Health History & Allergy Questionnaire

Please printout this form, complete it, and bring it to your first appointment.

Name _________________________________________ ____ Male __________ Female ____________

Address _________________________________ City ___________________ State _______ Zip ______

Family Physician _______________________________________________________________________

Address _________________________________ City ___________________ State _______ Zip ______

Referring Physician ____________________________________________________________________
Allergies to medicines __________________________________________________________________

Medical Problems _____________________________________________________________________
____________________________________________________________________________________

Surgeries ____________________________________________________________________________

____________________________________________________________________________________

Hospitalizations _______________________________________________________________________

____________________________________________________________________________________

Serious Accidents _____________________________________________________________________

Current Medications ___________________________________________________________________

____________________________________________________________________________________

History of Family Illnesses/Allergies _______________________________________________________

____________________________________________________________________________________

Are you pregnant?  Yes ____________ No ____________   

Do you smoke?  Yes _____ No _____ How much? _______________ How Long? __________________
Quit _____ When? _____ Do you drink alcohol?  Yes _____ No _____ How much? _________________

Are you employed? Yes _____ No _____  What is your job?  ___________________________________
Describe your work environment ____________________________________________________________________________________
____________________________________________________________________________________
Review of Systems

Please check the problems that you are having:

 EARS:

□ Pain

□ Hearing loss

□ Fullness

□ Drainage

□ Ringing

□ Dizziness

□ Noise exposure
NOSE:

□ Pain
□ Obstruction
□ Congestion
□ Drainage
□ Nosebleeds
□ Snoring
□ Polyps
□ Changes in smell
THROAT:

□ Pain
□ Swelling
□ Drainage
□ Tonsillitis
□ Swallowing
NECK:

□ Pain
□ Hoarseness
□ Thyroid problems
ALLERGIES:

□ Hives
□ Hay fever

EYES:

□ Pain
□ Itching
□ Double vision
□ Blurred vision
□ Glaucoma
□ Cataracts

SKIN:

□ Rashes
□ Psoriasis
□ Itching
□ Jaundice

LUNGS:

□ Cough
□ Bloody cough
□ Bronchitis
□ Asthma
□ Emphysema
CARDIAC:

□ Chest pain
□ Fluttering
□ Extra beats
□ Prolapsed valve
□ Swelling
GI:

□ Heartburn
□ Ulcers
□ Cramping
□ Diarrhea
□ Constipation
GU:

□ Burning
□ Frequency
□ Bleeding
□ Kidney infections
CONSTITUTIONAL:

□ Weight gain
□ Weight loss
□ Fevers
□ Fatigue
MUSCLE/BONES:

□ Neck pain
□ Back pain
□ Joint pain
□ Weakness

NEURO: 

□ Seizures
□ Numbness
□ Paralysis
□ Tingling
HEAD:

□ Headaches
□ Migraine
□ Cluster

PSYCH:

□ Depressed
□ Anxious
□ Irritable
ALLERGY SCREENING
POLLEN SYMPTOMS:
□ Worse outdoors

□ Worse on windy days

□ Worse on clear days

□ Worse outdoors 7 – 11 am

□ Worse in warm air
□ Worse in cool air
□ Better indoors
□ Better outdoors
DUST SYMPTOMS:

□ Worse indoors
□ Better outdoors
□ Worse 30 minutes after retiring
□ Worse in cold weather
□ Worse when sweeping
□ Worse when dusting
MOLD SYMPTOMS:

□ Worse outdoors from 4-9 pm 
□ Worse on cool evenings
□ Worse in low, damp areas/buildings
□ Worse mowing or playing in grass
□ Worse on windy days
CONTACT SYMPTOMS:

□ Worse after lights are on 1 hour
□ Worse in certain rooms
Which one(s) ___________________
□ Worse in basement
□ Worse near a barn
□ Worse around animals
Which one(s) ___________________

Season(s) of symptoms? _______________________________________________________________

Worst Season (which months?) _________________________________________________________

