
22.. PPRROOBBLLEEMMSS::  Have you ever had the following conditions?

Yes     No      (Check all items)

44.. FFOOOODD RREEAACCTTIIOONNSS:: Have you ever had any symptoms (rash, hay fever, vomiting, gas, cramps, diarrhea, colic as an
infant) after the ingestion of any food or liquid? If yes, specify below.

Food
Approximate

Date
Symptoms

Can food be eaten?

Yes No
Date food was

last eaten.

Age at
Onset

Severity

Mild Mod. Sev.
Comments

Asthma (Wheezing)

Any Other Breathing Problems

Sinus Trouble

Hay Fever (runny, stuffy, inchy nose; sneezing)

Hives or Swelling

Eczema or Other Rashes

Frequent Infections

Food Reactions

Drug Reactions

Runny or stuffy nose

Itchy nose

Sneezing

Itchy eyes

Wheezing

Coughing

Wheezing or coughing with exercise

Skin problems

Snoring

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

J  F  M  A M  J  J  A S  O  N  D

Mild Mod. Sev.

33..  SSYYMMPPTTOOMMSS:: Have you ever had any of the following: If not, leave blank.

How many days
in the last month

Severity Circle the Months Most Severe

11.. IINNSSTTRRUUCCTTIIOONNSS:: Please answer the questions as they relate to the person being evaluated. A complete, accurate record is
important in learning about your allergy problem. Bring this completed form for your first appointment.

Briefly describe the reason for your allergy visit and what you hope to accomplish:_____________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Patient’s Name Date of Birth

Address Telephone  H
W

Clinic No. Referring Physician

AALLLLEERRGGYY QQUUEESSTTIIOONNNNAAIIRREE
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Asthma

Hay Fever

Eczema

Hives

Swelling

Frequent Pneumonia

Headaches

Other Allergies

Emphysema or Other Lung Disease

Cystic Fibrosis

Tuberculosis

Thyroid Disease

Glaucoma

Diabetes

Other

88.. OOTTHHEERR MMEEDDIICCAALL PPRROOBBLLEEMMSS:: Have you ever had any of the following? Answer all items.

Check all items Yes   No Yes   No Yes   No

Frequent Headaches Pneumonia, number Prostate, Kidney or

Frequent Nosebleeds past year______________________ Bladder Trouble

Nasal Polyps Coughed Up Blood Liver Trouble

Operation on Sinuses Tuberculosis (e.g. Hepatitis)

Sinus X-Rays Chest X-Ray Frequent Diarrhea

Ear Infections Heart Trouble Abdominal Pain
number past year_______________ High Blood Pressure Bedwetting

Hearing Problems Frequent Heartburn

Glaucoma Diabetes Recurrent Yeast Infections

Sleep Disorder Stomach Ulcer

Other________________________
____________________________

99.. HHOOSSPPIITTAALLIIZZAATTIIOONNSS//SSUURRGGIICCAALL PPRROOCCEEDDUURREESS
(Including Tonsillectomy, Adenoidectomy, PE Tubes)

List most recent Reason Date

1.

2.

3.

4.

5.

1100.. FFAAMMIILLYY HHIISSTTOORRYY

Do any members of your family have a history of allergy?

Yes      No        If yes, list all relatives (e.g. parents, brothers & sisters, children, aunts, uncles, grandparents, etc.)

Is there a family history of any other illnesses?

Yes      No        If yes, list all relatives.
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Allergy Patient Instructions  
 
 
Before Your Appointment  
 
If you take Antihistamines (Benadryl, Claritin, Zyrtec, Hydroxyzine, etc.), Vitamin 
C, Beta Blockers and/or Antidepressants, please contact our office immediately 
for further instructions on when you must discontinue use of these products 
before your appointment.  Avoid Dramamine, Bonine or other medications for 
motion sickness.  (You may continue taking any Asthma Medications.) 
 
 
The Day of Your Appointment  
 
Please refrain from wearing perfume or scented products the day of your 
appointment.  Also refrain from tanning and be careful not to get sunburn 7 days 
prior to your appointment. 
 
If you are from out of town, please make arrangements to spend the night. 
 Testing normally takes two days to complete.  If you have any questions, please 
call us at 238-2662 or 1-800-332-7156. 
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