PLEASE USE BLUE OR BLACK INK
SUNSHINE ALLERGY
Diplomate of American Board of Allergy and Immunology-Adult and Pediatric


Patient Name___________________________________________________________ D. O.B.________________  Age______  Sex_______

Primary Care Doctor_________________________________________________    Phone: _____________________________________

Pharmacy: __________________________________________________________   Phone: _____________________________________

Reason for your visit:(chief complaint):

1)________________________________________________________2)_______________________________________________________
3)________________________________________________________4)_______________________________________________________

When and where was the first time the problem occurred?_________________________________________________________________
___________________________________________________________________________________________________________________
Describe your first attack and typical attack_____________________________________________________________________________
___________________________________________________________________________________________________________________
When did you last have an attack?_____________________________________________________________________________________
How often do they occur?_____________________________________________________________________________________________
What medications  have you used for allergies?  Nasal sprays:   Y    N    If yes, list: ________________________________________________
Antihistamines:  Y   N    If yes, list:  ______________________________________________________________   Singulair:  Y   N                       
Do your allergy symptoms increase on exposure to:  
Dust  	Y   N        	Other Pets	Y   N  	Cold Air	Y   N	 Emotion (Stress)           Y   N		
Mold 	Y   N	Odors	Y   N     	Weather Changes 	Y   N	 Air Conditioning           Y   N
Dogs 	Y   N     	Sprays	Y   N	Outside	Y   N             			
Cats 	Y   N	Smoke   	Y   N	Inside	Y   N

Social History:

Tobacco Smoke:     Y     N    For how long: _________   Stopped___________   # Cigarettes/day: ___________     E. Cig/Vap:     Y     N     

Does anyone else smoke in your house?__________________________________________

Alcohol Use:     Y     N      How Often?  Daily     Weekly     Occasionally     Illicit Substance Use:   Y     N   What Type: ________________

Do you have carpet?    Y     N     Do you have pets, if so how many?   Y     N     _____ Dogs   _____ Cats    _____Birds    _____Other ______	

Type of work you do: ______________________________________ 

How long have you lived in Florida: ________________________    Previous residence: ______________________________________


Medical History:

List all current medications, doses and frequencies of use, including over the counter medications.

1.___________________________________  2.____________________________________   3.___________________________________
4.____________________________________5._____________________________________ 6.___________________________________
Medical History Cont.:

Do you have an advance directive?	_____ Yes	_____No

History of Surgery: _________________________________________________________________________________________________
__________________________________________________________________________________________________________________

Hospitalizations: ___________________________________________________________________________________________________
__________________________________________________________________________________________________________________

When was your last Chest X-ray:  __________________________________    Sinus X-ray:  ____________________________________

Any Other Medical Conditions:  _______________________________________________________________________________________
___________________________________________________________________________________________________________________

Father’s History: ___________________________________ Mother’s History:_______________________________________________
Sibling’s History: ___________________________________ Children’s History: _____________________________________________

Please fill in the blanks and circle all symptoms that apply:

Nasal Symptoms:  Y    N        Eye Symptoms:  Y    N      Chest Symptoms: Y   N    Rash:  Y    N		      Headaches:  Y    N
Age at Onset___________      Age at Onset__________   Age at Onset_________     Age at Onset________	      Age at Onset________
Season________________      Season______________     Season_____________     Season ____________	      Season_____________
Congestion	 	                      Watery		        Cough	            Itching  	      	      Location___________
Sneezing	                              Redness                                Shortness of Breath           Location__________	      Pain Type__________
Nasal Itching	                       Swelling         		 Tightness             	         			      (ie. Pressure, Sharp)
Throat Itching	                       Itching			 Wheeze	           Sleep Disturbance: Y    N    Frequency_____/week
Discharge	 	                       Burning		 Worsened by: 	           Daytime Fatigue      	      Assoc. Symptoms:
Bad Breath	 	                       Indigestion:  Y    N    		 (Colds, night, exercise)    Mouth breathing	      	      Eye (Aura)
Post-Nasal Drip	                       Upset Stomach		              	           Snoring  			      Nasal Congestion
Upper Jaw Pain	                       Heartburn			           Difficulty falling asleep	      Nausea
Ear Pressure	                       Ulcer Disease			           Difficulty staying asleep 	      Vomiting
Sinus Infections (#_____per year)					  Sleep feels inadequate       
	      		 	
Allergy History:

Do you have any food allergies?  Y    N   (List with type of reaction) ________________________________________________________
Do you have any drug allergies? Y   N    (List with type of reaction)_________________________________________________________
Do you have any chemical allergies?     Plants:  Y  N______________________________   Cosmetics:  Y  N________________________ 	                               	                                        Metals: Y  N_______________________________ Other: ________________________________
Do you have any stinging insect allergies?  Y  N __________________________________
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