Allergy and Asthma Care
Patient Questionnaire

Patient Name ______________________________________________________  Birth Date _______________________________

Referring Physician _________________________________________________  Date Questionnaire Completed _______________

How did you hear about us:   
CURRENT MEDICAL HISTORY

1. What are the primary medical complaints today: 

________________________________________________________________________________________________________

In the past year these problems are ___________ worse ____________unchanged ______________better

2.
List current medications (include dose and frequency):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3.
Do you have any medication allergies?  ___________ 

If yes, list medication(s) and reaction: ____________________________________________________________________

PAST MEDICAL HISTORY

1.
Significant childhood illnesses:  _________________________________________________________________________

2.
Other Medical Problems:  (Diabetes, Heart Disease, Kidney Disease, High Blood Pressure, Arthritis, Cancer, etc.)

3.
Surgeries?  _____________  If yes, specify and give year:  ___________________________________________________

4.
Hospitalizations?  ___________ If yes, specify and give year:  ________________________________________________

5.
As an infant did patient have:  Colic  ______ Eczema ______ Many formula changes ______  

Constant runny nose  ______ Breathing problems ______ Any adverse reactions to immunizations ______

6.
Has patient ever had any of the following tests?  Indicate year and place done:

Chest X-Ray? ____________________  Sweat Test? ____________________ Breathing Tests? _____________________  Sinus X-Rays or CT scan? ________________________ Cardiac tests (EKG, echo, stress test) _____________________

PERSONAL HISTORY

1. Is patient in school?  ____________  Grade? ______________ 

2. Number of school or work days missed due to illness?  _____________  

3. Has the patient ever smoked cigarettes?  ____________  Age patient began smoking cigarettes regularly?  ________

How many packs a day did the patient smoke? _____________Does patient currently smoke?  ____________  

How old was patient when they quit? _________________

4. Does patient drink alcohol regularly? __________________

5. Does patient use any illegal drugs?  ____________________

6. What has been the usual occupation or job for the patient?  _________________________________________________

7. Has the patient ever worked in any dusty or hazardous job? __________  

Specify which job, total years of work, and amount of exposure. _____________________________________________

____________________________________________________________________________________________________

8. Has the patient ever been exposed to gas or chemical fumes at  work?_______  

9. Specify which job, total years of work, and amount of exposure. ______________________________________________

10. List patient’s hobbies?  ________________________________________________________________________________

       ____________________________________________________________________________________________________

FAMILY HISTORY

1.
Mother:  Age if living ______ Age at death ______ cause of death ____________________________________________

Father:  Age if living ______ Age at death ______ cause of death _____________________________________________

2.
Does patient have any children? ______  If yes, list ages and any medical problems ______________________________

3.
Does patient have any siblings? ______  If yes, list ages and any medical problems ______________________________ ____________________________________________________________________________________________________

4.
Please identify if parents (F/M), brother (B), sister (S), children (CH), grandparents (GF/GM) have any of the conditions listed below:

Asthma_____________________
Chronic Bronchitis _______________
Hayfever____________________________

Sinus Trouble________________
Skin Allergy _____________________
COPD______________________________

Hives (welts) _________________
Cystic Fibrosis ___________________
Emphysema ________________________

Autoimmune Disease____________
Repeated Infections _______________
High Blood Pressure _________________

Heart Disease ________________
Arthritis ________________________
Other ______________________________

ALLERGY HISTORY

1.
Check any of the following symptoms that patient had or now has.

          Nose and Throat 
     

          
 Chest
    

      

Skin

_____ Frequent Colds


_____ Chronic Cough

              _____ Eczema

_____Chronic Congestion


 _____ Shortness of Breath

_____ Hives (welts)

_____ Chronic Nasal Discharge

 _____ Wheezing


_____ Dryness


_____ Chronic Sniffing


_____ Wheezing Attacks

              _____ Frequent Rashes

_____ Frequent Sneezing


_____Tightness in Chest



_____ Frequent Rubbing/Itching

_____ Exercise Intolerance

           Miscellaneous

_____ Frequent Sore Throats


_____ Exercise Induced Wheezing
_____ Tires Easily



 _____ Polyps



_____ Exercise Induced Cough

_____ Irritable

_____ Sinus Problems


_____ Sputum or Phlegm

_____ Poor Weight Gain

_____ Headaches



_____ Pneumonia


_____ Weight Loss


_____ Post Nasal Drip


_____ Bronchitis



_____ Fevers

_____ Throat Clearing


_____ Frequent Croup


_____ Chills


_____  Snoring




Ears



_____ Night Sweats







_____ Congestion


_____ Reaction to Insect Bites

Eyes




_____ Frequent Infections

_____ Reaction to Insect Stings

_____ Constant Circles


_____ Fluid



_____ Greasy, Fatty Stools

_____ Redness



_____ Ear Tubes


_____ Heartburn 

_____ Itching/Rubbing


_____ Hearing Loss


_____ Mouth Breathing

_____ Swelling



_____ Speech Problems


_____ Hard to wake in morning



2.
Has patient ever had allergy tests? ______ When? _______ Findings? _________________________________________

3.
Has patient ever had allergy shots? ______  If yes, did they help? __________________________  

4.
Does patient have any problems eating certain foods? ______  

If yes, specify foods and describe symptoms:  _____________________________________________________________ 

________________________________________________________________________________________________________

       ________________________________________________________________________________________________________

5.
Check any of the following medicines or types of medicines you have used to treat your problem (s):

_____  Antihistamines (Allegra, Xyzal, Zyrtec, Claritin, Chlortrimeton, Benadryl, etc.)
  


_____  Nasal Sprays (Afrin, Astelin, Astepro, Patanase, Nasonex, Flonase, fluticasone, Nasacort, Rhinocort, Veramyst, etc.)


_____  Breathing Treatments or Nebulizers

_____  Oral or Injectable Steroids (Prednisone, Medrol, Cortisone, Kenalog, etc)

_____  Inhalers, specify _______________________________________________________________________________________

_____  Creams (triamcinolone, cortisone, Protopic, Elidel, etc.) ______________________________________________________


_____  Other Medications (Singulair, Xolair, theophylline, etc.) _____________________________________________________


ENVIRONMENTAL HISTORY

1.
What type of dwelling does patient live in?  House ______  Apartment ______ Trailer ______

2.
How old is the dwelling?  _________________  How many years lived there? ____________________________

3.
Is there any free standing water nearby?  ________________________

4.
Check those things listed below that apply to your home:

_____ Dehumidifier


_____ Central Air Conditioning/heat

_____ Air Purifier


_____ Humidifier


_____ Pet (s), Specify __________________
_____ Problems with Mice


_____ Visible mold or mildew
_____ Does anyone you live with smoke? (Even if they smoke outdoors)

_____ Home on a dirt road

_____ Do you live on a ranch


_____Woodstove

5.
Check any of the following that are in the patient bedroom:

_____ Plastic mattress cover
_____ Plastic box spring cover

_____ Stuffed toys

_____ Curtains


_____ Carpeting

_____ Feather Pillow


_____ Pets Allowed

_____ Books

_____ Air Conditioning
_____ Air Vent

Additional notes or concerns:  ________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
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