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ALLERGY &y ASTHMA

IMMUNOLOGY CENTER

SHAILEE MADHOK, M.D., FACAAI
Phone 423-246-6445 Fax 423-246-8240

2312 KNOB CREEK ROAD, 8 SHERIDAN SQUARE,
SUITE 206 SUITE 201
JOHNSON CITY, TN 37604 KINGSPORT, TN 37660
Patient: DOB: Age:
Date: Ethnicity: QWhite QAfrican-American O Asian W Hispanic U Other
Accompanied by: Referring Physician:
Primary Care Physician: Reason for Visit:

Section A- Allergy Symptoms — Check ALL that apply- (If no allergy symptoms, proceed to Section B)

dltchy ears dRunny nose Qltchy eyes O Sore throat
QPopping in ears W Sneezing U Watery eyes O Throat clearing
O Ear pain [ Nasal congestion U Red eyes U Hoarseness
QEar infections  Oltchy nose O swollen/puffy eyes O Loss of taste
O Fluid in ears O Postnasal drip U Dark circles under eyes O Difficulty swallowing
O Ear drainage O Nose bleeds O Eye drainage U Headache
O Decreased sense of smell O Sinus pain/pressure
W Snoring [ Sinus infections

When did your symptoms begin?
Worse in? QSpring QSummer QOFall OWinter QAll Year

How long have you had symptoms? Are your symptoms getting worse? Y/N

Degree of symptoms? O Mild O Moderate O Severe
Do they interfere with daily activities? Y/N

Where and when do your symptoms occur? dOutdoors Qlndoors QHome QOWork QSchool
QONight O Day QOther

Which of the following make your symptoms worse? U Pollen OGrass Oleaves UHay

QcCat O Dog Q Dust O Mold/Mildew O Basements 1 Horses QBirds/Feathers

O Livestock O Tobacco Smoke QPollution dAerosol sprays U Perfumes O Jewelry QColds/Viruses
O Air Condition/Heating QHot Weather QCold Weather U Humidity QChanges in Weather
QO0ther




Page 2

Patient: Chart: DOB:

What makes your symptoms better? QOTC Meds QO Prescription Meds O Nasal Spray
UAntibiotics OSteroids QOTravel QAir Condition QRest QOther

Have you missed school/work due to your symptoms? Y/N Number of days missed on average?
Have you ever had Allergy Testing? Y/N  Skin Test O Blood Test QO

How long ago was Allergy Testing performed? QLess than 1 year U1-3years Q4+ years
O Don’t remember Did you every receive Allergy Shots ? Y/ N

Section B: Asthma Symptoms- Check All that apply-(If no asthma symptoms, proceed to Section Q)

Do you experience any of the following?

U Cough U Symptoms with infections/colds U Bronchitis

UWheezing U Symptoms with exercise U Chest colds

UsShortness of Breath 0 Symptoms at night QO History of RSV in infancy

U Chest Tightness U Symptoms during the day W Recurrent pneumonia

U Productive Cough U Recurrent walking pneumonia

Are the above symptoms getting worse? Y/ N How long have you had symptoms?
Do you consider your symptoms to be OMild QO Moderate USevere?

Which of the following make your Asthma Symptoms worse?
UColds Qinfections QExercise QAnimals QSinusitis 0 Pollen O Mold/Mildew QDust
OReflux QCold Air QCigarette Smoke UcChanges in Weather [ Other

How often do you require a Rescue Inhaler for your Asthma Symptoms?
Never 0  1-2 x per week O  3-4 x per week O Daily d  More than once a day O

How often in a typical week do your Asthma Symptoms wake you at night?
UNever 01-2xperweek [3-4x per week  ODaily

In the past one (1) year, have you required steroids (oral, injectable)? Y/ N
How often? [Once UTwo (2) times U More than Three (3) times

Have you required any ER visits or Urgent Care visits due to Asthma Symptoms in the past one (1) year?
UNever Oitime O2times O3times QMore than 3 times

Have you required any hospitalizations due to Asthma Symptoms in the past one (1) year? Y /N

If yes, how many times? ICU admissions? Y /N Intubations? Y/ N
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Section C - Sinus Issues/Headaches (If none of these symptoms, proceed to Section D)

Do you have Sinus problems? Y /N Number of Sinus Infections in past one (1) year?

Have you ever had an X-Ray or CT scan of your sinuses? Y /N
Have you ever had Sinus Surgery? Y/N  Nasal Polyps? Y/N

Do you experience Headaches? Y/N How often do you have Headaches? ODaily UWWeekly
O Monthly

How long do your Headaches last? QHours  Days

Have you missed any school/work due to headaches? Y /N

What makes your Headaches better? ORest OTCMeds Prescription Meds
U Other

Section D- Skin Symptoms: (If no skin symptoms, proceed to Section E)

Do you experience any of the following: QRash ~ Oltching UEczema OHives Dry Skin
Qswelling of lips/face 1 Skin Infections

Where do the Skin Rashes occur?

How long have you experienced Skin Symptoms?

Are Skin Symptoms getting worse? Y /N How often do Skin Symptoms Occur?

Have you been seen in Urgent Care or MD’s office for your Skin Symptoms? Y/N

Have you required Steroids (oral, injectable, topical) for your Skin Symptoms? Y/ N How Often?

Which of the following make Skin Symptoms worse? LHeat Cold UWFood OPets UMetals
QPlants OMedications Cosmetics Exercise Dry Weather [Cleaning Supplies

What makes Skin Symptoms better? O Steroid creams U Antibiotics O Lotion/Creams
QOTC Medications QOral/Injectable Steroids [ Avoidance of Food
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Section E- Abdominal Symptoms : (If no abdominal symptoms, proceed to Section F)

Do you have any of the following: L Abdominal Pain O Constipation ODiarrhea Nausea
UHeartburn/Reflux QVomiting OBloating - Other

Section F- Other Allergy History : Check ALL that apply

Do you get a rash with exposure to U Poison vy Poison Oak QPoison Sumac?

Do you have a Food Allergy or Food Intolerance? Y /N (Please list suspected foods/reaction below)

Do you have a Latex Allergy? Y /N Type of Reaction? When?

Do you have a Stinging Insect Allergy? Y/ N (Please check insect/reaction below)

Honey Bee L0  Reaction: When?
Wasp U Reaction: When?
White-faced hornet 0 Reaction: When?
Yellow hornet O Reaction: When?
Yellow jacket 0 Reaction: When?
Mosquito  Reaction: When?

Fire Ant O Reaction: When?

Have you ever been prescribed Epi-Pen (self-injectable epinephrine)? Y/N

Section G: Immune Problems

Do you receive an annual FluShot ? Y/N  Have you ever had a Pneumonia Shot? Y/N When?

Are your immunizations up to date? Y /N Do you have recurrent infections? Y/N

How often do you have infections? Less than once a year (2-3 x per year (13-4 x per year

Have you been diagnosed to have an “Immune Deficiency”? Y/ N



