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Patient Name: ______________________________________  DOB: ___/__/____ Age:___   Today’s Date:___/___/___ 
Referring Provider:_________________  Primary Care Provider Name/Practice: _________________________________ 

The primary reason for your visit today:_________________________________________________________________ 

 

What current allergy problem(s) do you have?  

 

☐Stuffy nose ☐Runny nose ☐Itchy nose ☐Post-nasal drip ☐Sneezing  ☐Sinus pain/pressure 

☐Decreased sense of smell ☐Cough ☐Wheeze  ☐Trouble breathing ☐Itchy eyes  

☐Watery eyes ☐Red eyes ☐Puffy eyes ☐Hives or swelling ☐Difficulty swallowing☐Eczema/rash  

☐Asthma ☐Food allergies  ☐Frequent infections ☐Drug allergy  

☐Other:________________________________________________________________________________________ 

How long have you had these symptoms?______________________________________________________________   

What treatments have you tried in the past and did they help?______________________________________________  

How often do you experience these symptoms?_________________________________________________________ 

What triggers the symptoms? (ie exposure to certain animals, seasons (list which ones), being outdoors, smoke, odors, 

weather changes, etc)______________________________________________________________________________ 

 

Medications you are currently taking (include over the counter, herbs, vitamins, etc)—continue on back if needed 

Medication Name Dose (10mg, 1 tsp, 2 puffs, 

etc) 

Frequency (1x day, at bedtime, as 

needed, etc) 

   

   

   

   

   

   

 

When is the last time you took an antihistamine (allergy medicine)?  List which kind and when:_____________________  

 

ASTHMA HISTORY: (skip to the next page if you have never been diagnosed with asthma): 

When were you diagnosed with asthma and how?_____________________________ 

What are the triggers for your asthma (ie exercise, cold air, smoke, allergies, etc)? _______________________________ 

Do you use a spacer with your inhalers? ☐Yes  ☐No 

Do you require a maintenance inhaler? ☐Yes  ☐No If so, which ones have you used?___________________________ 

Have you ever required a steroid pill (prednisone or dosepak) for breathing symptoms?_ ☐Yes  ☐No  

If yes, how many times in the past 12 months?___________________ 

Have you ever been hospitalized for asthma? ☐Yes  ☐No     If yes, when? __________________________________ 

How many times in the past 12 months have you been to the ER or Urgent Care for asthma? _______________________ 

How many days per week do you have to use your quick relief inhaler (albuterol) for symptoms? ___________________ 

How many nights per month do you wake up coughing or requiring your quick relief inhaler? ______________________ 

How many days in the past 12 months have you missed school or work due to asthma? ____________________________ 
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ALLERGY HISTORY: 

 

Are you allergic to any medications? ☐Yes  ☐No   If yes, list below 

Medication Name Describe the Reaction When Reaction Occurred 

   

   

   

   

   

Do you have wheezing, coughing, shortness of breath, hives or swelling after taking aspirin, ibuprofen (Motrin) or other 

NSAIDs? ☐Yes  ☐No   

Do you have an epipen? ☐Yes  ☐No  If yes, for what allergy? ______________________________________________ 

Have you had a severe reaction to a stinging insect? ☐Yes  ☐No        If yes, when and describe the reaction: _________ 

_________________________________________________________________________________________________ 

Do you have food reactions? ☐Yes  ☐No  If yes, list all foods, the symptoms, and approximately when was the last 

reaction to the food(s): _______________________________________________________________________________ 

__________________________________________________________________________________________________ 

Do you currently have or have you ever had eczema? ☐Yes  ☐No  If so, what is/was the treatment? _________________ 

Do you have reactions to latex or rubber products? ☐Yes  ☐No  If so, describe the reaction _______________________ 

Have you ever been allergy tested before? ☐Yes  ☐No  When?  __________ Blood or Skin test? ____________   

What were the results? _________________   

Have you ever been on allergy shots? If so, when and for how long?  _______________ Did the shots help? ☐Yes  ☐No   

 

ENVIRONMENTAL HISTORY: 

Do you live in the  ☐city ☐country ☐suburb 

Do you live in a     ☐house ☐mobile home ☐apartment      ☐connected condo/townhouse 

How old is your home? _______________ 

Do you have  ☐carpet ☐hardwood, vinyl, and/or tile ☐central air/heat ☐window AC unit ☐humidifier 

☐room air purifier ☐stuffed animals  ☐dust mite covers on mattress/pillows 

Have you had ☐water damage or ☐visible mold in the home?  Has the mold been remediated? ☐Yes  ☐No   If yes, 

how/when?_____________________________           

Does your home have problems with ☐cockroaches or ☐mice? 

Do you have pets at home? ☐dog(s) #____________ ☐cat(s) #____________ ☐bird(s) #____________ 

☐other ________________________  

Are your pets indoors?  ☐Yes  ☐No           Are they in your bedroom? ☐Yes  ☐No   

 

PAST MEDICAL HISTORY: 

☐High blood pressure ☐Diabetes ☐Thyroid problem ☐High cholesterol ☐Heart disease 

☐Sleep apnea  ☐Glaucoma ☐Cataracts  ☐Stomach ulcer ☐Heartburn/Reflux/GERD  

☐CPAP  ☐HIV/AIDS ☐Arthritis  ☐Osteoporosis  ☐Kidney Disease   

☐Enlarged prostate ☐Liver Disease ☐Autoimmune disease ☐Emphysema/COPD ☐Depression 

☐Anxiety  ☐Cancer ☐Other: _________________________________________________________ 

 

Have you ever been diagnosed with ☐pneumonia ☐sinusitis ☐bone infection     ☐brain infection  

☐blood infection ☐skin infection requiring antibiotics through an IV  

If yes to any of these, list when and treatment: ____________________________________________________________ 

__________________________________________________________________________________________________ 
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Past Surgeries (Procedure/Date):    Hospitalizations (Reason/Date): 

_________________________________________ ____________________________________________ 

_________________________________________ ____________________________________________ 
_________________________________________ ____________________________________________ 
_________________________________________ ____________________________________________ 

 

 

Family Health 

History  

(mark with X): 

Seasonal 

Allergies 

Food 

Allergy 

Insect 

Allergy 
Asthma Eczema 

Frequent 

Infections 

Swelling/

hives 
Other 

Mother         

Father         

Brother         

Sister         

Other         

 

Are you up to date on all recommended vaccinations? ☐Yes  ☐No 

Do you receive the yearly flu vaccine?  ☐Yes   ☐No  When was your last flu vaccine?____________________________ 

Have you received a pneumonia vaccine?  ☐Yes  ☐No  When? ______________________________________ 

Have you received the COVID-19 vaccine? ☐Yes  ☐No  If yes, how many doses? ______  Approximate date of last 

dose? _______________________________________________________ 

 

SOCIAL HISTORY: 

Occupation: ______________________________  Hobbies: ______________________________________ 

Attends daycare/school ☐Yes   ☐No   Grade?_______________ 

Exposure to toxic chemical, noxious substances at work/school? ☐Yes   ☐No  Details: _____________________ 

 

Smoking history: 

☐Non-smoker  ☐Former Smoker: Start year ________  Stop year_________ Packs per day________ 

☐Current smoker _______pack(s) per day, for _____ years    Do you use e-cigarettes/vape? ☐Yes   ☐No   

Are there smokers in the house? ☐Yes   ☐No   

 

Do you drink alcohol? ☐Yes   ☐No   Drinks per week? _________________________ 

Do you use recreational drugs? ☐Yes   ☐No    List which one(s) and frequency _________________________________  

 

REVIEW OF SYSTEMS: Check if you have had any of these in the last 30 days 

 
General    Endocrine   Kidney   Neurological   

☐Unexplained weight loss  ☐Cold/heat intolerance  ☐Trouble starting urine ☐Weakness/clumsiness 

☐Fever    ☐Increased thirst   ☐Painful urination  ☐Tingling/numbness of extremities 

☐Night sweats        

☐Loss of appetite   Gastrointestinal   Musculoskeletal  Psychological 

☐Dry mouth   ☐Nausea/Vomiting  ☐Painful or swollen joints ☐Fearful/anxious 

☐Snoring   ☐Diarrhea   ☐Muscle tenderness/pain ☐Depression 

☐Swollen lymph nodes  ☐Abdominal cramping  ☐Muscle weakness 

    ☐Trouble swallowing  ☐Abnormal bone density Skin 

Eyes & Ears   ☐Heartburn      ☐Skin rash 

☐Dry eyes       Gynecological   ☐Frequent skin infections 

☐Change in vision   Cardiovascular   ☐Post-menopausal 

☐Trouble hearing   ☐Chest pain   ☐Changes in menstrual cycle 

    ☐Ankle swelling 

    ☐Irregular heartbeat  


