	 Salwa Elias, M.D
Adult & Pediatric Allergy, Asthma & Immunology                                                                               
2839 Route 10 East, Suite 202
Morris Plains, NJ  07950
(973) 292-9248
 
Allergy / Immunology History
 
 
Carefully complete entire form.  Accuracy and thoroughness are essential.  Print all answers.  Relate all answers to your own experiences, not on previous advice on skin tests.  This form must be completed prior to seeing the physician.  All information will be considered confidential.
 
 
                                                                                                                                                                                                                                
Patient Full Name (First, Middle, Last)
 
                                                                                                                                                                                                                                
Patient Address                   (Street, City, State, Zip)
 
                                                                                                                                                                                                                                
Patient Age                           Sex                          Race                                       Occupation
 
                                                                                                                                                                                                                                
Patient Home Telephone Number                                                     Alternate Phone Number (Work/Cell)
 
 
 
Name and address of referring/primary physician:                                                                                                                     
 
                                                                                                                                                                                                                
 
Reason for the visit (chief complaint):____________________________________________________________
 
______________________________________________________________________________________________
 
______________________________________________________________________________________________
 
When did your allergies begin?                        (Year)     How often does it occur?                   (# of times per day, week, etc.)
Worse at night or during day?                                          How long does it last?                        (hours, days, etc.)
JAN        FEB         MAR      APR        MAY      JUNE      JULY      AUG       
 
SEPT       OCT        NOV       DEC        ALL YEAR 
 
Circle months most severe:
 
 
 
What do you think makes it better?                                                                                                                                                  
 
What do you think makes it worse?                                                                                                                                                 
 
What do you think causes the problem?                                                                                                                                         
 
 
Circle items which affect your problem:
 
Irritants                  Cleansers, detergent, cooking odor, perfume, powder, tobacco smoke, other smoke, (specify                              )
moth balls, motor fumes, paint lacquer, wax, glue, insect spray, fertilizers, ammonia, room deodorants, chemical fumes, Clorox, other:                                                                                                                                                        
 
Toiletries               Soap, shampoo,  shaving cream, after shave, spray deodorant, hair spray, hair tonic, hair dye, hand cream, make-up, toothpaste, denture cream, mouthwash, nail polish, nail polish remover, other:                                       
Allergy History
(continued)
 
Foods                     Milk, cheese, eggs, fish, shellfish, meat, chocolate, alcohol, wine, beer, juices, spices, vegetables, ,strawberries, wheat products, very cold liquids, other:                                                                                                                    .
                                                      
                            
Pets                        Which of these do you have as pets:  dog, cat, bird, horse, hamster, rabbit, other:                                                 
                                Is your condition worse around pets?                                                             Specify:                                                  
 
Drugs                     Penicillin, Sulfa, Over-the √Counter drugs (specify:                                                      ), other:                                  
                        
Weather                 Hot, cold, humid, damp, pollution, smog, sunlight, air-conditioning, change in temperature.
 
Clothing                 New (unwashed), wool, silk, polyester, cotton, sweater, coat, shoes, dry-cleaned clothing, starched clothes,
                                Other:                                                                                                                                                                                     
 
Contact Allergens:               Poison ivy, cutgrass, cut flowers, household plants, hay, Christmas trees, plastic, rubber, latex, fiberglass, dust, wool blankets, feather pillows, mattress, overstuffed furniture, rugs, furs, rug pads, stuffed toys, jewelry, shoe polish, other:                                                                                                                                                                      
 
Circle symptoms brought on by your problem:
 
General                   Nervousness, dizziness, fainting, sinus trouble, frequent colds, fatigue, other:                                                                                                                                                                                                                                                       
 
Headache              Where (front, back, right, left)?  Day, night, aching, throbbing, sharp, dull, with vomiting, stuffy nose, better with sleep, worse with tension, spots before your eyes, other:                                                                                       
Possible Cause:  migraine, food, sinus, tension, drugs, other:                                                                                    
 
Skin                        Rash, hives, eczema, blisters, itching, swelling, burning, stinging, redness, perspiration, dandruff, athlete▓s foot, other:                                                .  Worse after eating?  Yes/No
 
Eyes                       Tearing, burning, itching, pain, redness, discharge, puffiness, infections, blurring of vision, glaucoma, other:                                                                                                                                                                                 
 
Ears                        Pressure, itchiness, drainage, bleeding, infections, deafness, swelling, other:                                                         
 
Nose                       Trouble smelling, stuffiness, sniffles, itching, sneezing, snoring, polyps, post-nasal drip, bleeding, broken nose, previous surgery, other:                                                                                                                                                      
 
Tongue                  Swollen, sore, itching, coated, trouble tasting, other:                                                                                                    
 
Mouth                    Itching of roof, repeated tonsillitis, tonsils removed, morning sore throats, bad breath, swollen lip, trouble swallowing, mouth breathing, frequent throat clearing, changes in voice, other:                                                           
 
Mucus                   Thick, thin, clear, yellow, green, brown, bloody, other:                                                                                 
                                Amount per day:  teaspoon, tablespoon, ╫ cup?  Source of mucus:  Nose, lungs, throat?
 
Chest                      Shortness of breath, wheeze, pain, tightness, cough, cough when wheeze, trouble walking, trouble working, trouble sleeping, heart trouble, high blood pressure, emphysema, bronchitis, pneumonia, tuberculosis, cancer, other:                                                                                                                                                                                                
 
Stomach                 Vomiting, gas, cramps, belching, diarrhea, mucus in stool, blood in stool, foul-smelling stool, frequent loose stool, infrequent defecation, soiling, other:                                                                                                                                
                                Worse after eating what foods?                                                                                                                                        
 
Joints                     Pain, stiffness, swelling, other:                                                          Where:                                                                   
 
Menses                  Female Only.  Regular, irregular, discharge, itch, cramps, infection, last period date:                                             
Allergy History
(continued)
 
 
Pain:  Yes/No        Are you now pregnant?  Yes/No      Taking birth control pills?  Yes/No
 
Kidney                   Pain, frequent urination, bladder infection, recurrent infection, itching, chills, fever, other:                   
 
 
Where do you live:              Apartment, brick house, wood-frame house, mobile home, age of the house?                                         
 
Location:                               City, suburbs, country, farm, seashore, desert, mountains, near factories, bakery, grain storage, 
swamp, poultry yard, barn, other:                                                                                                                     
 
Problem worse in: Bedroom, living room, kitchen, basement, attic, garage, indoors, outdoors, other:                                  
 
Type of heating:                   Forced air, radiator, electric, heat pump, filtered air, other:                                                                           
 
Problem worse when:          At home, work, in car, in boat, exercising, at beauty shop, at school, driving in traffic, sweeping, house cleaning, making beds, around fans, around humidifier, around vaporizer, around open windows, around heating ducts, on windy days, taking hot or cold baths, swimming in chlorinated water, in musty places, other:                                                                                                                                             
 
Insect bites or stings:          Large swelling, weakness, sweating, shortness of breath, stuffy nose, wheezing, other:                       
 
Insect type(if known):           Yellow jackets, hornets, honey bees, spiders, ants, horse fly, chiggers, sand fleas, animal fleas, ticks, mosquitoes, other:                                                                      
 
 
Smoking habits:                    Cigarettes, cigars, pipe, number per day:                         How long?                            (years)
 
Food allergy:           please describe your reaction to the suspected food ________________________________________
  
                                        __________________________________________________________________________________
 
                                        __________________________________________________________________________________
              
                                        __________________________________________________________________________________
 
 
Immune disorders:             
 
                                           History of repeated infections   : Yes / No           if Yes please describe_____________________
 
                                           ______________________________________________________________________________
                           
                                           ______________________________________________________________________________
 
                                           Age at onset: ___________________________________________________________________
 
                                          Frequency: _____________________________________________________________________
 
                                         Hospitalizations: _________________________________________________________________
 
                                         Family history of immune disorders or Early death in the family due to infections, please specify:
 
                                         _______________________________________________________________________________
                                    
                                         _______________________________________________________________________________
 
                                                                               Allergy History
(continued)
 
 
Medications now used:      (include name of medication and dosages)
 
                                                                                                                                                                        
 
                                                                                                                                                                        
 
Social history:            Alcohol intake_______________history of drug abuse ______________smoking_____________
                                            
 
Family history:
 
Place age of family member having any of the following conditions in the appropriate space:
 
                                                              Father       Mother   Brothers  Sisters  Children      Other
Migraine
 
 
 
 
 
 
Hives
 
 
 
 
 
 
Emphysema
 
 
 
 
 
 
Asthma
 
 
 
 
 
 
Cystic Fibrosis
 
 
 
 
 
 
Eczema
 
 
 
 
 
 
Hay Fever
 
 
 
 
 
 
Tuberculosis
 
 
 
 
 
 
Thyroid Disease
 
 
 
 
 
 
Glaucoma
 
 
 
 
 
 
Other
 
 
 
 
 
 
 
 
 
Your Medical Condition(s): (check all that apply)
 
High blood pressure ____
Heart disease__________
Asthma          _________
Emphysema__________
Bronchitis____________  
Diabetes      __________
High blood cholesterol___
Thyroid disease ________
Stomach or intestinal problems ___________
 
Previous allergy Evaluation: Yes / No
 
1)                 Have you ever been treated with Allergy Shots?                       ______Yes                           _____No
                    
                
 
Allergy History
(continued) 
 
 
 
   If yes, what were you treated for:   
                                                                                ______Grass pollens          _____Molds
                                                                                                     ______Weed pollens    _____Dust 
                                                                                                     _______Tree pollens     _____Animals   
 
2)             Did the Allergy Shots help you?                       ______Yes                           _____No               _____Don▒t know
 
 
3)             What years were the shots taken?                    19_____                   to         19_____
                                                
                                                                                                19_____ to            20_____
 
 
 
Any other pertinent information we should know: 
 
                                                                                                                                                                            
 
                                                                                                                                                                             
 
                                                                                                                                                                             
 
                                                                                                                                                                             
 
                                                                                                                                                                             
 
                                                                                                                                                                             
 
                                                                                                                                                                             
 



