Last Name: First: MI Date: Date of Birth: Age: Sex:
Address: Phone:

Primary doctor Referred by: Type of Insurance:

Other doctors seen and specialty:

Other Family members seen by AAIR: doctor seen:

Parent’s names (if minor) ' Person filling out form:

Appt Date:

Appt Time:

AAIR ALLERGY/ASTHMA PATIENT MEDICAL HISTORY Doctor:

Welcome to our medical practice. Please complete this questionnaire completely prior to our visit. THANK YOU!!

1. DESCRIBE YOUR REASON(S) FOR THIS VISIT/CONCERNS:

I1I. SYMPTOMS: Please check all that apply.

NOSE/SINUSES: Age of onset of nasal symptoms

1.
2.

AL

Are nasal symptoms [IProgressively worsening UPersisting OGetting better [J

Symptoms: ['Nasal blockage (INasal congestion USneezing OSniffling Oltchy nose ORunny nose OLoss of smell
Oloss of taste TINasal speech [hoarse voice [Snoring

Color of nasal drainage OClear OWhite [1Yellow OGreen ONose bleeds how often?

Post-nasal drainage/drip - 0Constant OPeriodic OOccasional ONever JWhen lying down

Clearing of throat - [1Constant DFrequent [1Occasional Dawakening with mucus in throat

Headaches/pressure ON 0Y Where? (] Around/behind eyes Oforehead Liface/cheeks Ubehind head/neck how often?

Have you been diagnosed with migraine headaches? OON OY triggers what helps?
Have you been diagnosed with sinus infections requiring antibiotics? TN DY # of infections per year
date of last infection How treated (with what antibiotic/how many days)

Do symptoms completely clear with antibiotics? 0Y JN Ominimal improvement [)Temporary complete improvement
Have you ever had: OBroken nose [Deviated nasal septum [1Sinus surgery [INasal surgery [Tonsils removed
[JAdenoids removed {INasal polyps  Details (&date)

[1Sinus Xray/CT? where results
Are Nasal symptoms - DAll year OSpring OSummer OFall OWinter Which is worst?

LUNGS: Age of onset of earliest lung/chest symptoms

1
2.
3.

10.
11.
12.

13.

14.
15,

Symptoms: OCough ODifficuity breathing [ Shortness of breath [1Chest tightness 0 Wheezing UChest pain
Are symptoms worse Ugetting air in [getting air out [1Both breathing in and out Owhen lying down
Do you have chest symptom with: Dexercise/activity Owith all/most infections JAt Night Oweather change
Dwith anxiety (1Qutdoors in pollen season Olndoors Ucold air Oat work Other
Do colds/infections settle in your chest? JAIl OMost OSome ONever
Do infections tend to linger in chest for extended period? UN Y how long?
Ever diagnosed with: Bronchitis? ON 0Y how many per year?

Pneumonia? ON 0O0Y how many overall? by Chest Xray? 0Y (N
Do lung symptoms occur - [JAll year round [Spring DSummer DFall OWinter ~ Which is worst?
How many attacks of difficulty breathing in last one year? how long do they last?
How long does each attack last? [Minutes to hours [1Days [IMore than a week [Weeks [IMonths
How many times do you have symptoms per week on average? Daytime Nighttime
Have you ever been given an inhaler or nebulizer? OY ON
How many times do you use a rescue inhaler or nebulizer per week Donly with infections

Does it improve symptoms? 0Y N Dtemporarily Cincompletely
How much time passes between attacks with no symptoms or need for inhalers?
Approximate number of school/work days missed per year due to chest symptoms:
Number of Emergency room/Urgent Care visits for breathing date of most recent
Number of Hospitalizations for breathing date of most recent
Ever been given oral steroids for breathing? (orapred, prednisone, medrol, ect) ON OY which one

# of times last yr # of times lifetime date of most recent

When was your last Chest X-ray? results
Do you have [lheartburn Ufrequent belching USour/brash taste in mouth  how often?




Name

EYES: Age of onset of earliest symptoms

1.
2.
3.
4.

EARS: 0OPain OTtching (TPopping OPlugging NDecreased hearing Olnfections , # per year

Symptoms: [JRedness Oltchy [IWatery UMattering [Puffiness around eyes [iDarkening under/around eyes
Are symptoms - DAll year (OSpring (Summer OFail OWinter ~ Which is worst?
Are eye symptoms worse when nasal symptoms are bad? OYes (INo

Do you wear contacts? JYes (ONo Change how often? Date of last eye exam

Ear tubes OY [N date

TRIGGERS: Which of the following exposures seem to worsen your NASAL, EYE, or LUNG symptoms?

COutdoors Ulndoors [IHouse work/Dusting (JLawn mowing 0Yard work/Gardening Ocontact with grass Smoke {1Exercise
D Stress OPerfumes/Strong odors [1Paint O0Cosmetics [DNews print (1Wet weather [1Hot weather JHumidity OCold air
ORapid temperature changes [air conditioning OBarns OHay (OMold/Mildew (JRaking leaves ODamp places/basements

OCats (ODogs (10ther animals [ Alcoholic beverages []Aspirin/pain medications U)Spicy foods
OWorse at work  [1Vacation: where better? Where worse?
Ofood triggers Cother triggers

HIVES/SWELLING: (if hives/swelling not an active concern, may skip this section)

1.

Eal o

b

19.

. Any illnesses/infections prior to/during outbreak of hives?
. Recent insect stings/bites INo (0Yes
. Latex exposure? [I1No OYes where/what
. Ever Travel out of Country? where/when
. Ever have blood transfusion? 1Y ON when

. Do you have [CJongoing sinus symptoms [Odental problems/tooth pain
. New: (1Soaps [OLotions [1Detergents (1Makeup [1Sunscreen [1Fabric Softener [10ther contacts
. List all known or suspected things that may cause your hives
. Description of hive History:

Date of onset Currently active OYes (ONo
Symptoms with attack - U Hives Ufacial swelling ULip swelling UTongue swelling [!ltching
OChoking UBreathing trouble 0 Abdominal pain ONausea UNasal symptoms U Throat Swelling
Location - OFace OTrunk OArms ULegs OHands OFeet 0 Other
Frequency: ODaily DWeekly OMonthly O How long does an attack last?
Worse with: [1Cold exposure UHeat (Exercise [ISweating [Hot shower/bath USwimming (Outdoors OStress
OPressure/prolonged sitting ORubbing/scratching Cfriction/clothing contact Ovibration Owind Oanimal exposure
Worse: [IMornings UEvenings UINighttime UAfter meals [with menstrual cycle [Ipregnancy
Any New foods/ingestions related to hives
New/Recently added Medications
New Herbal/nutritional Supplements
Do you take over the counter pain medications? (Ibuprofen/Alleve)? How often? Any relation to Hives? 'Y ON

What do you do/take to treat hives?

ECZEMA: Any current OR previous history of eczema? UNo DYes: Age of onset Still present? TYes ONo

1.

XA R W

. List all known or suspected triggers that aggravate eczema
. Have you noticed any food correlation? N 1Y
. When time of year is eczema worst? When better?
. Moisturizing cream used: How often?
. Other treatments used/tried:

. Bathing: frequency

Areas currently involved

times per week  Approximate duration minutes water temperature

FOOD ALLERGY: Do you suspect any foods cause adverse reaction/contribute to symptoms? [JYes ONo

1.

3.
4.
S.

List all suspected foods and reactions:

. What reaction? UHives OSwelling where Obreathing trouble OThroat tightness/itching Oeczema [JRash

[DAbdominal Pain [gas/bloating [1Vomitting [1Headaches [Nasal symptoms [1Other
How soon after ingestion do reactions occur?

List all foods currently avoiding strictly Previously tried to avoid

Have you noticed improvement with avoidance? Which?

CONTACT ALLERGY: 1. Do you have skin rashes after contact with: (Latex ODetergents OMakeup JSunscreen UPoison Ivy

(Poison Oak/Sumac OExposures at work [IMetals (Jewelry) type (JOther
2.
3.

List names of any chemical, drug, ointments, etc., that produce skin rash

List all reactions:




Name

INSECT STINGS:
1. Have you ever had a reaction from the following insect sting or bite: -

OHoney/Bumble Bee [1 Wasp [JYeilow jacket [JHornet [IFlea [1Mosquito [OFire ant [ Other

2. Reactions: [1Mild-Moderate swelling at site [ISevere swelling at site [)Generalized itching OHives [Breathing trouble
OTongue swelling OLip swelling [0 Throat swelling/tightness ['Nasal congestion/drip T Abdominal pain/cramps

OShock/low blood pressure OLoss of consciousness 0OOther

w

. When was reaction? How soon after sting did symptoms begin?

-

. Have you been stung since? Y UN any reaction?

5. List any treatment you have received for an insect sting (hospitalization, medicines, etc.)

III. MEDICAL HISTORY: Please list ALL, medical conditions/history/diagnosis

Medical Condition/Diagnosis Treatment Medical Condition/Diagnosis Treatment
1 5.
2 6.
3 7.
4 8.

PAST SURGICAL HISTORY: Please list ALL Surgeries, and hospitalizations.
Surgery Treatment Surgery Treatment
1. 4.
2. 5.
3. 6.
IV. PREVIOUS ALLERGY EVALUATION & TREATMENT:
1. Have you had a previous allergy evaluation? 0Y ON Doctors/Cities Dates:

2. What were you allergic to?

3. Did you receive immunotherapy (allergy shots)? (1Yes UNo Dates:

4. Did your symptoms improve while on injections? OYes ONo

How many yrs

V. DRUG ALLERGIES/ADVERSE REACTIONS Please list all drugs & describe what reaction occurred

(ONo Known Drug Reactions

Medication: Reaction: Medication: Reaction:
1. 4,
2. s,
3. 6.

VL. CURRENT MEDICATIONS: Please list ALL medications CURRENTLY being used, either regularly or intermittently.

* list ALL prescription, non-prescription, herbal, and over the counter medications, as well as all inhalers, creams/ointments, sprays, pills

Medication: Dose / Frequency:  Date started(estimate): Reason for use:

0 NN RN =

o

(use back if additional medications)

Have you ever been prescribed an EpiPen (adrenalin/epinephrine)? OYes ONo Reason

PREVIOQUS Medications used/tried:
OlInhalers/nebulizers (please list names of all used)

[OBenadryl (Claritin/Loratadine (1Allegra/fexofenadine [1Zyrtec/cetirizine CSingular

ONasal sprays (please list names of all used)

[1Over the counter medications (list all)

OOintments/creams/topical medications (list all)

TOHow many courses of antibiotics given in last yr? Reasons:

DAl other medications taken in last year

VIL. IMMUNIZATION HISTORY: Are immunizations up-to-date? OYes ONo. Please provide records

If not, which vaccinations were missed/declined

1. Last flu shot

2. Ever received pneumonia vaccine (pneumovax or prevnar)? Yes [INo  Year last received:

3. Ever have an adverse reaction to a routine vaccination? 1Y [ON describe




Name

VIIL. FAMILY HISTORY: Please check all conditions that occur in your family and indicate who is/was affected.
[Mother | Father | Brother | Sister | Child | Grandparent |

Asthma a O 0 0 0 0 info
Nasal Allergies O 0 0 il 0 0 info
Sinus Disease g 0 O 0 a 0 info
Food Allergy N 0 0 0 0 0 info
Eczema O ] 0 a O O info
Hives / swelling g 0 O 0 0 O info
Insect sting allergy a U O 0 O O info
Immune deficiency [ 0 0 0 0 0 info
COPD/emphysema 0O 0 0 0 0 0 info
Cancer a O 0 g 0 ad info
Heart disease/stroke [ O 0 ] 0 a info
Other family history:

IX. SMOKING HISTORY/EXPOSURE: [ICurrent smoker [1Former smoker (12" hand smoke exposure whom?
1. How many years total? How many packs per day on average? When did you quit?
2. Anyone who lives in your house or visits often a smoker? (Even outdoors) OY ON Who?

3. Did parents/caregivers smoke growing up? OYes OUNo Who?

X. ENVIRONMENTAL/ SOCIAL HISTORY: OMarried (ISingle

1. Occupation Parents occupations (if minor)
O Attending school Grade OAttend Day care/Babysitter? # of days per week
If minor, and parents are separated, number of days/month at: Mother’s home Father’s home
OHobbies OChemical exposures at home or work
2. PETS- What pets do you own or have significant exposure to?
OCat number #of years [indoor Ooutdoor [iSleeps in Bedroom OEver goes in Bedroom
ODog number #of years [lindoor Coutdoor Sleeps in Bedroom OEver goes in Bedroom
(THorse [1Rabbit [{Hamster DGuinea Pig [1Cow UPig USheep [1Goat [Birds what type? OOther
3. What animals are you exposed to: At parents/relatives/friends homes? how often?
At school/daycare/babysitters? how often?

Ever exposed to/had in home?: [IMice [IFleas 1Cockroaches [TRats

4. How long have you lived in Upstate NY?. Years in current home, Age of home

Previous locations lived date of last move:
5. Any damp/musty areas in home? [IN 0Y where? [JAny prior water damage?
UAny visible mold? DAny prior mold removal? (N OY how fixed?
Basement: [Finished basement [JBedroom in basement [Cplayroom in basement [office in basement [
Dhave Dehumidifier (JDucts last cleaned [1Furnace filter changed
6. Cooling: [Central air conditioner [1Room air conditioner (JHome windows open when hot
Heating: Type of heating system: OWood burning stove [Fireplace

7. Do you live: Onear open fields [in/near wooded area (Inear a farm (Jexposure to Barns [Inear highway/major roads
Do you spend time: [Gardening Ocamping [at a cottage/lake house/second home where?

8. Carpet: OWall-to-wall carpeting [1Carpet in bedroom [JRug in bedroom

9. OStuffed toys/throw pillows number how many on bed?

10. NFeather/down pillow [Feather/down comforter [1Down Jacket

11. Is Cancer screening up to date for age (ex Pap smear, mammogram, Prostate, colonoscopy ect) O0Yes ONo ON/A
Any previously abnormal?

XI. REVIEW OF SYSTEMS: (Please check any that has been a recurrent or chronic problem for you, if not already checked above).
General: [ifever Cchills Ufatigue Onight sweats [weight loss [lweight gain [imalaise [J weakness
Eyes: Ditchy eyes Cwatery eyes [red eyes [dry eyes [blurred vision [double vision Ovision changes Ddarkness under eyes
Cardiovascular: Ochest pain Dincreased heart rate Cpalpitations Dhigh blood pressure Cankle swelling Ofingers turning blue and painful
Respiratory: Dwheezing Ofrequent coughing Oshort of breath Ochest tightness Onighttime cough Ocough with exercise Opneumonia
Gastrointestinal: Cabdominal pain Obloating Ogas Oheartburn/indigestion Oconstipation [Inausea/vomiting O diarrhea
GU: Durinary retention Cpainful urination Dincreased urinary frequency [frequent urination at night
Endocrine: Oexcessive thirst Dcold intolerance Uheat intolerance [feeling tired/sluggish
Musculoskeletal: (joint pain O joint stiffness Ojoint swelling Omuscle weakness Omuscle cramps Ofrequent back/neck pain
Integumentary: Ohives Uswelling {leczema Drecurrent infections Ubruise easily Uskin rash Oboils Dpersistent itch Usun sensitivity
Allergy/Immunology: [linsect allergy [1food allergy [1drug allergy i1hay fever Orecurrent infections
Heme/Lymph: Oswollen glands Mblood clotting problems Clbleeding disorders
Neurological: Otremors Odizziness Onumbness Otingling (headache
Psychiatric: [ldepression [Janxiety Cibehavior problems Oinsomnia

Physician Reviewed Date




