ASTHMA & ALLERGY SPECIALISTS

ORMOND BEACH (386) 673-1323

DELAND (386) 736-3911

ALLERGY QUESTIONNAIRE

ST. AUGUSTINE (904) 797-3339

PALM COAST (386) 446-3006

PATIENT'S NAME

DATE OF BIRTH

DATE OF APPOINTMENT

REFERRING PHYSICIAN

1 INSTRUCTIONS Please answer the questions as they relate to the person being evaluated. A complete, accurate record is
+ + important in learning about your allergy problem. Bring this completed form for your first appointment.

Briefly describe the reason for your allergy visit and what you hope to accomplish.

2. PROBLEMS: Have you ever had the following conditions?

Yes | No | (Check all items)

Age at Severity
Onset Mild |Mod.| Sev.

Comments

Asthma (Wheezing)

Any Other Breathing Problems

Sinus Trouble

Hay Fever (Runny, stuffy, itchy nose, sneezing)

Hives or Swelling

Eczema or Other Rashes

Frequent Infections

Food Reactions

Drug Reactions

Insect Reactions

3. SYM PTOMS. Have you ever had any of the following? If not, leave blank.

How many days
in the last month Mild |Mod.| Sev.

Severity

Circle the Months Most Severe

Runny or stuffy nose J F M A M J J A S o} N D
Itchy nose J F M A M J J A S (o] N D
Sneezing J F M A M J J A S (0] N D
Itchy eyes J F M A M J J A S (o] N D
Wheezing J F M A M J J A S o] N D
Coughing J F M A M J J A S (o] N D
Wheezing or coughing with exercise J F M A M J J A S e] N D
Skin problems J F M A M J J A S O N D

4. FOOD REACTIONS:

Have you ever had any symptoms (rash, hay fever, vomiting, gas, cramps, diarrhea, colic as an infant)
after the ingestion of any food or liquid? If yes, specify below.

Approximate

Food Date

Symptoms

Can food be eaten? | Date food was
Yes No last eaten




