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NAME:  ________________________

DATE:  _________  DOB: _________
CHART #:  _________________



   
      
The Reason I Am Here Is: 



Please Check What Best Describes Symptoms:

	
	Major

Problem

	Less of a Problem
	Not a Problem

	NOSE
	Stuffy nose


	_______
	_______
	_______

	
	Runny nose


	_______
	_______
	_______

	
	Sneezing
	_______
	_______
	_______

	

	Itching
	_______
	_______
	_______

	
	Drainage Down Throat
	_______
	_______
	_______

	
	Facial Pressure


	_______
	_______
	_______

	
	Sore Throat
	_______
	_______
	_______

	
	Headaches
	_______
	_______
	_______

	
	Snoring
	_______
	_______
	_______

	
	Loss of Sense of Smell
	_______
	_______
	_______

	
	
	
	
	

	EYES
	Itchy
	________
	________
	________

	
	Watery
	________
	________
	________

	
	Swelling
	________
	________
	________

	
	Red
	________
	________
	________

	
	Pain
	________
	________
	________

	
	Vision Change
	________
	________
	________

	
	
	
	
	

	EARS
	Ear infections
	________
	________
	________

	
	Itchy
	________
	________
	________

	
	Popping/Cracking
	________
	________
	________

	
	Hearing loss
	________
	________
	________

	
	Earache
	________
	________
	________

	
	
	
	
	

	CHEST
	Chest tight or heavy
	________
	________
	________

	
	Wheezing
	________
	________
	________

	
	Coughing
	________
	________
	________

	
	Phlegm
	________
	________
	________

	
	Symptoms at night
	________
	________
	________

	
	Symptoms with exercise
	________
	________
	________

	
	
	
	
	

	GI
	Suspected food reaction
	________
	________
	________

	
	Vomiting
	________
	________
	________

	
	Acid reflux
	________
	________
	________

	
	Heartburn/Indigestion
	________
	________
	________

	
	Abdominal pain
	________
	________
	________

	
	Diarrhea
	________
	________
	________

	
	
	
	
	

	SKIN
	Eczema
	________
	________
	________

	
	Hives
	________
	________
	________

	
	Itch
	________
	________
	________

	
	Other
	________
	________
	________

	
	
	
	
	

	OTHER
	Bee sting reaction
	________
	________
	________

	
	Latex reaction
	________
	________
	________

	
	Drug reaction


	________
	________
	________
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Primary Care Provider: ________________________


Referring Provider: ____________________________


Pharmacy: ___________________________________


Last dose of antihistamine: _____________________


Drug allergies? _______________________________





Symptoms triggered by:  (Circle all that apply)





dust / pollen / cat / dog / animals / leaves / dampness / temperature changes / weather changes / cold air





exercise / stress / alcohol / smoke / perfumes / odors / viral cold / food / cabin / vacation 





Worst months?  (Circle all that apply)


JAN       FEB       MAR       APR       MAY       JUNE      JULY       AUG       SEPT      OCT     NOV      DEC


 





Current Allergy/Asthma Meds:(list)





Current Other Meds:(list)





Please Check All That Apply To The Patient Recently:


REVIEW OF SYSTEMS:  


GENERAL:   _____ Fever     _____ Weight loss or gain     _____ Blood count problems     _____ Fatigue


NEUROLOGIC:   _____ Headaches     _____ Seizures     ____ Dizziness      _____ Muscle weakness


PSYCHIATRIC:   _____ Nervous problems      _____ Depressed mood


CARDIOVASCULAR:   _____ Heart problems     ____ High blood pressure     ____ Chest pain     _____ Poor circulation


GI:   _____ Stomach upset     _____ Stomach ulcer     _____ Irritable bowel     _____ Diarrhea      _____ Constipation


MUSCULOSKELETAL:   _____ Joint swelling or pain


OROPHARYNX:   _____ Sore throat     _____ Difficulty swallowing     _____ Throat infections


ENDOCRINE:   _____ Diabetes     _____ Thyroid disorder


RHEUMATOLOGY:   _____ Lupus     _____ Psoriasis


EYE:   _____ Cataracts    _____ Glaucoma    _____Wear corrective lenses


OTHER:   _____ Pregnant or pregnancy planned











FOR MEDICAL STAFF TO FILL OUT:


Ht: _______________


Wt:_______________


Pulse: _____________


Resp: _____________


BP: _______________


T: ________________












