
ALLERGY QUESTIONNAIRE 
Allergy Group NJ

All questions contained in this questionnaire are strictly confidential 
and will become part of your medical record. 

Name (Last, First, Ml.): I D M D F I DOB: 
Primary physician's name I If patient is a child, this form is being completed by 

□ mother □ father 
Who referred you to this practice? □ primary doctor □ friend/family □ ins co □ web Your occupation: 

What is the main reason for today's visit? (provide details) 

Upper Respiratory Problems (Nose, sinus, ears, eyes) 
Check box if not applicable □

□ nasal congestion □ sinus pressure or pain □ hoarse voice
□ runny nose □ poor sense of smell □ other
□ post nasal drip □ frequent ear infections
□ itchy nose □ frequent sinus infections
□ red or itchy eyes □ frequent colds

Lower Respiratory Tract Problems (Chest, lungs) 
Check box if not applicable □

□ frequent or constant cough □ asthma □ other:
□ wheezing D frequent croup
□ chest tightness □ pneumonias
D shortness of breath □ frequent bronchitis

Are the above symptoms seasonal? Jan Feb Mar April May June July Aug Sept Oct Nov Dec 
Are the symptoms triggered by any of these? 
D pollen □ animals D dust D mold □ smoke or scents □ weather changes □ foods 

Skin Problems 
Check box if not applicable □

□ eczema D hives, welts □ acne

□ All Year □ No Pattern

D itching skin rash □ swelling of parts of the body □ frequent boils
□ dry skin □ blistery rashes □ other:
□ itchiness in general □ pimply rashes






