
ALLERGY QUESTIONNAIRE

Patient’s Name Date of Birth

Referred by: Primary Dr.

Appointment Date

INSTRUCTIONS: Please answer the questions on this form as they relate to the person being evaluated. A
complete and accurate record is important in learning about your allergy problem. Please bring the completed form with
you for your first appointment.

I. Briefly describe the reason for your allergy visit and what you hope to accomplish.

II. SYMPTOMS: Do you have any of the following?
Nasal:
Runny or Stuffy Nose
Sneezing
Itchy Nose
Nose Bleeds
Loss/or Decrease of Sense of Smell
Mouth Breathing/Snoring
Sniffing

Sinus:
Headaches
Sore Throats
Post Nasal Drainage

Bad Breath
Hoarseness
Throat Clearing
Itchy Throat

Eye:
Red
Itching
Watery
Dark Circles
Puffiness

Ear:
Full
Painful
Ringing
Hearing Loss
Itching
Chest:
Wheezing
Coughing
Tightness
Shortness of Breath
Bronchitis

Skin:
Rash
Hives
Eczema
Swelling
Itching

Other:

How long have you had these symptoms?





IX. WORK HISTORY/ENVIRONMENT:
What is your occupation?
Where are you employed?
How long have you worked there?
Is your work environment: carpeted tiled
Is it air conditioned? Is smoking permitted?
Are you exposed to chemicals or strong odors?
If yes, please specify:
Are your symptoms worse at work? Yes No If yes, please specify
Have you missed any time from work or because of your allergies? How much time?
Comments:

X. SCHOOL HISTORY/ENVIRONMENT:
What school do you attend?
What grade/level?
Is your classroom: carpeted tiled Is there a problem with mildew?
Do you participate in physical education?
Have you missed any time from school because of your allergies? How many days missed last year?
Do you feel school performance has been affected by allergies?
Comments:

XI. MEDICATIONS: Please list all medications below.

Date Date
Drug Dose Started Drug Dose Started

XII. PAST MEDICAL HISTORY: Please list any Surgeries/Hospitalizations/Medical Conditions.
Hospital or Dr. Treating Reason (specific surgery or medical condition) Date

Childbirth, Dates
Dental History: Have you ever worn braces? Do you wear dentures?

XIII. IMMUNIZATIONS: Approximate dates:
Polio
DPT
Tetanus booster
Pneumovax

HIB
Measles
Rubella
Influenza (flu)

Last PPD (Tb test)
Last Chest X-ray
Other






