David Axelrod, M.D., F.A.A.A.A.L
Allergy, Asthma and Immunology

Patient History Form

Please type your name and birth date.

Name: Birth Date:

Doctor who asked you to see me for allergy or immunology problems:

Name

Street Address

City State Zip Code
Telephone Number FAX Number

Please check all that apply to you:

Eyes: []Right Eye [JLeft Eye [JIBoth Eyes How Long:

|:| ltchy |:|watery |:|pus |:|pain

Nose: [JRight Side []LeftSide  []Both Sides How Long:

[itchy [Jrunny [Jstuffy [Jblood [Jpain

Lungs:

[IShortness of breath [Jcough [JWheeze [Jtight chest how long:

[Jcauses me to awaken at night How many times per week?

Are you able to do your usual activities?

Worse with: [Jcold [Jheat [Jexercise

[JFoods Which foods:
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Rash: [Jhives Cswelling [CJeczema

Where is rash:

Does it cause trouble breathing:

Worse with: [Jcold []heat [Jexercise [Osun

[vibration ~ [Jwhat you wear:

[CJFood: What food:

Infections:

How many per year:

Where: [sinus [Jthroat/mouth [Jbronchial tree []lungs
[JUrinary bladder [Jskin
When do your symptoms bother you: [JSpring [JSummer [JFall [JWinter
Are you worse: [Cby freshly cut grass [Jcat [Jdog [Jhorse

[JHamster  [Jguinea pig []mice

Other:

[J!n a damp area:

[CJwWhen you go from the cold to the warm

[Jwith changes in weather [Jwith stress Clwith smoke
Clwith strong perfumes [Jwhen you read a newspaper
Are you worse with: [Jkiwi [Jpapaya [Jchestnut [Jerapefruit

[JBanana [Jmango [Javocado
[plastic gloves [CJWhen you blow up a balloon

|:|Foods Which foods:

Have you been stung by: [Cbee Cdwasp [hornet [Clyellow jacket

What happened:
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What type of work do you do:

Are you worse at work:

To what are you exposed at work:

You live in a: [CJhouse [Japartment How old is house/apartment:

For how long have you lived there:

Do you have a: [] basement [J crawl space [CInone
Is it: [ damp Cldry
Do you use: ] humidifier [] dehumidifier
[JAir conditioning [Ccentral [Jwindow

How often change filter:

What type of heat do you use:

[IForced air ol [Jelectric [Jhot water
[JBaseboard [Jradiator

In your bedroom do you use:

Pillow [Csynthetic  []feather [Jcotton [Jfoam [J dust covers
[OMattress  [] box spring []water bed [Idust cover
Bedcover  [Jsynthetic  []feather [Jwool [] cotton

[Iwood floor [Jarearug  [Jcarpet
CArea rug is washable [CJarea rug is NOT washable

How often do you vacuum the carpet:

In your home you have: [Jcat [Jdog other animal:

Does the pet come into your bedroom:
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Have you ever had:

[JHigh blood pressure [Jhigh cholesterol [Clheart trouble

[JHeart murmur [] stroke [Jblood clots [Jkidney trouble

[ILiver trouble [Jcomplicated pregnancy [ cancer [ allergies

[ Arthritis Ol Hepatitis  [JHIV [IMiscarriages  How many:
Other:

Have you ever had any surgery:

[JAppendectomy [CJGall bladder surgery [JProstate surgery [Juterus
|:| Ovaries |:| breast [Oheart |:|joints Which joints:
Other:
Do you: [] smoke [Jdrink alcohol Cillicit drugs
How many per week:

Have you been vaccinated against:

[Cdsmall pox  []Seasonal influenza [JHIN1

[JPneumococcus [CIretanus [Ipiphtheria [Jpertusis

[ Measles [Jmumps [rubella ] hemophilus

[JHepatis A [] Hepatitis B
Have you had a TB skin test: When:
Have you had a chest X-ray: When:
Please list the names of the prescription and non-prescription medication that you take.

Name of medication Name of medication Name of medication
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Please check any of the medications below, that you have already taken.

Anti-histamines/Drying nasal spray:
[IBenadryl [Jchlortrimeton [Jclaritin [] clarinex [JAllegra
[Jzyrtec [ Xyzal [JAstelin [JPatanase [JAtrovent nasal spray

Nasal sprays:

J Vansenase/Beconase [INasalcrom [[INasalide [] Nasacort
[] Nasonex [JRhinocort [JFlonase [CJomnaris

Eye drops:
[ Accular ClAlocril [JAlomide  [JCrolom [] Elestat [] Emadine

[] Livostin [] Optivar [JPatanol [] zatidor [Jzyrtec

Sprays for Asthma:
[] vanceril/Beclovent [JAerobid [JAzmacort  []Flovent [CJPulmicort
[JAlvesco [JAdvair [[]Symbicort [JAtrovent [Ispireva

[dProventi  [JXopenex  []Serevent  [JForadyl
Injectables:

[Cxolair |:|Cinryze

Other medications that you have taken for your problem, for which you come to see me:

Name of medication Name of medication Name of medication

Medications to which you had a reaction:

Name of medication Reaction you suffered Name of medication Reaction you suffered
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Do you suffer from any of the following problems?
General:
Clrever Cehills sweats [Jweight loss [Jweight gain

[JLow blood count

Head:
eadache izziness ightheadedness
[JHeadach L dizzi lightheaded
Eyes:
orsening of vision ouble vision pain ischarge from eyes
COw ing of visi [ldouble visi [ pai discharge f
Ears:
[[JWorsening of hearing [CJspinning sensation [Jringing in ears [Jpain

[pischarge from ear
Nose:
[CJpamage to nose [blood from nose [ pus from nose [Jodd odors
[] peviated septum  [] change in smell
Throat/Mouth:
[ sore throat [] change in taste [J sore tongue [J1arge tongue

O Repair of teeth

Chest:
[JPain [Jcough [] shortness of breath [] cough up blood
[]Breast mass [] breast discharge ~ [] breast pain

Heart/Blood Vessels:
Cchest pain O rapid heart rate [] shortness of breath with activity I heart murmur
[JHeart attack [Jangina [Jrheumatic fever [Isleep on more than 1 pillow

[ Pain in legs when you walk [ fingers turn red/white/blue in cold
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Intestinal tract:

[JLoss of appetite [ nausea [Jvomiting [[J vomiting with blood
[IHeart burn [] discomfort in abdomen [] constipation [Jturned yellow
[JLoose stool [Jchange in size of stool [Jblood in stool

[IBlack and tarry stool

Genitourinary tract:

ClTrouble holding urine [Jtrouble urinating [Jblood in urine
] Bladder infections How many per year:
[dPass urine in night time How many times per night:

[] You have regular periods [JYou have periods that are not regular
O History of sexually acquired disease [Jgenital sores

Neuromuscular:

[J Loss of consciousness [Jlightheadedness [ spinning

[IWeakness [Jnumbness []seizures [Jcoma [[Jmood problems
Rheumatic:

[Jstiff after awakening [Jtire during the day [Jstiff during the daytime

CTrouble falling asleep due to pain [J awaken at night because of pain

[J Rash [Jrash with sun exposure [Jpain in eyes due to sun exposure

[ sores in mouth [Jpink eye [[Jemotional problems [ fluid around heart/lungs
[ILow blood counts [] darkening of your urine [blood in urine
CLoss of strength in hands loss of strength in feet Dtight skin

[IBlood clots Dmiscarriages [trouble getting out of a chair

Thank you!



