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Allergy/Environmental History

Patient Name: DOB: Date:

Please fill out both pages completely.

[ experience the following symptoms*:

Please circle all that apply:

Runny Nosel:l Nasal Congestion DPost Nasal Drip DSinusitisl:IAsthma DDiarrhea DFatigue I:I
Pre-menstrual Syndromel:lFibromyalgiaDHeadacheDWatery EyesDEczema/Atopic Dermatitisl:l

Irritable Bowel Syndrome Itchy Eyes I:lSkin RashDVertigoI:lTinnitusDMeniere’s Diseasel:l

Other Symptoms:

*If you circled any of the symptoms listed above, please complete the rest of the questionnaire.

Family History of Allergy: MOthEI‘D FatherDBrother/SisterDChildDNoneI:l
Age symptoms began: Age 1-3|:|Age 3-12|:|bef0re age ZODafter age 20|:|

My symptoms are worse: SpringDSummerDFallDWinterI:l

Symptoms are present: 2-4 weeksl:ll-3 monthsI:IS-S monthsDYear RoundD

Allergic Triggers: House/Dust Mites I:lGrassesDWeedsDTreesDMolds/YeastDCatsDDogs I:IFoodsD

Other

Non-allergic Triggers: Tobacco Smoke DPot PouriDHome Cleaning SuppliesDGaS/Diesel FumesD
Cold AirDHeat/HumidityDBarometric ChangesDMedications I:lPerfumes I:l

Other

[ have been allergy tested before and found to be allergic to:

House/Dust Mitesl:lTreesl:lGrassesElVVeeds I:lMolds I:lCatsl:lDogs I:lOther

[ was tested by: Skin TestsDRASTDImmunoCapDOther Blood TestD



Asthma: I take medication for asthma. TrueDFalseD
My asthma is: MildDModerateDSevere D

[ had asthma in the past but “out grew” it. TrueDFalseD
[ have never had asthma. TrueDFalseD

History of severe reactions or anaphylaxis:

NeverDBee or Wasp StingsDShellfishDPeanutsDOther FoodsDMedications DOther

Medications I have used for my nasal symptoms:
Oral AntihistaminesDDecongestants (oral or nasal spray)DCromolynDSingulairI:INasal SteroidsD

AtroventDAntihistamine nasal spraysDOther

[ am allergic to: Milk and Milk products DWheatDCorn DYeastDSoyD

Other Foods

Current Medical Illnesses: NoneDHeartDLungDKidney DiseaseDSkinDIBSDDiabetes I:l

Autoimmune DiseaseDSinusitisD Otitis I:lOther

Please list all medications you are currently taking, including vitamins, hormones, over the counter
drugs and herbal supplements.

[ am interested in being allergy tested for:
PlantﬂPollensl:Il\/loldsl:IAnimal DandeIDDust MitesElFoodsDMll:l

[ am interested in Allergy Drops to control my allergies. YesElN 0 I:l

Name of person completing this form Relationship to patient

Signature: Date:
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