Alan Aycock, MD ♦♦ Stephen Snell, MD

Brenda Swain, ARNP ♦♦ Denny C. Torres, P.A.-C.
ALLERGY QUESTIONNAIRE
Patient Name___________________________ 
DOB:   _____________   
What problem brings you to this appointment?  _______________________________________________________________________________________________________________________________________________________________________________________

When did symptoms begin?   

_____________________________________________________________

Please check all symptoms that apply.

NOSE
 Runny Nose


 Nasal Congestion

 Itchy Nose

 Postnasal Drip

 Nasal Polyps 

 Poor Sense of Smell

 Nasal Dryness

 Nasal Crusting

 Sniffling

 Snorting


 Nosebleeds


 Snoring

 Discolored Nasal Secretions (color:______________)
 Sneezing

 Recurrent Infection

CHEST
 Cough


 Wheezing


 Shortness of Breath

 Chest Tightness

 Pain on Breathing


 Phlegm/Sputum (color:______________)

THROAT

 Soreness and Pain

 Itchiness


 Dryness

 Difficulty Swallowing
 Hoarseness


 Choking of Foods

 Foods Catching in Throat
 Throat Swelling

 Enlarged Neck Glands

 Recurrent Infection

EARS
 Ear Infections

 Blocked Ears

 Change in Hearing


EYES
 Itchy Eyes


 Watery Eyes

 Red Eyes

 Swelling or Puffiness

SKIN
 Eczema


 Hives/Swelling

 Dryness

 Peeling


 Rash


 Itchiness

Please check any of the following which seem to trigger (or cause) symptoms or bother you.

 Grass
 Cats

 Cosmetics

 Drafts
 Nervousness

 Hay

 Dogs
 Aerosol Sprays
 House Dust
 Cold Air

 Mold and Mildew

 Horses

 Perfumes
 Smoke
 Humidity
 Basements
 Other Animals
 Insecticides
 Pollution

 Weather Changes

 Leaves

 Alcoholic Beverages

 Odors
 Exercise
 Latex (rubber)
 Wind
 Soap

 Detergents
Newspaper and other printed items  Air Conditioner Running 

 Other_______________

When are your symptoms worse?

 January
 February
 March
 April
 May

 June

 July

 August
 September
 October
 November
 December

Are symptoms better away from home?
 Yes

 No

If Yes, when?______________________________

HOME ENVIRONMENT
How long have you lived in your house/apartment?______________________________

Do you live in a:
 House
 Apartment/Duplex
 Condominium/Townhouse

Approximately how old is your house/apartment/condo?__________________________
Do you live:

 In the city
 In the suburbs
 Rural Areas

Do you have a basement?
 Yes
 No

Is your house built on  slab? 
 Yes
 No

Type of heating system (check one)
 Hot Air
 Steam (radiator)







 Electric
 Hot Water (baseboard)

Do you have:

 Wood/Coal Stove

 Humidifier







 Air Cleaner


 Dehumidifier

Pets (number) – Indoor or Outdoor
 None
 Cats_____
 Dogs_____

 Birds_____
 Other_____

Are there any tobacco smokers in your homes?


 Yes

 No

Is your bedroom in the basement?




 Yes

 No

Do you have allergy proof encasing for your pillow or mattress
 Yes

 No

What type of pillows do you have?__________________________________________

What type of comforter do you have?________________________________________

What type of floor covering do you have in your bedroom?

 Wall to Wall
 Area Rug

 Animal Skin

 Bare Floor

How old is your mattress?___________________________________________________

What is in your mattress (i.e. cotton/horse hair)? ________________________________

Do you have air conditioning?
 Yes

 No 



If yes, 


 Window Unit

 Central

Do you have problems with roaches or mice?
 Yes

 No

Do you have water leaks, mold contamination?
 Yes

 No

Is your home/apartment excessively humid?

 Yes

 No

WORK ENVIRONMENT
What is your occupation?___________________________________________________

Where are you employed?__________________________________________________

How long have you worked there?____________________________________________

Is your work environment:  Carpeted
 Tiled
 Other

Is it air conditioned?  Yes
 No
Is smoking permitted?
       
 Yes
 No

Are you exposed to chemicals or strong odors?
 Yes

 No

If Yes, please specify:______________________________________________________

Are your symptoms worse at work? 
 Yes 
 No


If Yes, please Specify:_____________________________________________________

Have you missed time from work because of your allergies?
 Yes

 No

If Yes, how much time?____________________________________________________

Comments:______________________________________________________________

SCHOOL HISTORY/ENVIRONMENT
Do you attend school?

 Yes
 No
If Yes, what grade level?_______________

Is your classroom:
 Carpeted

 Tiled 

 Other

Any animals in your classroom?
 Yes

 No

Do you participate in physical education? 
 Yes

 No
Have you missed time from school because of your allergies?
 Yes

 No

If Yes, how many days missed last year?_______________________________________

Comments:______________________________________________________________

SOCIAL
Where have you lived? ________________________________________________________________________________________________________________________________________________

When did you move to Oklahoma? ___________________________________________

How long have you lived in this area? _________________________________________

Do you exercise?
 Yes
 No


 If Yes, how often? _______________________ How long? _______________________

SMOKING

Do you presently smoke?  Yes
 No


If Yes, average number of cigarettes per day: ___________________________________
If Yes, when did you start? _________________________________________________

Have you ever smoked?   Yes
 No

If Yes, how many years? _______________ When did you stop? ___________________

Average number of cigarettes smoked per day? _________________________________

Does anyone smoke in your home? 
 Yes
 No If Yes, who? ____________________

FAMILY HISTORY
Is there an immediate family member who has the following?
 Asthma 





 Yes

 No
 Eczema 





 Yes

 No
 Seasonal/ year round allergies 


 Yes

 No
 Other allergies (drugs/bee sting/food etc) 

 Yes

 No
 Sinus problems 
FOODS
Which foods trigger any or all of your symptoms? (check all that apply)

 Milk

 Peanuts

 Soy

 Shellfish

 Wheat
 Eggs

 Corn
 Other ______________________

List any reactions experienced to foods: ________________________________________________________________________________________________________________________________________________

List any drug allergies and reactions experienced: ________________________________________________________________________________________________________________________________________________

Describe any reaction to insect stings: ________________________________________________________________________________________________________________________________________________

Which of the following medications have you taken? (check all that apply and write in others)

Oral Antihistamines:

 Bendaryl
 Dimetapp
 Triaminic





 Claritin
 Alavert
 Zyrtec





 Allegra
 generic loratidine





 generic cold and allergy medication

Topical Nasal Steroids:
 Flonase
 Nasonex
 Rhinocort





 Nasacort
 Other

Other Nasal Sprays:

 Nasalcrom
 Astelin
 NeoSynephrine




 Afrin


Leukotriene Antagonists:
 Singulair
 Accolate
Inhalers: 


 Pulmicort
 albuterol
 Advair

Nebulized Medications:
 Pulmicort
 albuterol

Steroids:


 Orapred
 Prelone
 Pediapred





 prednisone
 Decadron
Beta Blockers:


 Betapace (sotalol)

 Blocadren (timolol)





 Brevibloc (esmolol)
 Coreg (carvedilol)





 Corgard (nadolol)

 Inderal (propranolol)





 Kerlone (betaxolol)

 Lopressor (metoprolol)





 Normodyne (labetalol)
 Tenormin (atenolol)





 Visken (pindolol)

 Zebeta (bisoprolol)
Ace Inhibitors:

 Accupril (quinapril)
 Altace (ramipril)





 Capoten (captopril)

 Lotensin (benazepril)





 Mavik (trandolapril)
 Monopril (fosinopril)





 Prinivil (lisinopril)

 Univasc (moexipril)





 Vasotec (enalapril)

Other:



 Other (please list) _______________________________







          _______________________________
Have you ever had one of the following allergy test?

 Blood
If yes, when?___________________________________________


 Skin

If yes, when? __________________________________________
Have you had allergy injections?
 Yes
 No
When: ________________________
If Yes, did you have severe or unusual reactions?
 Yes

 No

Please Describe: __________________________________________________________

Have you received cortisone (prednisone, methlyprednisone, etc.) drugs?
 Yes
 No


When: ______________________
How much: __________________________

Women of childbearing age: Are you pregnant, trying to conceive, or nursing a baby?


 Yes

 No
