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Rush University Asthma Center


Rush University Consultants in Allergy and Immunology

CONCERNING TODAY’S VISIT

Please complete “PAGES 1-5” of the history form. Please answer all questions on all pages to the best of your knowledge. Your A/I doctor will review this information with you.  Thank you.

_  _  _  _  _  _  _  _  _  _  _ _  _  _  _  _  _ _  _  _  _  _  _ _  _  _  _  _  _ _  _  _  _  _  _ _  _  _  _  _  _ _  _  

PART I:  PAST MEDICAL, FAMILY AND SOCIAL HISTORY, REVIEW OF SYSTEMS 
1. Who is the patient’s primary doctor?  Name ______________________Phone # ____________________
2. Did a doctor request that you see us?  NO____ YES____   (If YES, please indicate that doctor’s name and 
phone number, if different from above: _______________________________________________________
__________________________________________________________________________
3.  Which of the above doctor(s) should receive our report for your visit?   CIRCLE:     #1     #2     Both

4. Why are you (or your child) seeing us today?  How long has the patient had this problem?  ____________
_______________________________________________________________________________________
5. Have you been hospitalized for this problem?  If so, when and where?  __________________________
_______________________________________________________________________________________
6. Have you seen an allergist before?  If so, please give details: who, when, why? ___________________  

7.  Were you previously given “allergy shots”?  If so, please state when, where, and what extracts were used.
Have you ever received Xolair (omalizumab) shots? NO____ YES____
Please indicate which of the following health problems you have had and when each one started:
	
	No
	Yes 
	Brief details, how long

	Allergies
	
	
	

	Asthma*
	
	
	*See questions below


	Other lung problem
	
	
	

	Eczema, skin rash
	
	
	

	High blood pressure
	
	
	

	Congestive heart failure, stroke
	
	
	

	Other circulation  problem
	
	
	

	Heart problem
	
	
	

	Cataract, glaucoma
	
	
	

	Thyroid disease, diabetes
	
	
	

	Other endocrine problem
	
	
	

	Liver disease
	
	
	

	Kidney disease
	
	
	

	Muscle or joint problem
	
	
	

	Blood clotting disorder
	
	
	

	Infection (see next page)
	
	
	

	Other :
	
	
	

	
	
	
	


*Questions for patients with ASTHMA:
If you have asthma, at what age were you diagnosed? ______________________________________________

What medication do you take every day for control of asthma? _______________________________________

How many times per month do you use a “rescue” inhaler for asthma? ________________________________

How many times have you received oral steroids (prednisone) for asthma? _____________________________

How many times have you been to the ER for your asthma? _________________________________________

How many times have you been hospitalized for asthma? ___________________________________________

Have you been intubated or put on a ventilator/respirator? NO____ YES____  If yes, how many times? _____
Previous ER visits, hospital admissions, surgery or surgical procedures:

	When
	Where
	Why

	
	
	

	
	
	

	
	
	


Current medications, over-the-counter drugs, vitamins, supplements, herbal Rx, homeopathy

	Name
	Dose 
	Times a day
	Date started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Pharmacy name, location and phone #  _________________________________________________
FAMILY HISTORY
	
	FATHER
	MOTHER
	SIBLINGS
	CHILDREN

	Seasonal allergies/hay fever
	
	
	
	

	Other allergy
	
	
	
	

	Asthma
	
	
	
	

	Eczema
	
	
	
	

	Immunodeficiency (specify) 
	
	
	
	

	Autoimmunity (specify)
	
	
	
	

	Angioedema
	
	
	
	

	Other diagnosis
	
	
	
	

	1.
	
	
	
	

	2.
	
	
	
	


SOCIAL HISTORY 

1. What pets or animal exposure do you have?  For how long? ________________________________

2. Do you smoke (circle)? NO / YES.  If YES, age when you started?  ______ If you quit, when did you quit? _________ How many packs per day did you or do you smoke? _________
3. How long have you lived at your current address? _______________________________________

4. Where you live, do you have (if YES, circle): a basement or garden apartment, water leak, flood damage, fire damage, excess mold or mildew, pest infestation, traffic fumes, smokers in the home? 

5. What is in the bedroom?  (if YES, circle): 1 bed, 2 or more beds, wall-to-wall carpet, A/C, air filter?

6. What type of work do (did) you do?  If you are a student, where do you attend school?  How long have you been involved in this activity? _______________________________________________

· Is your work/school related to the problem you are here for today (circle)?    YES      NO

· How many days of work or school did you miss during the last 12 months due to the health problem(s) you are being seen for? ________________________________________________

INFECTION AND IMMUNIZATION HISTORY

Infections (circle if YES):  blood infection, bronchitis, chickenpox (or varicella vaccine), hepatitis, HIV, otitis (ear infections), meningitis, pneumonia, shingles (zoster), STD, sinusitis, positive TB test, other: _____________________________________________________________________________
Immunizations (circle if YES and indicate year, if known):  influenza or (flu)
    , pneumococcal (pneumonia)
        , tetanus
       , pertussis           , H. zoster (shingles) 
     , HPV  

,
Reactions (if any): 

REVIEW OF SYSTEMS 










NO  
YES
General

Have you experienced
:






· weight loss or gain? 





____    ____

· recurrent fevers (or fevers and chills)?



____    ____

· night sweats? 






____    ____

Eyes/ENT

Do you have: 

· sinus pain or pressure?





____    ____

· loss of smell?






____    ____

· sneezing, itchy, watery eyes/nose or postnasal drip?

____    ____

· nosebleeds? 






____    ____

· phlegm,  throat-clearing?





____    ____

Heart


Do you have:

· skipped beats?






____    ____

· chest pain, pressure, burning or tightness? 


____    ____

Lungs


Do you have:

· cough?  If YES, circle:  dry, wet, bloody?


____    ____
· shortness of breath? 





____    ____

· wheezing?







____    ____

G-I


Do you have:

· heartburn or gastro-esophageal (GE) reflux?


____    ____

· stomach pain?






____    ____

· abnormal bowel movements?  




____    ____

Female G-U

Circle if YES:  Premenopausal?  Pregnant?  Postmenopause?

Skeletal

Do you have:

· joint pain, arthritis
?





____    ____

· osteopenia or osteoporosis?




____    ____

Skin


Do you have:



· swelling? (Where? How often? ________________________)
____    ____

· rash?







____    ____

· dryness or itching?





____    ____

Neuro-Psych

Do you have:



· migraine headaches?





____    ____

· depression







____    ____

Hematologic

Do you bruise or bleed easily?




____    ____




Have you had an abnormal blood count?



____    ____

Other


_________________________________________________________________
KNOWN ALLERGIES

	
	ALLERGEN
	REACTION

	Foods
	Milk
	

	
	Egg
	

	
	Wheat
	

	
	Soy
	

	
	Peanut
	

	
	Tree-nut (almond, brazil, cashew, etc.)
	

	
	Banana
	

	
	Citrus fruit
	

	
	Melon
	

	
	Strawberry
	

	
	Other fruit (specify)
	

	
	Avocado
	

	
	Tomato
	

	Drugs, other
	Penicillin
	

	medical
	Sulfa antibiotic
	

	
	Other antibiotic (specify:                             )
	

	
	NSAID (aspirin, ibuprofen, etc.)   
	

	
	ACE inhibitor (lisinopril, etc.):
	

	
	Iodine, radiocontrast (x-ray dye)
	

	Contactants
	Latex
	

	
	Nickel
	

	
	Occupational (specify)
	

	
	Poison ivy
	

	Insect sting
	
	

	Fish/Shellfish
	
	

	Other:
	
	


PLEASE SIGN
Signature _____________________________________         Date_______________________
Relationship, if not the patient 









Reviewed by _______________________________   M.D., Fellow
Date



Reviewed by _____________________________   M.D., Attending
Date
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