PATIENT CHECK LIST 
Patient's Name _____________________________  Date ________ 
Note: This is a common form for children and adults. Try to fill out items as they apply to your problem as best you can. If a particular item is unclear or not applicable, leave it blank.
Please list the main concerns/symptoms for which you are seeing us today and how long you have had them.
What have you tried for these symptoms so far and what has been the response?
Has any evaluation/workup been done so far - eg. lab, x-rays, allergy testing, etc. If yes what did it show.
Do you have any known allergies?                If yes please list if not listed above: 
Medications

Inhalants

Foods

Contactants Insects 

Other
Do you have any other symptoms?.
Please list if you have any diagnosed medical problems.
Please list all medications (prescription/non-prescription) that you regularly take on the Universal Medication Form
Please list any major health related conditions, hospitalizations or surgeries in the past

Please list any clear triggers to your skin condition, such as heat, warm showers, exercise, foods, emotional stress, skin pressure/scratching or menstrual cycles etc:
SOCIAL HISTORY                    
Type of work you do at the present time :______________How long
Any chemical exposures at your present job: ________________
Are your symptoms worse during or after work or hobbies?
Do you smoke? __  Cigarettes/Cigars/Pipe # per day ___ How long? Did you smoke in the past? ___ If so, for how long __  When did you quit.
Do you drink alcohol?   No  Yes    Drinks per week ________
Are your symptoms in any way affected by alcohol? ________________
General sleep pattern:     Sound   Disturbed - seldom, infrequently, frequently
Level of stress you perceive in your life currently: none   mild   moderate   marked Your ability to cope with stress: poor   fair  good   very good
FAMILY HISTORY
For adult patients:   Single ___ Married ___    Children _____ Ages ______
For pediatric patients: Two or single parent family ________
If single, since when__
For all patients:
Brother(s)___     Sister(s)__ Half Brother(s)______   Half Sister(s)
Does anyone in your immediate or extended blood relatives suffer from the following? Please circle.    Asthma   "Sinus"   Hay fever   Eczema Hives (welts) Headaches Allergy to foods, drugs, insects
DIETARY HISTORY
List any food habits (things you consume a lot - caffeine, chocolate, colas, seafood,
fruit etc. as well as things you dislike and keep away from) or any recent dietary changes:

Items consumed regularly and in large amounts:
Items avoided:
Do you suspect any food to be contributing to your symptoms?   Yes  No
If yes, which?
Recent changes in diet
PREVIOUS ALLERGY EVALUATION AND TREATMENT             Have you had an allergy evaluation previously?    yes     no                        If so: When:                               Where:
If previously skin tested to which items did you react?    trees, weeds, mold/mildew, house dust mite,   dog,   cat, feathers, other :
Have you had allergy injection therapy previously ? _______
If so, for how long ___ When ___  Did it help? No Yes: Substantially/Partially
ENVIRONMENTAL HISTORY
In what section of town do you live ________ For how long ___
Age of house ______
Circle as it applies to your neighborhood:
urban, semirural, rural, heavily wooded,   industrial
Is it near:
flowing water, standing water, beach, dirt road, farm, fields, factories, golf course
Drainage around the house after rain:   good    fair    poor
How old is your bed/mattress _ Do you have a plastic mattress cover? Yes  No              What type of pillow do you use: Feather Foam Dacron Polyester How old is it? How frequently is your bedding (comforter/spread/blanket/quilt) washed?_________
Stuffed animals in the bedroom?    Yes  No        If yes, how many ______
Floor covering:
In the bedroom     non carpeted   carpeted     if carpeted, how old?
Rest of the home    non carpeted   carpeted     if carpeted, how old?
Air conditioning: Central     Window Unit     Evaporation cooler     Heat pump
Heating:
Central     Space     Radiant    Oil/Kerosene     Electric/Gas
How often is the filter changed in the ac/heating unit _______________                  Do you have portable air filter unit? No   Yes: in bedroom, family room, other
List any pets that you have and length of time you have had them: ____________________________________________________________________
Strictly outdoors    Strictly indoors    in and out     Are pets allowed in the bedroom? Yes  No  Are they allowed on your bed?   Yes No                                                                                           

Does anyone in the household smoke? Yes  No.   If so, how many people? _____
After how many days do you see dust on the furniture after dusting? ________
Do you see mildew anywhere in the house if precautions are not taken? Yes  No
