Allergy Care Centers
HISTORY

A. Name: Age: Sex: Date:
B. Chief Complaint - My main problem is:

C. Personal History:
1. Allergies to Medication (list medication & type of reaction):

2. Allergies to Food (list food & type of reaction):

3. All medicines presently being taken and reason (include anti-inflammatory medicines such as Motrin,
Aleve, Aspirin, and allergy or asthma medications such as pills, nasal sprays, and inhalers, and any vitamins
or herbs) Indicate if any of these medicines worsen/improve your symptoms:

4. Consultation by doctors within the past year (name of doctor & reason):

5. Any recent illness?

6. What is your occupation (job)?

7. Do your symptoms get worse at work? Alcohol Use Regular Exercise

D. Allergy History and General Review of systems (check any signs or symptoms that you now have):

_____cough _____itchy eyes _____ frequent bronchitis
______shortness of breath ____redeyes _____frequent sinusitis
_____wheezing or chest tightness ______watery eyes _____wheezing/rash with aspirin
______nasal congestion _____discharge from eyes ______use of nasal drops
_____runny nose ___ earinfections __ fatigue

______sneezing ______itchy, full, or popping of ears ______change in weight
____nose bleeds __ hearing loss __ change in bowel habits
____difficulty smelling odors ______painin temples _____ blood in urine

__ itchy nose ____painin cheeks __ feeling depressed
______nasal polyps _____ painin forehead _____ heat/cold intolerance
______headache _____itchy skin _____joint pain

___swelling of lips or tongue ____ hives

_____rashes _____frequent colds

_____ beel/wasplyellow jacket sting (please indicate reaction) ___local reaction ____difficulty breathing

E. Place an “X” under months where your specific symptoms occur.

Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec

Nose

Eyes
Skin

Cough

Wheeze




F. Do any of the factors below make your symptoms worse (W), better (B), or do not bother you at all (-).

Nose Eyes Wheeze/ Skin Nose Eyes | Wheeze/ Skin
Cough Cough
Early in Menstrual
Morning Cycle
Daytime Pregnancy
Night Hobbies
Indoors Smoke
Outdoors Colds
A/C Work
Dust Stress
Mildew Cut Grass
Odors Leaves

G. Check the following factors that apply to you and also put a “W” next to those that make your symptoms worse

[ live in a/an: house # of years

I smoke/smoked # cigs/day for # of years
My home has:

OR apartment # of years
stopped smoking # of years ago (approx.)

_____cats (how many)
_____dogs (how many)
_____radiant heat
______central (a/c)
______plants in house

other pets (list)
breed (list)
____ forced air heat with vents
_____window unit a/c

____wall-to-wall carpeting in bedroom

feather pillows
washable pillows
stuffed animals in bedroom

H. Family History: Check symptoms or disease each family member has or had.
Self

Mother Sister |Brothers

# #

Father Grandparents

(Mother’s)

Grandparents Sons
(Father’s)

Uncle

Daughters Aunts
#

Asthma
Allergies
Skin
problems

Hives, lip
/ tongue
swelling

I. List any of above family who has or had the following health problems.
High Blood Pressure Diabetes (sugar problems)
Heart Disease Kidney or Lung Problems
Cancer Thyroid Disease
Irregular heartbeat High Cholesterol

J. Past surgeries you have had (please list with approximate dates).

K. List additional health problems or anything else you believe doctors should know about you.




