Allergy, Asthma & Immunology Associates

Patient: ________________________________________________  Date of Birth: ___________________

Primary Doctor (PCP): ______________________________________ Referred by PCP?  Y / N
Referred by other physician? __________________________________Phone#______________________

Pharmacy Name: ______________________ Location: _________________________________________

Office Visit

1. What brings you in today?


2. How long have you had these problems?


3. Which time of the year is the worst?       Spring      Fall      Summer      Winter

Allergy History

1. When did your allergies begin?


2. Have you ever been tested?       Y   /   N

3. What type of test?      Blood   /   Scratch         When?


From where can we obtain results?


4. What are your allergies triggered by? 

__Pollens   
__Cats
__Dogs             __Weather Changes

__Dust       
__Scents 
__ Mold             __Other 

5. Have you ever been on allergy shots?       Y   /   N        If so, when?
   

How long? _____________   Was shot therapy helpful?       Y   /   N

Sinus History

1. Do you have frequent sinus infections?       Y   /   N

2. How many infections in the last year?  ______Please list which antibiotic was most helpful and date the last antibiotic was taken 


3. Is one round of antibiotics sufficient?       Y   /   N

4. Have you been told you have nasal/sinus polyps?       Y   /   N

5. Have you had any sinus CTs recently?       Y   /   N

When_______________________     Where


Have you had any sinus surgeries?       Y   /   N     When?


Asthma History

1. Have you ever been diagnosed with asthma?       Y   /   N

2. How old were you when your asthma began?


3. Have you gone to the emergency room or had an urgent doctor’s visit because of

                    your asthma?   Y   /   N      How many times in the past 12 months? _______

Severity of Symptoms:  Please (√) rate  of symptoms when they are active 

	Symptom
	None
	Mild
	Moderate
	Severe
	Very Severe

	Itchy/watery eyes
	
	
	
	
	

	
	
	
	
	
	

	Ear pain/pressure
	
	
	
	
	

	Ear infections
	
	
	
	
	

	Dizziness/lightheaded
	
	
	
	
	

	
	
	
	
	
	

	Nasal congestion
	
	
	
	
	

	Runny nose
	
	
	
	
	

	Sneezing
	
	
	
	
	

	Blocked nose
	
	
	
	
	

	Loss of sense of smell
	
	
	
	
	

	Nose bleeds
	
	
	
	
	

	
	
	
	
	
	

	Sinus pressure/pain
	
	
	
	
	

	Sinus infections
	
	
	
	
	

	
	
	
	
	
	

	Hoarseness
	
	
	
	
	

	Throat drainage
	
	
	
	
	

	Throat clearing
	
	
	
	
	

	
	
	
	
	
	

	Croup
	
	
	
	
	

	Shortness of breath (SOB)
	
	
	
	
	

	SOB with exercise
	
	
	
	
	

	SOB at night
	
	
	
	
	

	Cough
	
	
	
	
	

	Chest infections
	
	
	
	
	

	Wheezing
	
	
	
	
	

	
	
	
	
	
	

	Eczema
	
	
	
	
	

	Itching (skin)
	
	
	
	
	

	Swelling (skin)
	
	
	
	
	

	
	
	
	
	
	

	Heartburn, indigestion, reflux
	
	
	
	
	

	


General History

1. Have you received a pneumonia vaccination?       Y   /   N   If yes, when?


2. Do you get a flu shot every year?       Y   /   N

3. Are your immunizations up to date?       Y   /   N

4. How many steroid injections and/or oral steroids, such as Prednisone or Medrol  dose pack(s), have you taken in the past year?  _____________

Current Meds

List all your current medications (Include over-the-counter medications, eye drops, nose sprays, multi-vitamins, herbal supplements, hormones, high blood pressure meds, etc.)

	Med
	Strength
	Use
	Last taken

	i.e. Allegra 
	180mg
	Once a day
	7 days ago

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Allergic Reactions

1. Do you have any known allergic reactions?       Y   /   N

2. Are you allergic to Latex or Rubber?       Y   /   N

3. Have you ever had an allergic reaction from a stinging insect such as a fire ant, wasp, bee, etc.?       Y   /   N        Was the reaction local or systemic?_________________________

4. Are you allergic to any medications or foods?       Y   /   N

5. If so, list including type of reaction (rash, swelling, wheezing, shortness of breath, etc.)

	Med/Food
	Reaction
	When?

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medications Tried Past or Present and Results

	Class
	Medication
	Effective
	Not Effective
	+

Side Effects
	Limited

Benefits

	Antibiotics
	Amoxicillin
	
	
	
	

	
	Augmentin
	
	
	
	

	
	Avelox
	
	
	
	

	
	Bactrim
	
	
	
	

	
	Ceftin/Cefzil
	
	
	
	

	
	Cipro
	
	
	
	

	
	Levaquin
	
	
	
	

	 
	Omnicef (Cefdinir)
	
	
	
	

	
	Zithromax (Z-Pack)
	
	
	
	

	
	Other
	
	
	
	

	
	 
	
	
	
	

	Antihistamines
	Allegra/ Fexofenadine
	
	
	
	

	
	Astelin
	
	
	
	

	(Nasal Spray)
	Atarax/Hydroxyzine
	
	
	
	

	
	Benadryl
	
	
	
	

	
	Claritin
	
	
	
	

	
	Clarinex
	
	
	
	

	
	Patanase
	
	
	
	

	(Nasal Spray)
	Xyzal
	
	
	
	

	
	Zyrtec
	
	
	
	

	
	
	
	
	
	

	Leukotriene 
	Singulair 
	
	
	
	

	
	
	
	
	
	

	Steroid Nasal Spray
	Flonase/ Fluticasone
	
	
	
	

	
	Nasacort
	
	
	
	

	
	Nasarel
	
	
	
	

	
	Nasonex
	
	
	
	

	
	Omnaris
	
	
	
	

	
	Rhinocort
	
	
	
	

	
	Veramyst
	
	
	
	

	
	
	
	
	
	

	Rescue Inhalers
	Albuterol 
	
	
	
	

	
	Atrovent
	
	
	
	

	
	Xopenex
	
	
	
	

	
	
	
	
	
	

	Asthma Controller
	Alvesco
	
	
	
	

	
	Advair
	
	
	
	

	
	Flovent
	
	
	
	

	
	Foradil
	
	
	
	

	
	Qvar
	
	
	
	

	
	Pulmicort
	
	
	
	

	
	Symbicort
	
	
	
	

	
	Atrovent
	
	
	
	

	
	Other
	
	
	
	


Past Medical History     (Please √)

ADULT



PEDIATRIC

___Diabetes



__Eczema


___Thyroid Disease


__Food Allergies


___High Cholesterol


__Recurring ear infection or tubes placed


___High Blood Pressure


__Respiratory Syncytial Virus (RSV)


___Frequent Respiratory Infections



___History of Pneumonia - When? _______


Other medical conditions: 

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Surgical History   (please list surgery and approximate date)
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Family History

-Please list relative(s) and condition(s) ( please limit to allergy, asthma, eczema, immune deficiency, etc.)     

•


•


•

Social History  (Adult)

1. Occupation
 

2. Marital status:
Single   
Married   
Widow/er

3. Do you have children at home?       Y   /   N       If yes, how many?


4. Do you smoke?  
Current____     Past_____     Never_____

5. How long did/have you smoked? _________   How many packs a day


6. If you quit smoking, what year did you quit? _________

7. Are you exposed to second hand smoke?       Y   /   N

8. Do you drink alcohol?       Y   /   N

9. Do you/have you use/used recreational drugs?       Y   /   N

10. Do/have you use/used IV drugs?       Y   /   N

11. Do you have HIV risk factors?       Y   /   N

12. What is your ethnic background? ____________________

Social History  (Pediatric)

1. Grade in School? ___________

2. # of Siblings at home? ___________

3. Is he/she exposed to second hand smoke? ___________

4. What is the patients ethnic Background? ___________

5. Does he/she attend daycare? ___________

6. Are there any disputes/divorce situations that make our child’s care more difficult?  If so Please describe __________________________________

Female Patients

1. Last menstrual period?  __ __/__ __/__ __                  

2. Is there any chance you may be pregnant?       Y   /   N

Environmental History

1. Do you have any pets?       Y   /   N

         What type?  Cats_____   
Dogs_____   
Other _____

2. Are they:      Inside_____ 
Outside_____  
Both_____

3. Do they sleep in your bedroom?       Y   /   N

4. How old is your home? _______________

5. What type of flooring is in your living room/bedroom? 

Wood          Linoleum          Carpet          Tile          Other

6. Has there been any water damage to your home?       Y   /   N 

7. Was it repaired?       Y   /   N 

Review of Systems:  (please check all that apply)

__Fever


__Cough

__Sinus Pain

__Sinus Infections

__Weight Loss

__Short of Breath

__Ear Problems

__Allergic Reactions

__Weight Gain

__Chest Pain

__Sore Throat

__Itching

__Anxiety

__Wheezing

__Sneezing

__Rash

__Fatigue

__Drainage

__Eye Problems

__Hives

Emergency Contact Information

Name


Relationship


Home phone#


Work/Cell phone #


Best # to reach you between 8am and 5pm?

____________________________________
Signature _________________________________________________   Date _______________________

History reviewed by _________________________________________   Date _______________________
