
 

  Date of visit: ____/____/____ 

   
                                                                                              Name: _________________________  

 New Patient History: Page 1 of 7  
 Questionnaire                                            DOB: ____/____/______   Chart #: ______ 

Staff Initials__________________Provider ___________________________________________ (all items marked above have been reviewed) 

Welcome to our clinic!  Please complete the following information: 
 
Referred by:______________________________________________ Primary Provider:__________________________________ 
 
Briefly state what symptoms are bringing you here:_______________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

HAVE OR SUSPECT ALLERGIES, NASAL/SINUS ISSUES 

 NOTE:  If no nasal/sinus issues, check here ���� and go to page 2 (Asthma)  

� sneezing 

� itching nose 

� nasal congestion/stuffiness 

� runny nose 

  � if so: � mucus clear 

  � yellow/green 

  � bloody 

� post-nasal drip 

� sore throat 

� decreased or absent sense of smell 

� nose bleeds 

� snoring 

� bad breath 

� nasal polyps 

� sinus pressure 

� recurrent ear infections 

� ear plugging/popping/fullness 

� hearing loss 

� headache 

� eyes itchy 

� eyes watery 

� eyelids swollen 

� history of broken nose 

� history of nasal septum deviated 

� history of hole in nasal septum 
 

� previous nasal or sinus surgery 
  � if so, year(s): _____________ 
� history of sinus infections 
  � if so:  � 1 to 4 per year 
  � more than 4/yr 
� sinus X-Rays done 
  � if so, last one: ____________ 
  � normal 
  � abnormal 
� sinus CT done 
  � if so, last one: ____________ 
  � normal 
  � abnormal 
� ENT physician evaluation 
  � if so, year: _______________ 
 by Dr. __________________ 
� previous allergy skin testing 
  � if so, last one: ____________ 
  � showed allergies 
  � negative 
� previous allergy blood testing 
� previous allergy shots 
  � if so, for ___________ years 
 stopped in _________ (year) 
 � still on shots 
 � helpful 
 � not helpful 
 

Symptoms are aggravated by: 
� tobacco smoke 
� exercise 
� cold air 
� animals 
� workplace or school 
� dusting or vacuuming 
� odors or scents 
� yard work 
� weather change 
� being outdoors 
� aspirin / related meds 
� other: 
 
Symptoms first began: 

� childhood @ age _______ y 

� adult @ age ___________ y 

 
Symptoms are worse in: 
� spring � summer    
� fall  � winter 

Symptoms interfere with: 

� sleep   

� work / school 

� recreation 
 

Medications (prescription and over-the-counter) that have been tried for allergies: 
(ex: antihistamines, nasal sprays, eye drops, etc.)                              

Past     Current  Helpful?   

_______________________________________________________ � � � yes � somewhat � no 

_______________________________________________________ � � � yes � somewhat � no 

_______________________________________________________ � � � yes � somewhat � no 

_______________________________________________________ � � � yes � somewhat � no 

 _______________________________________________________ � � � yes � somewhat � no 



 

  Date of visit: ____/____/____ 

   
                                                                                              Name: _________________________  

 New Patient History: Page 2 of 7  
 Questionnaire                                            DOB: ____/____/______   Chart #: ______ 

Staff Initials__________________Provider ___________________________________________ (all items marked above have been reviewed) 

 

HAVE OR SUSPECT ASTHMA 

 NOTE:  If no suspected Asthma problems, check here ���� and go to page 3 

� cough 
  � if� so:   � dry 

� mucus coughed up 
� clear 
� yellow/green 
� bloody 

� shortness of breath 
� nighttime awakening w/ symptoms 
� wheezing 
� asthma diagnosed 
  � year first diagnosed: ________ 
 � frequent bronchitis as child 
 � ER visits 
         � How many? ________ 
         � Last visit: __________ 
  � hospitalized _____ times 
 last hospitalization: _________ 
  � ICU for asthma _____ times 
 On ventilator? ___yes  ___no 
  � ____ courses of oral 

steroids/year 
� lips turn blue 
� fingernails turn blue 
� asthma not diagnosed but: 
 � frequent bronchitis/“croup” 
 � respiratory troubles as child 
 � inhalers like Albuterol help 

� steroid medicine helps 
� COPD/emphysema diagnosed _____ 

(year) 

� Previous pulmonary function testing: 

  � If so, date: __________ 
 

� Previous chest x-ray: 

  � If so, date: __________ 

Symptons occur in: 
 � spring 
 � summer 
 � fall 
 � winter 

Symptoms are worse  in: 
 � spring 
 � summer 
 � fall 
 � winter 

Number of work/shool days missed 
per year due to symptoms: 
 
 
 
 
 
 
 
 

Symptoms are aggravated by: 
� tobacco smoke 
� exercise 
� cold air 
� animals 
� workplace / school 
� dusting or vacuuming 
� odors or scents 
� yard work 
� weather change 
� being outdoors 
� aspirin / related meds 
� other: 
 
Symptoms first began: 
� childhood @ age _____y 
� adult @ age _________y 

 
Symptoms interfere with: 
� sleep 
� work / school 
� recreation 

 
Symptoms are: 
� worsening  
� unchanged 
� improving

Medications (prescription and over-the-counter) that have been tried only for Asthma symptoms: 
(ex: inhalers, singulair, prednisone, etc.) 
                               Past    Current  Helpful?   

________________________________________________________ � � � yes � somehwat � no 

________________________________________________________ � � � yes � somehwat � no 

________________________________________________________ � � � yes � somehwat � no 

________________________________________________________ � � � yes � somehwat � no 

________________________________________________________ � � � yes � somehwat � no 
 
 
Notes (for office use): 
 
 

 

 

ACT ___ / ___ / ___ / ___ / ___ = ____ 
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 New Patient History: Page 3 of 7  
 Questionnaire                                            DOB: ____/____/______   Chart #: ______ 
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HAVE OR SUSPECT ALLERGY-RELATED SKIN PROBLEMS (Hives, Eczema, etc.) 

NOTE:  If no skin problems, check here ���� and turn over to page 4 

� itching 
� excessively dry, scaly skin 
� recurrent skin infections 
� welts, hives 
� skin swelling 
� other symptoms: 

________________________ 

________________________ 

________________________ 

Location of skin problems: 

________________________ 

________________________ 
 

Symptoms first began: 
� childhood @ age _________ y 
� adult @ age _____________ y 

________________________ 

� Physician diagnosed rash as: 

________________________ 

Usual treatments for this rash: 

� Medications (see below) 
� Moisturizers 
� Baths 
� Other: 
 
 

Symptoms are made worse by: 

_____________________ 

_____________________ 

_____________________ 
 
Symptoms interfere with: 
� sleep 
� work / school 
� recreation 
 
Skin is: 
� worsening 
� unchanged 
� improving

Medications (prescription and over-the-counter) that have been tried for skin problems: 

                   Past    Current  Helpful?   

__________________________________________________  � � � yes � somewhat � no 

__________________________________________________  � � � yes � somewhat � no 

__________________________________________________  � � � yes � somewhat � no 

__________________________________________________  � � � yes � somewhat � no 

__________________________________________________  � � � yes � somewhat � no 

 

Notes (for office use): 
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 Questionnaire                                            DOB: ____/____/______   Chart #: ______ 
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Food Reactions 

NOTE:  If no food reactions, check here ���� and go to other reactions below 
 

Please list all known or suspected food allergies, including any relevant specific reactions: 

Date:  Food Item:   Reaction   Notes: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Have you ever been tested previously? � yes   � no 
 � If yes,   �  skin test    �  blood / immunocap?  In what year(s)?  ________________________________ 
 

Do you carry an Epi-Pen?  � yes     � no   Ever been seen in an ER? � yes     � no 

If you have ever used it, please describe:   If yes, please describe: 
 

 
 
 

Drug Allergies and/or Reactions to Latex, Stings 

 NOTE:  If no allergic reactions, check here ���� and go to next page 
 

Date   Item causing reaction   Description of reaction    

 
 

 

 

 

 

 

Notes (for office use): 
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Review of Systems 
 

Eye Disease   � No � Current    � Past Prostate Problems � No � Current    � Past 

Nasal Polyps   � No � Current    � Past Arthritis  � No � Current    � Past 

Emphysema   � No � Current    � Past Migraines  � No � Current    � Past 

Croup   � No � Current    � Past Seizures  � No � Current    � Past 

Heart Disease  � No � Current    � Past Depression  � No � Current    � Past 

Mitral Valve Prolapse � No � Current    � Past High Blood Pressure � No � Current    � Past 

Gastroesophageal Reflux � No � Current    � Past Diabetes  � No � Current    � Past 

Ulcers   � No � Current    � Past Thyroid Disease � No � Current    � Past 

Colitis or Diverticulitis � No � Current    � Past Other:  ____________________________________ 

Bladder Infections  � No � Current    � Past  ____________________________________ 

         ____________________________________ 
 

Past Medical History 

Immunizations:  � Up to date � Not up to date 

Flu vaccine in past year: � No  � Yes, last received in _________ (month) of ________ (year) 

Pneumonia vaccine:  � No  � Yes, last received in _________ (month) of ________ (year) 

 

Hospitalizations (include year and reason): 

 

 

 

Surgeries / Injuries (please circle): Tonsils and Adenoids     Gall Bladder     Knees     Hips     Sinuses     Heart 

 

 

 

Non-allergy medications (prescription and over-the-counter) that you are currently taking: 

 Medication  Dosage         Reason   Medication         Dosage       Reason  

_____________________     ________     __________ ____________________     ________     ___________ 

_____________________     ________     __________ ____________________     ________     ___________ 

_____________________     ________     __________ ____________________     ________     ___________ 

_____________________     ________     __________ ____________________     ________     ___________ 

_____________________     ________     __________ ____________________     ________     ___________ 
 
Notes (for office use): 
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For children under 15, complete the following:   Notes (for office use): 

Birth weight: __________ 

Were there any complications following delivery?  � yes     � no 

 Explain: 

Has growth and development been normal?  � yes     � no 

 Explain: 

   Immunizations to date?  � yes     � no 

 
 

 

FAMILY HISTORY (if known) 

             Father          Mother         Brothers          Sisters        Children 

Hay fever / allergies   �  �  �  �  � 

Sinus trouble   �  �  �  �  � 

Asthma    �  �  �  �  � 

Frequent bronchitis   �  �  �  �  � 

Eczema    �  �  �  �  � 

Migraine headaches   �  �  �  �  � 

Emphysema    �  �  �  �  � 

Other     �  �  �  �  � 

 

 

Cystic fibrosis (in any relatives): ___________________________________________________________ 

Immune problems (in any relatives): ________________________________________________________ 
 
 
Unexplained symptoms that have not been diagnosed: 
 

 

 

 

 

 

 
Notes (For Office Use): 
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SOCIAL / ENVIRONMENTAL HISTORY 

Have lived in Pacific Northwest for         years.  Previous states/countries:  

Please fill in what applies to your primary residence: 

� city  � city-suburb  � rural-suburb � farm 

� house � condo / townhouse � apartment � mobile home 

� finished basement � unfinished basement � earth floor in basement   � no basement 

  � Residence is _____ years old.  I have lived there for _____ years 

  � Number of persons in household: _____ 

Heat:  � central � radiator � electric � gas 

Air cond:  � central � in-window � ceiling fans 

Flooring: � hardwood � age: _____ 

  � carpet � age: _____ 

Basement or Crawlspace: � dry � damp   � musty 

 
Patient’s Bedroom:     Current Smoker? � No � Yes, _____ packs per day  

� main floor � upstairs � basement  Past Smoker?  � No � Yes, _____ packs per day 

� carpet � hardwood      for ____ years. Quit in ______ 

Bed:   � mattress/boxspring � waterbed Alcohol Use:  � None � 1 - 5 drinks per week 

� bunk bed � futon      � More than 5 drinks per week 

  �    age: _____    Recreational Drug Use (such as cocaine, marijuana): 

Pillows: � feather � non-feather      [note: confidential] � No � Yes 

  �    age: _____ 

Pets:  _____ dog(s)  _____ cat(s)  Other: __________________ � indoor    � outdoor    � allowed in bedroom 

Smokers:   � none  � Indoors by: ___________________ � outdoors by: ________________________ 

Patient’s hobbies: _______________________________________________________________________________ 

Things in the environment that you feel may cause symptoms: ____________________________________________ 

Current occupation: _________________________________  Marital status:   S     M     D     W 
 
If student, year in school: _____________________________ 
 
 
Notes (for office use): 

 

  

 

 

 

 

 


