Name:

Allergy / Asthma History

1. Have you ever had a reaction or allergy to any drug or medication? Y N
What specifically happened?
2. Do you have any food allergies or have you had any in the past? Y N
What foods & symptoms:
3. Do you have any environmental allergies? (hay fever, chemicals, dust, animals, etc.) Y N
What allergen & symptoms;
4. When did allergy and/or asthma symptoms begin? (please specify date)
When do symptoms occur? (please circle months) Jan Feb Mar Apr May Jun
Jul Aug Sep Oct Nov Dec
5. Which of the following appear to cause allergy and/or asthma symptoms? (please circle)
Animals: Horse  Cat Dog Cattle  Rabbits Other
Odors: Christmas trees  Detergents Soaps Tobacco smoke  Hairspray
Paint fumes Cosmetics & perfumes Other
Pollen: Trees Weeds Grasses Molds
Other:; Temp. changes ~ Menses(period)  Exertion Air conditioning  Excitement Infections
Windy days Laughing Tension Fatigue Dampness Aspirin

6.  Current or past treatments for allergy/asthma, including dates (please include allergy injections).

7. Emergency room visits and/or hospitalizations for allergy/asthma during the past year?

8. How much work or school has been missed in the past year because of allergy and/or asthma?

9. Are there any diseases that run in your family? If so, please describe:

10. Please list any additional medical information (surgery, serious illnesses, diagnoses or hospitalizations):




Recreational Drug History

Tobacco Use: O Past O Present Form: O None
Alcohol Use: U Past U Present Frequency: U0 None
lllicit Drug Use: O Past O Present Type: O None

Current Medications

Please list all the medications you are using, including any Rx drugs, over-the-counter medications, supplements, vitamins, pain relievers,
and any medications used “as needed".

Medication Current dose Start date Date last used Reason for use

Additional comments or information:




Review of Systems

Please check all areas that apply to you, remember to include dates and “ongoing or resolved”.

Each Heading should have at least one check. &

HEAD
~ BREASTS GENITOURINARY
CISNUS PROBS _ONGOING -RESOLVED | OIDSCHARCE ONCOING -RESOLVED || CIUTERNEIGERVICHL CANCER____ONGOM G-
EBEQEQCHE ONGOING ~RESOLVED || 2P inciover ONGOING ~ RESOLVED || CIOVARIAN CYSTS ONGOING ~ RESOLVED
CINONE CIMALIGNANCIES ONGOING ~ RESOLVED LIULCERS ONGOING ~ RESOLVED
CJOTHER OFREQUENT INF ONGOING ~ RESOLVED
CINONE CIPROSTATE CANCER ONGOING ~ RESOLVED
EYES CIPROSTATE ENLARGEMENT ONGOING ~
OITCHING ONGOING ~ RESOLVED RESOLVED
CBLURRY VISION_____ ONGOING ~ RESOLVED CHEART ATT ACEEART / VASS“E%TN G- RESOLVED || MENSTRUAL CRAMPS___ ONGOING ~ RESOLVED
CIGLAUCOMA ONGOING ~ RESOLVED CIHI BLOOD PRESSURE___ ONGOING ~ RESOLVED || DOTHER
CJREDNESS ONGOING ~ RESOLVED COMURMUR ONGOING ~ RESOLVED CINONE
LITEARING ONGOING ~ RESOLVED CIABNORMAL BEAT ONGOING ~ RESOLVED
CIFARSIGHTED ONGOING ~ RESOLVED [IVASCULAR DISEASE____ONGOING ~ RESOLVED MUSCULOSKELETAL
CNEARSIGHTED ONGOING ~ RESOLVED CIANGINA ONGOING ~ RESOLVED CORHEUMATOID ARTHRITIS ONGOING ~
OJOTHER CIOTHER RESOLVED
CINONE CINONE CJOSTEOARTHRITIS ONGOING ~ RESOLVED
CIJOINT REPLACEMENT ____ONGOING ~ RESOLVED
EARS TUNGS OBROKENBONES___ ONGOING ~ RESOLVED
ODISCHARGE___ ONGOING ~ RESOLVED CIASTHMA ONGOING ~ RESOLVED [JOSTEOPOROSIS____ ONGOING ~ RESOLVED
CIHEARING LOSS_____ ONGOING ~ RESOLVED CIBRONCHITIS ONGOING ~ RESOLVED OOTHER
LIEARACHES_________ONGOING ~ RESOLVED CIPNEUMONIA ONGOING ~ RESOLVED CINONE
CIFREQUENT INFECTIONS___ONGOING ~ RESOLVED || SeMPHYSEMA ONGOING ~ RESOLVED
CIITCHING ONGOING ~RESOLVED CICYSTIC FIBROSIS ONGOING ~ RESOLVED NEUROLOGIC
LIBLOCKAGE ONGOING ~ RESOLVED CICHEST TIGHTNESS ONGOING ~ RESOLVED || CIMIGRAINES ONGOING ~ RESOLVED
LIOTHER COWHEEZING ~ ONGOING ~RESOLVED || OSEIZURES ONGOING ~ RESOLVED
CINONE COCOUGH ONGOING ~ RESOLVED CPARKINSON'S ONGOING ~ RESOLVED
CJOTHER CIFREQUENT INF ONGOING ~ RESOLVED
NOSE CINONE OMULTIPLE SCLEROSIS___ ONGOING ~ RESOLVED
OPOLYPS ONGOING ~ RESOLVED CINUMBNESS ONGOING ~ RESOLVED
CHAYFEVER ONGOING ~ RESOLVED LIVER OOTHER
CICONGESTION ONGOING ~ RESOLVED CIHEPATITIS ONGOING ~ RESOLVED CINONE
CIRUNNY NOSE ONGOING ~ RESOLVED CIGILBERT'S SYNDROME____ONGOING ~ RESOLVED
CIBLEEDING ONGOING ~ RESOLVED [IGALL STONES ONGOING ~ RESOLVED PSYCHIATRIC
OOSNEEZING______ ONGOING ~ RESOLVED OTUMORS ONGOING ~ RESOLVED [CIDEPRESSION ONGOING ~ RESOLVED
OLOSSOF SMELL_____ ONGOING ~ RESOLVED CIOTHER COANXIETY ONGOING ~ RESOLVED
QITCHING ONGOING ~ RESOLVED CINONE CIALCOHOL ABUSE ONGOING ~ RESOLVED
COOTHER OALZHEIMER'S ONGOING ~ RESOLVED
CINONE DNEY OIBI-POLAR DISORDER_____ ONGOING ~ RESOLVED
ROAT CIKIDNEY STONES ONGOING ~ RESOLVED ggg’:‘?
CITCHING ONGOING ~ RESOLVED ECYSTS ONGOING ~RESOLVED
CIPOST NASAL DRIP___ONGOING ~RESOLVED || 61 oMERUL ONEPRRITIS— ONGOING - RESOLVED HEMATOLOGY / MNUNE
COBAD BREATH ONGOING ~ RESOLVED CIOTHER - CJANEMIA ONGOING ~ RESOLVED
[CJHOARSENESS ONGOING ~ RESOLVED CINONE CLEUKEMIA ONGOING ~ RESOLVED
gngcE 555 8N88IN8 ~ REggLVED OLUPUS ONGOING ~ RESOLVED
VOICE L NGOING ~ RESOLVED CIALLERGIES ONGOING ~ RESOLVED
CIOTHER STOMACH / DIGESTION DIADS ONGOING ~ RESOLVED
CINONE OULCERS ONGOING ~RESOLVED || Ho1heR
CIHEARTBURN ONGOING ~ RESOLVED || qvonE
CICONSTIPATION ONGOING ~ RESOLVED
ENDOCRINE CIDIARRHEA ONGOING ~ RESOLVED
LITHYROID ONGOING ~ RESOLVED CILOSS OF APPETITE ONGOING ~ RESOLVED SKIN
CIDIABETES ONGOING ~ RESOLVED CINAUSEAVOMITING ONGOING ~ RESOLVED || CIHIVES ONGOING ~ RESOLVED
LOTHER CIOTHER CJECZEMA ONGOING ~ RESOLVED
CINONE CINONE CIACNE ONGOING ~ RESOLVED
OPSORIASIS ONGOING ~ RESOLVED
CJCANCER ONGOING ~ RESOLVED
CIITCHING/DRY ONGOING ~ RESOLVED
OIINFECTION ONGOING ~ RESOLVED
My signature indicates that this medical history is accurate to the best of my knowledge. gﬁg‘ﬁg
Signature Date
(Parent or Insured if Minor)
Doctor's Signature Date
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