MICHAEL M. MILLER, M.D.

KNOXVILLE Allergy., Asthma & Immunology, PC QAK RIDGE
1114 Weisgarber Road 200 New York Avanue
Knoxville, TN 37909 Dak Ridge, TN 37830
Phiune: 863-388-1833 Phone: 865-483-0711
Fux: 865-388-8057 Fax: B65-5388-R057
ALLERGY QUESTIONNAIRE
INSTRUCTIONS: Carefully complete in full, Accuracy and thoroughness are essential. Print all answers, Belate grivwers (o vour ows
XPEHENCE, ¢ PV H kin tests. Fill out and handearry for appointment. ALL INFORMATION

WILL BE CONSIDERED CONFIDENTIAL.

Name Address City Srate Zip Code

Age Sex Occupation Second Job Telephone Drate

Family physician or pediatoician:

Mame Address

Eeferred by: Self. Friend Physician
MName Address MNamne Address

STATE PROBLEM(S) YOU WISH TO DISCUSS:

[ SYMPTOMS; Circle Svmptoms Brought On By Your Problem:

GENERAL: Nervousness, Fatigue, Poor Appelile, Froquent Colds, Fever, Weight Loss, Sweats, Other

HEADACHE: T¥PE: Dull - Sharp - Steady - Throbbing - Pressure. WHEEE: Forchead - Around eves - Below eyes - Temples
- Top of head - Neck - Both sides - One side {L - R). FIRST BEGAN: Date . PATTEEN: Inmtermitient - Constant
over woeks or months - Seasonal (specify ¥- Night - Day - Both, CAUSE: Drinking alcohul - Tension - Nasal
congestion - Fatigue - Eye Steain - Migraine - Homnonal. ASSQCIATIONS: Soreness of neck muscles - Spots before eyes -
Mausea andfor Vomiting, FREQUENCY: times per day £ month / year. Do they wake you up al night: Yes - Mo
Seizures - Loss of Consciousness - OTHER:

EYES: Cne eye - Both eyes, Tearing, Buming, [tching, Pain, Bedness, Discharge, Pufliness Bluming of Vision, Glaucoma,
Cataracts, Circles Under Eyes, Swelling, Contact Lenses, Oither

EARS: Leit - Right - Both. Decreased Hearing, Frequent Infections, Popping, Pressure, liching, Aching, Ringing of Ears,
Othet:

NOSE: 3Sneerzing, Discharge (Left - Right - Both Sides) (Clear - Yellow - Green), Congestion, Tickling, Polyps, Sinusitis,
Trouble Smelling, Post-nasal Drip, Deviated Seplum, Broken Nose, Mouth Breathing, Other:

MOUTH: liching of Roof, REepeated Tonsillitis, Tonsils Removed fage}, Morning Sore Throat, Swollen Lip, Trooble
Swallowing, Hoarseness, Throat Swelling, Throat Itching, Frequent Throat Clearing, Other:

COUGH: Involuntary - Voluntary, Dry - Productive; MEZCHS: None, Green, Bloody, Yellow, Clear. AMOUNT PER DAY
Teaspoon - Tablespoon - 142 cup. TIMING: Might time - Day time; with exercise, with laughing, lving down,
Oiher:

CHEST: Shoriness of breath, Chesi tighiness, Wheezing: With exercise - At rest - Bedume, Chest pain, Hypertension, Heart
disease, T.B., Ankle swelling, Gther:

SKIN: Rash, Hives, Eczema, Swelling, Burning, Iiching, Scaling, Other:

STOMACH: Heartburn, Acid indigesteon, Hiztal hernia, Vomiting, Gas cramps, Gallstones, Diarthea, Mucus in stool, Navsea,
Blowd in stool, Worse after eating what foods: Mausea

URINE: Pain. Burning, Frequent urination, Bladder infections, Tiching, Bedwetting, Enlarged prostate; Difficely passing
vour water? Yes - Na,

PSYCH: Refer o Emotional Faclors page 3.
OTHER: Pleasc descrbe other symptoms not listed abowve:
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ONSET AND DUBATION: Circle pertinent items and fifl in the blauks:
A. When did symptoms lirst begin {yearh?

B.  Underline months'you have symptoms and their severity: Mild  Muoderawe  Severe
Ian. Feb. March  April May  June July  Aug.  Sept. Oct. Now Dec.

C.  Are you worse certain times of day, centaim days of week, or certain weeks of the month?

Please specify:

D Are symptoms iinproved by major geographic changes or vacations? Yes - Ng

. Are you worse st work, home or school? Yes - No, Please specify:

F.  Course of illness over last yeat: Doaly, OnY - O, Chronig, Progressive,

CIRCLE TERMS WHICH MAKE YOUR PROBLEM WORSE:

IRRITANTS: Cigarete smoke, Perfume odaors, Paints, Chemicals, Excrcise, Emational upset, Insect sprays, Very cold liquids,
Iniccrions, Ohber:

FUNGI: Mowing lawn, Raking leaves, Camping, Bams, Compost, Basements, House dusting, Beer, Wine,

AMNIMALS: Cats, Dops, Oiher:

DRUGS: Aspirin-containing compounds, Fhenylbutazone, [ndomethacin, Novacaine, Others:

WEATHER: Cold air, Rain, Change in Temperature, Wind, Frontal systems, Other:
FOOD: Please specify foods and reactions to them:

Whal do you think makes your symploms worse:

Under what circumstances are you free of symptoms:

CURRENT MEDMCATIONS: List alf medications you take including sprays, nesedrops, vitamins, eye drops latatives,
birth control pills, ecc.

A, Name Times used per day Namea Times used per day

B. Citcle the above medications which improve your symploms,

C. Last Chest x-ray: Date: Mo, Year.  Normal / Abnormal

. Last Sinus x-ray: Date: Mo. Year.  Normal £ Abnormal

SEYERITY OF SYMPTOMS:

Al Mumnber of hospitalizations for problem, D. Mumber of tines your illness has required
List daic teeatment with corlisone,

B, ___ Number of emergency room visits in last year E. Episodes of pneumonias docamented by
for your problem. shadows on chest x-ray.

C. MNumber of days missed from school or work F. Episodes of sinusitis documented by
due 10 your problem in last year, abourmal sinus x-ray.

DEUG ALLERGIES: List medications to whick you are allergic and describe the adverse reaction 1o the druy:
Medication Describe Reaction Medication Describe Reaction
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ENVIROMMENTAL & SOCIAL HISTORY: Circle pertinent items and fill in the blanks:
A, WHERE DO YOU LIVE: House, Condo, Apartment, Duplex, Domnitory, Room, Mobile Home. How long have you lived

1.

there {years)? Apc ol dwelling (vears)? How long have you lived in this area {ycars)? If a
part-time resident, where is your other home.

LOCATION: City, Suburhs, Country, Farm. Mear: Factory, Bakery. Grain Storage, Swamp, Poultry Yard, Barn,
Orher,

TYPE OF HEATING: Forced air, Space heater, Radiator, Clectric, Wood, Kerosene
TYPE OF AIR-CONDITIONING: None, Central, Window, Humidifier, Dehumidifiec

BEDROOM: Pillow: Frather, Foam, Dacron. Matiress:  Foam, Innerspring, Waterbed. Vinyl Covers on Martress &
Pitlow, Stuffed Toys. Blapkets: Cotton, Polyester, Wool, Feather comlonter.

PETS: Which of these do you have as pets: Dogs, Cats, Bird, Hamster, Rabbat, Gertal, Other

Which pets are allowed inside the houwse:

¥Which pets are allowed inside the bedroon:;

OCCUPATIONAL EXPOSURE: Stress, Tension, Strong Odors, Industrial Gases, Fumes, Tale, Paint Sprays, Silica, Fiber-
glass, Asbestos, Solvents, Pigeons, Poultry, Moldy Hay, Silos, Barmns, Detergents, Latex, Other:

SMOKIMNG HABITS: (Circle) Cigaretes, Cigars, Pipe. Inhale: Yes-No. Numberfday How long? {vears).
Tf you formetly smoked, when did you stop? {year). Who clsc in houschold smokes?
Are you exposed to smoke at work T Socially 7
HOBRIES:

Sell Spouse or Pareng Children Cihers al Home
SOCIAL HABITS: Yex No If yes, specify ariount per day
Do you: Drink coffee f tea f colas

Drink beer £ wine

Drink liquer

Use illicit dmgs

EMOTIONAL FACTORS: Tension, Worries, Depression., Financial probltems, Marital or sexual problems, Family prob-
lemns, Problems at work or school, Always tired, Cry easily, Other:

PAST MEDICAL BISTCORY:

A.
B.

C.

Childhiood (Circle). Eczema, Bronchitis, Hay Fever, Asthma, Cystic Fibrogis, Other:

Circle any medical conditions you have had dizgnosed in the past or present. Specily age of geenmence,

Age Age Age

— Duabeies Mellius __ Swmach or ducdenal ulcer — . Glavcomsa
_ Tuberculosis ___ Kidney disease o Coavaracts
— Paeumonia _ Caacer Olher
—— Heart Disease _____ Hypericnsion {iher

List any illnesses or operations for which you have been hosplalized and yourage at thattime, (Women: Do not lisc normal pregnancies)

Age  Cause Age  Cause Age  Cause

Have wou ever had an allergic reaction w dye injected into your body for an x-ray procedure? Yes - No. 1 yes,
when? (yeary. Wame of hospital?
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E. Have you cver had allerpic reaction by immunizations? Yes - Moo Which one?

Deseribe teaction:-

F. UNUSUAL REACTIONS TGO INSECT BITES DR STINGS: Type imsccl o Large loweal reaction at
gile of bite or sung. Systemnic reacton at site away from sting or bite. Weakness, Wheezing. Shortness of breath, Throat
lightness, Fainting, Other:

G, ENDOCRINE & HEMATOLOGH MENSES (if applicable): Regular, bregular, Last period (chate).
Are vou now pregnant? Yes - Moo Taking hicth contrl pills? Yes - No. I0D? Yes - Moo Thyroid problems? Yes - Mo
Ancrmia? Yes - No.

EX FAMILY HISTORY: Please follow the instructions given for each heading outlined below

FaMILY ILLWNESSES DEATHS
Print the names of your relatives, liv- Place an (x} in the approprizte columnn for any If a relatives you have listed
g or dead, in the list below, 1f there Hnesses that vou or the relatives listed ac the has died, write the cause of
i+ not encugh space, place an (x) here: lefi have now or have had. death and the age at death in
D the columns below,

Causc of Death Age

Father:
Mother:
Broihers/Sisters:

Spouse:
Children:

sz-ln-di:;arents {Mack an {x] only)

X PREVIOUS ALLERGIC EVALUATION: Yes - No. When? {year)
A, Allergist’s Name & Address

Diagnosis

Allergigs discovered al that lime

B. Have you ever or are you now receiving allergy injections? Yes - No,

To what allergies?

Huw lung have you been receiving themn'? {vears). When was your last mjection’?

How much have they helped? Markedby - Slightly - Not at alf - Made ie worse.

FLEASE HANDCARRY THIS COMPLETED (WESTIONNAIRE WITH YU TO YOUR APPOINTMENT. v NOT MAIL!

GFFICE USE ONLY:
B.E FULSE WT. HT.




