: oMorning oAfternoon DEvening oAfter going to bed

What do you think may be exacerbating you s

OUTDOORS INDOORS OTHER

0 Mowing lawn o Dusting/vacuuming o Perfume

0 Walking/running o Bedroom environment o Smoke

o Exercising 0 Bathroom ¢nvironment 0 Hair/Chemical sprays
O During/after rain o Basement/Attic 0 Smog/Auto exhaust
o Changes in humidity/weather o Cats/Dogs/Other animals o Work exposure to:

g Other: o Other: o Other:

How have your s toms been treated in the past?
oAntihistamines. Names?

oHelped oDid not help.
Any adverse effects? oNo oYes. If yes, what?

oONasal sprays oNon-prescription. Names?

oPrescription. Names?

oOHelped oDid not help.
Any adverse effects? oNo oYes. If yes, what?

Have van micced anv echanl ar wark dave hecatiee af vaur nacal nroahleme in the nact J veare?




oNo oYes. If yes, how much? Explain.
ASTHMA/BRONCHITIS

Have you had a diagnosis of asthma? oNo oOYes.
If yes, when did your symptoms begin? oChildhood (age: ) oAdult onset (age: )

What symptoms have you experienced? OChest congestion OChest tightness oShortness of breath
oCoughing oWheezing

During which times of the year do your symptoms mostly occur:
oPersistent (year round) oRandom (no pattern) oSeasonal: oWinter oSpring oSummer oFall

‘Which months of the year are the symptoms present? J F M AMIJJASOND

What time of day do your symptoms occur: oMbrning TDAfternoon DEvening oAfter going to bed

What do you think may be exacerbatin toms?

OUTDOORS INDOORS OTHER

o Mowing lawn o Dusting/va¢uuming o Perfume/Smoke

o Walking/running 0 Bedroom environment 0 Hair/Chemical sprays
o During/after rain 0 Basement/Attic o0 Smog/Auto exhaust
0 Changes in humidity/weather o Cats/Dogs/Other animals o0 Work exposure to:

o Other: o Other: o Other:

Does emotional stress seem to aggravate your asthma? oNo oYes. If yes, explain:

Have you been hospitalized for your asthma? oNo oYes.
If yes, how many times? . When was the last time?

Have you been to urgent care and/or emergency department for your asthma?
oNo oYes. If yes, how many times in the past 3 ﬂears?

Have you been on medications for treatment of asthma? oNo oYes. If yes, which ones from the following:

Oral Before Curren Rescue Inhaler | Before Curren Daily Inhaler Before Current
t t

Singulair o m] Albuterol ] n] Advair o m]

Prednisone o ] ProAir u] o Dulera ] o

Theophylline u] o Ventolin o u] Symbicort o D
Proventil o n] Asmanax o m]
Levoalbuterol u] u] Flovent o u]
Xopenex o 0 Pulmicort n] m]

Other: Qvar a m]

Do you have a peak flow meter? oNo oYes. If yes, what is the range of your readings?

Have you missed any school or work days because of your breathing problems in the past 2 years?
oNo oYes. If yes, how much? Explain.




ALLERGY IMMUNOTHERAPY:

Have you ever been on allergy shots? oNo oYeg

Any severe reaction to allergy shots? oNo OYes
OTHER ALLERGIC CONDITIONS:

Do you have any known drug allergies? oNo oYes

. If yes, dates:
If yes, describe:

. Did they help? oNo oYes.

If yes, explain:

Do you have any known food allergies? oNo oYes

If yes, explain:

Do you have any contact allergies? oNo oYes. If'y

es, explain:

Do you have any stinging insect allergies? oNo oOY]

es. If yes, explain:

Have you ever had any hives? oNo oYes. If yes, €]

xplain:

Have you ever had eczema? oNo oYes. If yes, explain:

ENVIRONMENTAL SURVEY:
Where do you live? oApartment oHouse oTownl)

How old is it?
Is it air-conditioned? oNo oYes. If yes, 0Central
What type of heating do you have? oGas nOHeat §

years old. How long have y¢

u lived there?

bump CORadiator oWood stove OOther:

touse

months / years

air-conditioning oWindow units.

Do you have a humidifier? oNo oYes. Ifyes, is it: oCentral oSeparate units

Does the house have a basement? oNo oYes. If
Living room floors: oHardwood oCarpet
Family room floors: cHardwood oCarpet

Bedroom floors: oHardwood oCarpet

yes, is it: OFinished oUnfinished oDry oDamp oFlood

Do you have any encasings for: oPillows oBox spring oMattress

PETS:
Do you have pets? oNo oYes.
If yes, o Cat oDog o
How many do you have?

Bird oGerbil oHamster aOther:

Are the pet(s): oMostly outdoors oMostly indoors,
DAllowed to sleep on bed

oNot allowed in bedroom oAllowed in bedroom




PERSONAL INFROMATION
Marital status: oSingle oMarried

Current occupation:

Smoking history: oNever oBefore oNow. How much? packs per day. For how long?

Drug use? oNo oYes. If yes, which ones and ho

Does anyone else in the house smoke? oNo oYe
% much?

Alcohol use? oNo oYes. If yes, how much?

Are you under any significant personal or work related stress?

Do you exercise regularly?

FAMILY HISTORY OF ALLERGY:
Is there a family history of allergy? oNo oYes. If yes, who has it:

What do they have? oHay fever oSinus problems oAsthma oEczema oFood allergy oDrug allergy
olnsect allergy oOther:

WHAT OTHER MEDICAL PROBLEMS DO YOU HAVE?

PAST SURGERIES:

CURRENT MEDICATIONS:




