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Name of patient:                                                   
         

Date completed: 

Referring Doctor:  
Referring Doctor’s phone number: 
Briefly describe the reason for your visit: 

 
1. Are you taking any medication?                                                                             □  No             □ Yes 

If yes, please list all current medications  
Medication Dose How 

often 
Reason When started 

1.      
2.      
3.      
4.      
5.      
6.      
7.      

 
2. Have you stayed in a hospital overnight or had any surgeries?                               □ No             □ Yes 

 
       Date   Reason  
1.                                                                                                                  
2.                                                                                                                  
3.     
4.     
 
3. Medical History – Have you had problems with any of the following: 

 
              In  Childhood: No    Yes   If yes, please describe 
Prematurity  □         □  
Frequent colds  □         □  
Itchy red eyes □         □  
Sinus infections □         □ # in past year_____ 
Sinus surgery  □         □  
Frequent nosebleeds □         □  
Nasal polyps □         □  
Runny nose, sneezing,  
stuffiness 

□         □  

Frequent headaches □         □  
Frequent ear infections □         □ # in past year _____ 
Tonsils/adenoids removed □         □  
Frequent cough □         □  
Wheezing/asthma □         □  
Eczema □         □  
Hives/swelling □         □  
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4. Family History - Does anyone in your family have any of the following: 
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Mother           

Father           

Brothers or sisters           
Grandparents           

Cousins           

Aunts or Uncles           

 
5. Social and Environmental History 

 
1. You type of work: 

 
2. Your spouse’s type of work: 
3. Type of home:                                                 Age of home:                  How long have you lived there? 

4. Are there any areas of water damage or mold growth?   □ No         □  Yes   

5. Is there a basement?         □No   □Yes               Number of house plants:                                

6. Type of heating: □forced air   □ baseboard   □ electric    □ radiator    □ kerosene space heater    □other: 

7. Does the home have any of the following:   □Air conditioner      □Air cleaner      □Humidifier          
□Dehumidifier       

8. Location of carpeting:     □  Bedrooms           □   Living room        □ Den                 □ Bathroom           □ 
Dining room          

9. Household animals/pets:    
♦ Cats     □ No          □ Yes             How many?________                      □  Indoors       □ Outdoors 
♦ Dogs    □ No          □ Yes            How many?________                       □  Indoors       □ Outdoors 
♦ Guinea pig, rabbit, rat, hamster, mouse, horse, bird:    N   Y    (circle )   □  Indoors       □ Outdoors 
10. Does your bedroom have any of the following: 
      □ wall to wall carpeting          □ bookcase         □ stuffed chair or couch     □ stuffed animals   □  curtains 
      □  feather pillows                      □ down comforter/blanket 
Is your mattress encased? N  Y      pillow (type):                           Is it encased? N  Y 
11. Does anyone in the house smoke? □ No   □ Yes                   How many packs per day? ______ 
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13. General Medical History – Do you have problems with any of the following: 
 
 No  Yes    No  Yes  No  Yes   

Frequent fevers       Blue lips, mouth or nails       Swollen or painful joints       
Weight loss or poor  
    growth 

      Chest pain with activity 
Heart problems or murmurs 

      
      

Thyroid problems 
Diabetes 

      
      

Night sweats       Heartburn       Neurologic problems       
Swollen glands       Frequent diarrhea or vomiting       Behavior problems       
Frequent/recurrent  
    cough 

      Liver problems 
Kidney or bladder problems 

      
      

Seizures 
Skin problems or rash 

      
      

Frequent sore                                                         
throats 

      Problems urinating       Anemia       

Mouth sores       Muscle or bone problems       Other:       
 
 
 
 
Office Use: "Your signature below indicates that you have reviewed the information contained in the entire 
questionnaire & that you have reviewed the pertinent or key findings with the patient and/or family.  Key 
findings must be summarized in your progress notes.” 
 
Attending MD signature: _____________________________________ Date/time: _______________ 

 
 
 


