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CLINICAL HISTORY 

 

Name of the Physician and Clinic: …………………………………………………………………                                    Date: ……………… 

Patient Details 

Name: …………………………………………                                                 Age: ……………….                    Sex:               

Occupation: …………………………                                                                 Contact No: …………………………………. 

CURRENT HISTORY 

Do you have any of the following symptoms? 

 

1. When do you suffer from allergic symptoms:   

2. During which month : 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

3. How long your symptoms last? More than 4 days per week:      More than 4 weeks at a stretch: 

4. Do your symptoms affect your day-day activities?  

5. Do your symptoms disturb your sleep?   
  

PRECIPITATING FACTORS / TRIGGERS 

1. Are your symptoms worse in the locations 

2. Are your symptoms worse at the time  

 

3. Are your symptoms worsened by any of the following triggers 

Walking in garden 
Sleeping or laying on a bed 

Damp area 

Exposure to animals/pets 
Please mention……………….. 

Dust or dusty atmosphere 
Smog or pollution exposure 

After eating particular food 

items 
Please mention……………… 

Physical exertion or exercise 
Soaps, detergents,  or cosmetics 

 

Please 
mention…………………. 

Particular  Drug or Medicine  
 

 

Any other 
Please mention…………………. 

 

PAST HISTORY 

1. Have you been hospitalized or had a severe (anaphylactic) reaction because of your allergy/allergies?  

2. Have you ever been skin tested or had a blood test for allergies?   

3. To which allergens did you test positive: ………………………..                                                               Test date:…………………………… 

4. Have you received allergen immunotherapy or allergy vaccine before?  

5. If yes, for which allergen/s did you receive immunotherapy?........................ 

6. When was it initiated? …………….     For how many years did you receive it ………………… 

7. What was your response to therapy

Family History 

Has any member has following allergies? 

 Parents Siblings Children 

Asthma    

Allergic Rhinitis    

Skin Allergy    

Food Allergy    

Number of Siblings:…………  Number of Children: …………….. 

Medication History 

What medications have you used to treat your symptoms? 

Type Route Frequency 

H1- antihistamine Oral             nasal     
 

 

Corticosteroid 

 

Oral                Nasal  

Β2 agonist   

Others   

Psychological Factors 

Do you feel you are allergic to something? 

SMOKING HISTORY 

Are you a smoker?      

If yes, how many cigarettes do you have in a day?                       Since when have you been smoking? 

Male Female 

RESPIRATORY TRACT 

Nasal itching 

Runny/Blocked nose 

Sneezing 
Chronic cough 

Throat irritation 

Shortness of breath 
Chest tightness 

EYES 

Itching 

Watery 

Redness 
Swelling 

Dark circles 

SKIN 

Itching 

Redness 

Swelling 
Skin rash or eczema 

Hives (raised itchy bumps) 

GASTROINTESTINAL 

Abdominal pain 

Nausea or vomiting 

Diarrhea 
Belching or gas 

formation 

indigestion 

OTHERS 

Headache 

Sinusitis 

ENT Surgery 
Swelling of Tongue/lips/face 

Tiredness  

Seasonal Perennial (All year) Perennial with seasonal exacerbations 

Yes          No Yes          No 

No  A little Moderately Yes, it happens 

Yes       No 

At Home Outside At Work/School Others 

Morning Noon Evening Night All day 

Yes        No 

Yes      No 

Yes   No 

Significant  Good Mild None 

Yes   No 

Yes No Past Smoker 


