Svmupiom

Pine 5t

Patient Name: Date of Birth: ; /
Patient Phone: Today’s Date: / /
SEVERITY FREQUERCY
SYVMIPTONS - : - - - I - e
N/A Miid Moderate Severe Occasionaliy/ Seasonal Most of the
INAAA VAC Fae BEVEre wever HCAsSOnd Ycar/Daiiy
Itchy/Watery/Red Eyes 0 I 2 3 0 1 2
b b Y
Runny/Ttchy/Stuffy Nose 0 ] 2 3 0 1 2
Headaches/Migraines 0 { 2 3 0 1 2
Frequent Throat Clearing 0 1 2 3 0 | 2
Frequent Sneezing 0 i 2 3 0 i 2
Sinus Pain and/or Pressure| O I 2 3 0 1 2
Frequent Sneezing g 1 2 3 0 1 2
NO | YES
Have you ever been diagnosed with Asthma/Recurrent wheezing/Recurrent Bronchitis? 0 O
Have you ever been diagnosed with Atopic Dermatifis/Eczema, Recurrent Sinusitis? 0 0
Do you take prescription or @T'C medications to manage your allergy symptoms? 0O 0

i1 Allegra/Fexofenadine
0 Claritin/Loratadine
0o Xyzal/Levocetirizine

MName of the
above
medications:

o Other:

o Benadryl/Diphenhydramine

Last Date Taken:

o Clarinex/Desloratadine
Zyrtec/Cetirizine /

]

O Signature

1 Patient 0 Parent

OFFICE USE ONLY:

Sum of Severity (6-21)

Order # 95004 0 YES 1 NO

Sum of Frequency {(¢-14)

Date of Last Physical Exam: i

Date: / /

Provider Signature:




