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ABC Practice, LLC

Anywhere, USA

Phone, email, Fax

Patient’s Name________________________
Date of Birth: ________________
Your first visit with the allergist will include a detailed history of your problem, followed by a physical examination, and perhaps allergy testing.  During the history, you and the doctor will discuss:

· the chief problem which brings you to the allergist

· details of this chief problem, including its duration, specific symptoms, and pattern

· medications used for this problem, and their effect

· factors, if any, which you recognize as worsening the symptoms

· other allergy problems, past or present, in addition to the current main problem

· any non-allergy medical problems, past or present, including any current non-allergy medications

· your dietary, cigarette, and alcohol habits

· your family history of allergy and other medical problems

· details of your home and other environmental exposures

An accurate history is essential for proper diagnosis and treatment.  Please fill out this information before your visit, so that you can use your time with the doctor to your best advantage.

Part One—Health History
1.  What chief problem(s) bring you to the allergist at this time?

2. If your problem is with the nose, ears or eyes, does it include:

� sneezing

� loss of smell

� sinus infections needing antibiotic (____per year)


� watery nasal discharge
� mouth breathing
� ear infections needing antibiotic (_____per year)

� discolored discharge
� snoring

� loss of hearing

� redness of eyes



� post-nasal drip

� sinus pressure

� itching of ears

� itching of eyes



� nasal itch

� nose bleeds

� ____________
__
� swelling of eyelids


� nasal blockage

� headache

� ______________
� tearing ?

3. If your problem is with the chest, does it include: 

� coughing

� shortness of breath
� decreased exercise capacity



� wheezing you can hear
� awakening at night
� asthma attack(s) requiring emergency treatment

� wheezing heard by MD
� chest pain

� asthma attack(s) requiring overnight hospitalization



� tightness in chest
� repeated episodes of bronchitis needing antibiotics (____per year) ?

4.  If your problem is with the skin, does it include:


� hives


� dryness
� itching ?


� eczema

� redness

5.  If your problem is related to an insect sting, did you experience:


� swelling at the site of the sting only
� loss of consciousness

� hives over the entire body

� wheezing


� swelling away from the site of the sting
� fullness of throat or difficulty swallowing

� dizziness or faintness


� nausea or vomiting ?

6.  Duration and pattern:


� symptoms have been present for _____ weeks / months / years



� spring
              � fall

� year round at constant level


� summer
� winter
              � year round but worse during season(s) checked

7. Severity:


� mild

� interfere with sleep


� moderate
� interfere with physical exertion


� severe
              � interfere with school or work

8.  Please list all prescription and non-prescription medications (including inhalers, nose sprays, eye drops, and lotions) that have been used to treat these symptoms:


�_________________  was it effective? ___________any side effects?_____________


�_________________  was it effective? ___________any side effects?_____________


�_________________  was it effective? ___________any side effects?_____________


�_________________  was it effective? ___________any side effects?_____________

�_________________  was it effective? ___________any side effects?_____________


� previous allergy testing?________ when?_______      � previous allergy injections?______ when?_________

9.  Please mark those exposures that you know make you feel worse:

� exposure to house dust

� change in barometric pressure
� work



� cleaning house


� change in temperature

� home







� humidity


� school

� exposure to basements

� wind



� other location___________


� moldy smells


� cold air





� raking leaves


� heat



� cigarette smoke


� playing in leaves

� rain



� strong odors


� exposure to compost





� perfumes





� night time


� air pollution


� cats



� morning


� chlorinated pool


� dogs



� meals






� horses



� recumbency


� alcohol

� birds



� menstrual cycle

� foods__________________

� other animals___________





_________________





� physical exertion





� cut grass


� exercise


�_______________________



� plants



� emotional stress

�_______________________



� gardening


� laughter


�_______________________


10.  In addition to the main problem(s) discussed above, have you had other allergy symptoms at any time?


� infancy or early childhood____________________________________________________


� food allergies


       
food _____________________
how did you react ?______________________________


food _____________________
how did you react ?______________________________



food _____________________
how did you react ?______________________________



food _____________________
how did you react ?______________________________


� medication allergies



penicillin?_________________
how did you react ?______________________________



aspirin, Advil, etc. ___________
how did you react ?______________________________



other_____________________ 
how did you react ?______________________________



other_____________________ 
how did you react ?______________________________



other_____________________ 
how did you react ?______________________________


� allergy to dye injected for X-ray __________________________________________________


� allergy to latex or rubber ________________________________________________________
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� hives ________________________________________________________________________


� impressive swelling of lips, tongue, or throat ________________________________________

� nasal drip or blockage __________________________________________________________


� snoring, mouth breathing or sleep apnea ____________________________________________

� asthma, wheezing or shortness of breath_____________________________________________

� repeated ear infections requiring antibiotic   ( ____ per year)


� repeated sinus infections requiring antibiotic ( ____ per year)


� repeated throat infections requiring antibiotic ( ____ per year)


� repeated bronchial infections requiring antibiotic ( ____ per year)

� insect sting allergy more than large swelling at site of sting ______________________________

� eczema


� poison ivy or other contact allergy

11.  Please list any non-allergy medical problems that you now have, and the medicines
 being used to treat them. Please include eye drops, vitamins, supplements and over
 the counter medications you may take.


� high blood pressure
medication  _____________________________________________________


� heart disease

medication  _____________________________________________________


� elevated cholesterol
medication  _____________________________________________________

� ulcers


medication  _____________________________________________________


� heartburn or reflux
medication  _____________________________________________________


� thyroid disease

medication  _____________________________________________________


� prostate or urinary
medication  _____________________________________________________


� glaucoma

medication  _____________________________________________________


� depression

medication  _____________________________________________________

� _______________
medication  _____________________________________________________


� ________________
medication  _____________________________________________________


� ________________
medication  _____________________________________________________


� ________________
medication  _____________________________________________________

12.  Please list any previous medical problems, including hospitalizations and
 surgery:


�___________________________________________________________________________________


�___________________________________________________________________________________

�___________________________________________________________________________________

�___________________________________________________________________________________
13.  If you are a woman, are you


� taking birth control pills?

� pregnant?


� planning to become pregnant?    if so, when __________


� breast feeding?

14.  Have you had recent X-rays?


� chest


approximate date_________
result_________________


� sinus x-ray

approximate date_________
result_________________


� sinus CAT scan
approximate date_________
result_________________

15.  Please describe your social habits:


� cigarettes _______pack  per day

� former smoker, quit ___________


� alcohol _____drinks per ______

� former drinker, stopped_________


� coffee ______cups per day


� “recreational” drugs__________________


� dietary habits__________________
� intake of milk and milk products__________________


� travel out of US ___________________________________________________________________


� are you under any unusual emotional stress due to home, family or work?________________________

     ________________________________________________________________________________

16.  Please list allergies and major non-allergic illnesses in family members:


� patient’s father ___________________________________________________________________


� patient’s mother __________________________________________________________________


� patient’s brother(s)________________________________________________________________


� patient’s sisters(s) _________________________________________________________________


� patient’s children __________________________________________________________________


� patient’s grandparents ______________________________________________________________

� patient’s cousins, aunts, uncles _______________________________________________________
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Type of home




Type of area
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� private house





� residential

� condominium





� wooded

� apartment in apt. building



� farmland






� apartment in house




� urban

� dormitory





� near lake or pond








� near highway or factory
 Basement





Humidification
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� finished





� none


� unfinished





� de-humidifier


� none






� room humidifier


� damp and musty




� central humidifier
� dirt cellar
Heating





Supplementary Heating
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� baseboard hot water




� none

� radiator hot water




� wood stove 


� forced hot air





� kerosene heater


� electric baseboard




� fireplace


� wood stove

Cooling





Air cleaners
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� none






� none

� room air conditioning, including patient’s room

� central

� room air conditioning, not in patient’s room

� room air cleaner, “HEPA”

� central air conditioning




� room air cleaner, not “HEPA”

� whole-house attic fan

� window fans

Stove
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� electric

� gas, with pilot light

� gas, without pilot light
Bedroom floor
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� wall-to-wall carpet over plywood sub-floor

� hardwood floor with small area rug


� wall-to-wall carpet over hardwood floor


� tile

� hardwood floor




� linoleum





� hardwood floor with large area rug

Bed






Mattress
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� standard bed





� standard innerspring

� water bed





� foam 

� padded water bed




� futon

� bunk bed, patient on top




� waterbed

� bunk bed, patient on bottom



� horsehair

� canopy bed





� encased in dust-proof cover


� crib






� crib mattress

Pillow





Blankets
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� dacron / polyester




� synthetic







� down / feathers





� cotton

� foam 






� electric

� encased in dust-proof cover



� wool

� none






� down / feathers









� comforter

Other items in bedroom



Bedroom shared
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� none






� no
� few stuffed toys




� with one sibling

� many stuffed toys




� with two or more siblings

� upholstered chair 




� with spouse

� wall hangings





� with significant other

� curtains


� pennants



� plants

Cats
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� none


� run of house


� present for 1 year

� one


� sleep on patient’s bed

� present for 2 years

� two


� kept out of patient’s bedroom
� present for 3 years

� three


� outside in warm weather
� present for 4 years

� four or more

� outside only


� present for 5 or more years
Dogs
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� none


� run of house


� present for 1 year

� one


� sleep on patient’s bed

� present for 2 years

� two


� kept out of patient’s bedroom
� present for 3 years

� three


� outside in warm weather
� present for 4 years

� four or more

� outside only


� present for 5 or more years

Other animals










58


� none


� rabbit


� gerbil


� cattle



� bird


� guinea pig

� mouse

� ____________

� horse


� hamster

� ferret


� ____________
Pests


� cockroaches

� ladybugs

� mice
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Secondary cigarette exposure


Hobbies
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� none






� gardening

� father






� woodworking

� father, but not indoors




� exercise

� mother





� sports

� mother, but not indoors




� music

� both parents





� dance
� spouse or significant other



� _____________


� work






� _____________

Chemical exposures



Occupation
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� none





� homemaker

� executive

� insecticides




� student

� business owner

� fabric softeners



� office worker

� child

� NCR paper




� factory worker

� __________________

� photocopiers




� teacher

� ___________







