





Consent to Disclose
Medical Information Authorization

Today'’s Date

Patient Name:

Address:

Date of Birth:

By providing this Authorization, | understand as follows:

1.  lunderstand that this Authorization is voluntary. | may refuse to sign this Authorization and my treatment and/or payment obligations will not be affected.

2. lunderstand that the health information to be released may be subject to re-disclosure by the recipient of the health information and no longer protected
by the federal Privacy rules.

3. lunderstand that | may revoke this authorization at any time by notifying our office in writing, but if I do, it will not have any effect on uses or disclosures

prior to the receipt of the renovation, and Allergy Asthma & Immunology Specialists will not be liable for any PHI released prior to me revoking this
authorization.

4. lunderstand that by leaving spaces blank | am indicating that | do not want any medical information released to anyone else.
5. | understand that this authorization will expire: . (if no date this authorization will expire after 1 year)

Disclose Information to the following:
(List any doctors or individuals you would like to have access to your information.)

Name: Name:
Relationship to patient: Relationship to patient:
Phone number: Phone number:

Guardian Information for Minors: (if guardians are not listed below, they will not have authorization to your medical records)

Guardian Name: Guardian Name:
Relationship to patient: Relationship to patient:
Phone number: Phone number:

By signing below, | hereby authorize Allergy Asthma & Immunology Specialists to release any or all my medical records
to the following individuals, physicians, or companies:

Signed: Print: Date: / /
Patient

Signed: Print: Date: / /
Guardian

Guardian’s Relationship to Patient:

Publication Date: 01/2025



Patient Name (Dr. Mr. Mrs. Ms.)
If patient is a minor, Parent/Guardian name and relationship
If patient has any Special Needs (Deaf, Mute, Mentally Challenged) please list:

Who is your Primary Care Physician?

Doctor who referred you to see us?

If not, Doctor referred, how did you hear about us?

Name of Pharmacy:

Allergy Asthma & Immunology Specialists

New Patient History Form

DOB:

Today’s Date:

Address of Pharmacy:

What have you been referred for? OR What is your main Allergy, Asthma, Immune System concern?

Review of Systems:
Please check if you have recently experienced any of the following:

General:

il  fever

| | chills

_ dry eyes

]  watery eyes
| | itchy eyes

[

ose, Throat:
 runny Nose

| postnasal drainage
_sore throat
nosebleeds

neezing
hoarseness of voice

ratory:
 shortness of breath

wheezing
cough

lvomit after coughing

G intestinal:
i eartburn
ausea

vomiting

diarrhea
trouble swallowing

itpurinary:

Trouble starting urine

I iment:
skin itches
dry skin
rash
hives/welts
B iatric:

fearful, anxious
excessive worry

NURSE NOTES:
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Personal and Family Medical History

waned

Jayyeq

JayloN

Sunais

PIYd

Nose Allergy

Eye Allergy

Asthma

Hospitalizationﬂlone
*Please include ye ospitalization

Surgical Histor None
Please include year oT3urgical procedure

Eczema
(Atopic Dermatitis)

Food Allergy

Drug Allergy

Insect Allergy

Hives

Current Medications None| ist Provided

Please include as needed medications

Angioedema

Autoimmune Disorder
(Rheumatoid)

Pneumonia

Migraine

Meningitis

Thyroid

Diabetes

Glaucoma

High Blood Pressure

Cancer

Stroke

Heart Disease

Bleeding Disorder

Heartburn or Reflux

Hepatitis (Liver)

Kidney Disease

Arthritis

Epilepsy/Seizures

Anxiety

Depression

HIV (OPTIONAL)

List Any Other Medical Problems:

Drug AIIergiesI None

Personal / Social History:

Are you currently Pregnant? Yes

Are you currently Br eedin Yesl-Na] No

Do you smoke? Yes No

Did you used to smoke? Yes No
How many years?
How many packs per day?
When did you quit?

Exposed to cigarette smoke? Yes No

Do you drink alcohol? Yes No
How many drinks per week?
Do you use recreational drugs? Yes No

Environment:
Occupation:
Do you live in a house, apartment, condo, or mobile home?
How old is the home?
Carpet? Yes No Which rooms?
Indoor pets:
Outdoor pets/animals:
Air conditioning: central or window units?
Pillow: feather, foam, or polyester fiber?
Bed: regular, feather, or waterbed?

Do you use a air purifier, ceiling fans, or fireplace?
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