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ASTHMA AND ALLERGIC IMMUNODEFICIENCY
DISEASE CENTER DISEASE CENTER
Today'’s Date: CHP.0378 09/08 Addressograph
PATIENT NAME (Last, First, Middle) ADDRESS CITY, STATE. ZIP
HOME PHONE DAYTIME PHONE CELL PHONE OTHER PHONE
DATE OF BIRTH AGE SEX PARENT(S)/PATIENT'S OCCUPATION
CIMALE
i FEMALE
MOTHER'S NAME FATHER'S NAME REQUESTING PHYSICIAN

REASON FOR VISIT (IN ORDER OF IMPORTANCE) — FOD(;‘EL)’G / FOOD ALLERGIES

SYMPTOMS

O No known drug allergies
FAMILY HISTORY

PLEASE CHECK IF THE PATIENT’S FAMILY MEMBERS HAVE ANY OF THE FOLLOWING

Allergic Rhinitis Eczema . -
Asthma (Hayfever) (Itchy, Red Skin) Drug Allergies Food Allergy  |Immunodeficiency

Cystic
Fibrosis

Mother
Father
Brother
Sister
Aunt
Uncle

Grandmother
Grandfather

DAILY & OCCASIONAL MEDICINES USED

(Include Inhalers, Sprays, Pills, Creams, Vitamins, Herbal Medications & Dosage)

SIGNIFICANT PAST MEDICAL HISTORY
{Include Newborn Period, Surgeries & Hospitalizations)
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