
Paul M.D & lmmuno

Patient:
Namc of Refentg
Do wish a coosultdiou s.ot to tse

BRIEFLY DESCRTBE yorrR, REASON(S) FOR TSIS VrSIT
(for uaople, astua hay fever, hives etc,):

# Hospializaims for asthma?
SchooUrmrt &ys missed?
AIbuEol use per veelf?

e3

Doctorrs Notos:

AGE:

HOW LONG I{AVE YOU BEEN I{AVING TI{ESE PROBLEMS?

SYMPIOMST Plcase check all thst 4ply.NOSE: EARS: LUNGS: SKIN:
( ) Frequcst querzi..g ( ) Pain ( ) AsthEB ( ) Coert rash
( ) kanynom ( ) Itchilg ( ) Wheszirg () Eczf,rD
( ) Congestion / blocksge ( ) PtuggiDg / poming ( ) Cor${avtine ( ) Hivcs
( ) Itching ( ) t"ocs ofhcring ( ) Corgboleht{Er ( ) Itching
( ) Nooe bleeds ( ) P$odrctive coueb
( ) Iacs ofsrroU EYES: ( ) ey oolgh IEADACHES:
( ) Nasal polyps ( ) Itching / t€ehg ( ) Wtsczclocra;sp ( ) Sinus

( ) errodng ( ) Tcosi@
SINUS$: ()R!(k GASIOINTESTINAL ()Migaine
( ) Frcrycrn infectiiros ( ) Swllingofqdids ( ) Narsea / wmiting
() Pressure h &cial boncs ( ) Dart oirctcs ( ) Diantea
( ) Prcsorc aurad eps ( ) Ideciions ( ) Cm.dpdoa
( ) thoat draiDage ( ) Heqt Bom
( ) Cleuing thost
OTHERSYMPTOMS:
ASTEMA
Itavo you beeo diagnosed wift aistha? ( ) Yes ( ) No How omy yers agp?

# ER visits for asfrEa?
NUht amdmflngp pcr mortr? __-
# Corses of oml stcroids?

TruGGERII OF YOITR SIIIMPIIIIIG: Plcsc cLock all tbt apply.
Whrn do pu have sympons? ( ) Sping ( ) Surncs ( ) Pall ( ) Winter
Which of tbc foU,owing ecqro&rrc* se€a to *usca yurr qnnpfus?
() Y&dxroe () Houe vo* () Aa,o6ds () Dry wEdhsr () SEtss
( ) Mosiug Ist n
( ) Bros() cats
( ) Dogg

( ) Varuunnng
( ) Excrcisc
( ) Huoidrty
( ) O6et ani"uls

() P€ffitrca () Wa *edcr"
() Sstc () ClingF wEe!
() Nctl€ prid () Cold rverthcr
() MoId () tuptuin

( ) Foods: 0)
() _
( ) L^dex
( ) Boe sdnS

MEDICAL INFORMATION SHEETINIIIA!EVALUATION

Wclconu b oar atdial paAae.
Please co@ete this tfuee page questiottuire in an comlilae o no*er as posslble. Feel free to nake

Dr,
YOU!

a ittonal hisnotes thetn or 4. wlllon Thls ddngOgershohnogins Page tnforn olton lulp
TEANIKcondltionrnedlcalandetaluatlon treafirrcnt

BrN $1t5{

Rir&drrtc:f)ATF.:



2.

CURRENT MEDICATIONS: Plcarc list all medicatious wbich are
omcofly bcing uscd, cither rcgulcly or lntecuitcmtly.
lvledication: Dosc / Frcqrmcy:
l.

AITVERSE REACTIONS TO MEITICAIOiIS: Plcase lisc all
medicotims to u,hich you havr hd m altvcrse'reactiol1 as wcll as the
natre of thc reactbn:

Mcdicatioa: Advcrsc reactioo:

Doctorts Notcs:

3.

7.

4.

6.

I
2
3

4.
PAST MD,DICAL EISTORY: Plcrsc list sigDifcant modical conditions for which you havc sccn a

doctor iD recost yea$, as wsll as thc form oftleatmcot rEquired
Modical Condition Wh€o? Treod?

I.
I
1

4,
5.
6.
PNEVIOUS AI.I.TRGY EVALUATION & TRI,ITIMEI{T:
Do you have any scrious rcas-tions !o bcc stilqs? ( ) Yes
Have you had a pevious allergr evaluatioa? ( ) Yes
Did you havc allergy skin testiDg? ( ) Yes
Did you rcooive i.n'mmothaqry (rlerSy sbots)? ( ) Yes
Did your syu.pb,os implove vihile on injectioos? ( ) Ycs
Did you opcrience any adverse rcaaios? ( ) Yes
ENVINONMET{TAL / SOCTAL EIIITORY:
Where wcrc 1ou boru and taisd?
How long brve you lived in this area?
How long havc you lived io your prcscd home?
Itrow old is yox lrome?
Wbat is yorn
Pl6c chs.& all lldpply to yorrt dsily.!!vir@:
( ) Indoor pcts Wha pas do pu have?
( ) C€oEd hcd / 8ir conrliti6railg ( ) Wall.t-uall carpoting
() lou ryfu nm,css ( ) Fcdcpdllow
( ) U$ot*rcdbdromfiraitrre ( ) bhmahfiltcrs
( ) Fttqurnt opostue to smok€rs ( ) Unusnal cheoical ereo$res

()
()
()
()
()
()

No
No
No
No
No
No

SMOKING EISIIORY:
( ) l,ift loae non-slmo&er
( ) FcE€r so&!r

How nany ycan?_
Wbeo quit?_

( ) Cureot so&cr
Itrow many ycus?_
Pach/dEA-

( ) Daily ereosod tosnoke
( ) I&cscEd b qrddDgf

Brn ]tl,ts{A



FAMILY HISTORY: Please check all conditioos tba occur in
ygur sa'niry ard indicafe rlto is/nas decfcil
Medical Coadition Who? (frr exanfle, father, brother, etc.)
( ) Asthma
( )E zeort
( ) Alleryes
( ) Hives / swelling
( ) Hedacbes
( ) FmFhyseEa
( ) High blood pr€ssrtrc
( ) Caocer
( ) Di-abetcs
( ) Insect allergy

I)octor's Noles:

Doctor's Notts:

IMMUNIZATION IIISTORY:
Are your iomrmizations rptodate? ( ) Yes ( ) No If you havc had any adverse reectioa !o any
routine irnmrmizaions, pleose describe: __IastFluvaccine: f^rt poe.ro
BIRTE EISTORY: Tcrm or Prcanattro, Vroinqt dslivay 61 C-sestion

REVIEW OF SYSTEMS: Pleasc chec& any symrrons or
diseas* thqr bave been a recurnrt or choaic poblem for you-
() Frequeat / scv€re heed'^)ros () Eyc probleos

)
)
)
)
)
)
)
)
)
)

(
(
(
(
(
(
(
(
(
(

Fainting / di-ziness ( ) Dental problems
Neck injury / diseasc ( ) Heo$ dis€ase
Lrurg disease other tban asths ( ) Storrach / livcr disease
Urinary / bladder problems ( ) Bowcl difEculties
Orthopedic disease or injury ( ) Skin disorders
Diabetes ( ) Hypertension
Arthritis ( ) Fatigue
Recont weight gain or loss of mor€ than l0 pounds.
Prcgnaacy or hegnancy plarmcd
Aay severc infwtions

If there is my additional informdi,on rh-t you thin& would be helpful to Dr. Ogershok, please mte lhis
on the no<t pegc. Tbank you for comploting this brm. Plce.re rctgra thc clipborrd ard rll prpcrr to
thc r.ccptoobt or trurrG
Signdre ofpasoa conpletiDg fofln:

FOR OFFICE USE ONLY:

ADMISSIONDATA:

VITALS: T:_ P:_ R:_ BP:_ HT:-....* WT:-
Rcmarts:

BIN *14548


