
Lafayette Clinic P.A. 
Allergy & Respiratory History Form 
 

 

Problem(s) to discuss with the physician: 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

When did it start? _____________________ 

 

How often are you experiencing these symptoms? (circle) 
Daily 

Weekly 

Monthly 

Intermittent 

Infrequent 

Circle the months that the symptoms are worse: 
January  

February 

March  

April 

May 

June  

July 

August 

September 

October 

November 

December 

All the time 

 

What time of day are the symptoms worse?   AM / PM 

 

Where are the symptoms worse?  (circle) 
At home 

At work 

At school 

At other homes 

Everywhere  

How do the symptoms interfere with daily activities?  (circle) 

 Not at all  some  moderately  all the time 

Are the symptoms better with any medications?   Y / N 

 If so, which medications helped? _____________________________________________ 

Are the symptoms worse with any medications?   Y / N 

 If so, which medications made it worse? _______________________________________ 

List all medications you are currently taking: ___________________________________________ 

      ___________________________________________ 

Do any of the following activities make the symptoms worse?  (circle) 
High pollution 

Smoke 

Dust 

Indoors 

Outdoors 

Damp areas 

Smoke 

Barns/hay 

Mowing 

Animals 

House plants 

Cleaning 

Traveling 

Air conditioning 

Soaps 

Perfumes 

Newspaper 

Dry weather 

Hot weather 

Cold weather 

Wet weather 

 
Do any foods make the symptoms worse?  If so, what foods? ______________________________ 

Have you ever seen an allergist or pulmonary MD?   Y / N 

Have you ever had allergy testing?   Y / N 

Have you ever received allergy shots?   Y / N 

Have you ever had Pulmonary Function Tests?   Y / N 

 

Other medical conditions you may have: (list) ____________________________________________ 

Any surgeries you may have had: (list) __________________________________________________ 

Any hospitalizations? (list) ____________________________________________________________ 

 

Other symptoms you may have :(circle) 
Headaches     

Eczema 

Itchy eyes 

Ear pain/pressure 

Stuffy nose 

Snoring 

Tongue swelling 

Voice problems 

Short of breath 

Croup 

Heart problems 

Stomach aches 

Joint pain 

Problems urinating 

Sinus headaches 

Hives 

Watery eyes 

Ear infections 

Runny nose 

Sore throats 

Neck swelling 

Wheezing 

Bronchitis 

Chest pain 

Stomach bloating 

Joint stiffness 

Prostate problems 

Migraines 

Red eyes 

Ear surgery 

Sneezing 

Nasal polyps 

Throat burning 

Heart burn 

Coughing 

Sinusitis 

High blood pressure 

Change in bowel habits 

Joint swelling 

Bladder infections 

Blurred vision 

Tonsil/adenoid surgery 

Drainage 

Nose surgery  

Trouble with exercise 

Pneumonia 

Heart failure 

Bladder problems 

 



Lafayette Clinic P.A. 
Allergy & Respiratory History Form 
 

Environmental: 
What type of home do you live in?  (circle)  How many levels? __________ 
 Home 

 Apartment 

 Mobile home 

 Rental home 

Does your home include any of the following?  (circle) 
Basement 

Attic 

Crawlspace 

What type of floors do you have in your home?  (circle) 
 Hardwood  

 Linoleum 

 Tile 

 Carpet 

 Other 

What type of heating system do you have?  (circle) 
 Gas 

 Heat pump 

 Central (electric) 

 Wood 

 Space heater 

What type of bed do you have?  (circle)
King  

Queen 

Full 

Twin 

Bunk 

Daybed 

Toddler 

Crib 

What type of comforter do you have?  (circle)
Fiber filled (polyester) 

Feather 

Handmade 

Quilt 

What type of pillows do you use?  (circle) 
Fiber filled (polyester) 

Feather 

Cotton  

Circle what pets you may own: 
Cat  

Dog  

Goat 

Rabbits 

Cows 

Hamster 

Gerbil 

Ferret 

Horse 

Other 

 

Family History: 
(check all that apply) 

 asthma allergies sinus hives eczema headaches 

high 

BP cancer thyroid 

father          

mother          

brother(s)          

sister(s)          

children          

dad's side          

mom's side          

 
Name of school: __________________________ Grade: _________ 
 Type of floors_______________ Type of heating system________________ 

 Are there musty/moldy odors?  Y / N 

Name of workplace: _________________________ 
 Type of floors_______________ Type of heating system_________________ 

 Are there musty/moldy odors?  Y / N 
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