                                 Asthma & Allergy Specialists, LLC
                                           Edward T. McLaughlin M.D.     Juan C. Mas M.D.

                                                            Shayna Zimmer  PA-C

Name_______________                 Date of Birth__________  Date of visit__________
Who is your primary care doctor?_______________________________________                        
1. What is main reason for today’s visit? You may check more than one.

     asthma____  allergic rhinitis (nasal allergy)_____ hives____ eczema_____         

     sinusitis____ rash_____ food allergy_____ medication allergy_____

     runny nose___ stuffy nose____ itchy_____ cough______ wheeze______

     short of breath______ headache____

     Other______________________________________________________  
2. If this is a routine follow-up visit are you Overall since the last visit  

    (If this is a sick visit you may skip to question 5)
   Totally well___ Much improved____ improved_____ the same_____ worse______

3. How often do you have symptoms?
     Daily_____ weekly_____ occasionally_____ rarely____ never________
4. Overall in reference to allergy and asthma symptoms how are you doing?
Great____  Very Good____ Good____ Fair_____ Poor_____ 
5. If you have asthma…How often do you use your RESCUE INHALER___per/day

____per/week ____per/month. How often does your asthma awaken you per month?____
    What medications do you take that We prescribe?
Name of medication       Strength          How often do you actually take it?

1

2

3

4

5

6

What medications do you take that other doctors prescribe?

Name                        Strength             How often do you actually take it?

1

2

3

4

5

6

7

What over the counter products are you taking?

Are there other illnesses you have that significantly affect your health?

1.

2.

3.

4.

                                                                                  Reviewing Nurse_____________Form 47 (3/07)
