Advanced Allergy & Asthma Associates

Phone 847-888-8802 / Fax 866-246-1164

Health Questionnaire
	Name:
	Date of birth:

	Referred by:

Reason for seeing allergist, and please list symptoms: 



	How long have you had those symptoms?

	Does anything worsen or improve your symptoms (describe)?

Medications or treatments tried:

	PAST HISTORY INFO:

	 Have you had any recent diagnostic imaging or labs? (Describe what type and body part, when)



	 Have you had any pulmonary (breathing) tests (when)?

	 Have you been tested for allergies (when)?

	 Have you been on allergy shots (for how long) ?

	 Do you have any other chronic diseases?  (Describe)

	Any surgeries or hospitalizations in the past (describe when and where)?

	

	


	







Review of Systems (Circle or Underline those that are applicable):

GENERAL:  

      Shortness of breath, Fatigued, Wired, Often cold/hot, Anxious, Depressed, Snorer

HEAD: 

      Headaches:  Migraines, Tension, Sinus, Undefined

EARS:  

      Painful, Pressure, Popping, Itchy

EYES: 

      Burning, Itching, Tearing, Dry, Swollen eyelids, Rash on eyelids, Dark circles, Pain

NOSE:  

      Stuffed/Congested, Runny, Clear discharge, Colored discharge, Painful, Poor smell, 
              

      Post-nasal drip, Itchy, Nose bleeds, 

MOUTH:  

      Itchy, Dry, Bad taste, Bad breath, Tooth pain, Mouth-breather

NECK:  

      Tender nodes, Large thyroid/Goiter, Unusual growth

THROAT: 

      Difficult to swallow, Frequent infections, Hoarseness

CHEST:                            Cough, Wheeze, Produce phlegm, Pain, Heavy feeling, Tight feeling with exercise,
                                         Shortness of breath, Chest burning, Racing heart 

GASTROINTESTINAL: Heartburn, Bloating, Diarrhea, Constipation, Abdominal pain, Change in appetite,

                

     Food intolerance 

MUSKULOSKELETAL:Weakness of arms/legs, Sore joints, Swollen joints, Back pain, Gout, Arthritis
SKIN:  
                  Rash, Itchiness, Swelling, Burning, Dry skin, Hives

Form 034 revised 2/11
Do you have history of?





Seasonal Allergies    Acid Reflux     Asthma    Arrhythmias     Bronchitis     Colitis   


Contact dermatitis     Coronary Artery Disease         Eczema         Emphysema                                                    Food Allergies        Headaches         Hives       Hypertension         Ear Infections   Pneumonia     Sinusitis    Sleep Apnea    Other Medical Issue:








(Please circle or underline those that are applicable)








Name any Drug or Insect allergy:





        (List all medications that you are taking, include those you buy/use without  


        Prescription and herbal medications please)
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Medications You Take:





Do any of your relatives have history of?








Allergies     Asthma     Colitis    Coronary artery disease     Diabetes    Eczema 


Emphysema     Food allergies    Hives     Hypertension     Migraines    Sinusitis


Sleep apnea     Swelling Disorders    Thyroid Disease       Other:











Please choose all that are applicable








Social History





                                    Are you currently a    Smoker?     Yes/No			/Ex-smoker?   Yes/No


					           How many packs/day?	 _________	/How long?     ____________





What is your occupation and work place?___________________________________


How often do you exercise? _____________________


How often do you drink alcohol and how much? ����������_____________________________











Do you use any elicit drugs?








			





What type of pets do you have?_____________________________  how many of each? ___________________


Are you exposed to any other animals daily? _____________________________________


Do you use a down or feather comforter/pillow?    Yes/No              Do you use dust-mite covers? Yes/No


Is there carpeting in the house? Yes/No	


Do you have a mildew or rodent/roach problem in your house? Yes/No


About what year was your house built? __________


Other exposure we should be made aware of:________________________





Environment





Name any Food allergies/intolerances:




















