
RICHARD HUGHES, MD ENT PC    
383 B A Y  R OA D 

QUE E NSB UR Y , NE W  Y OR K   12804 
(518)793-4163 

 
Name:______________________________________________________   Date:____________ 
 
Home Phone:______________________   Work Phone:_____________________ 
 
Occupation:_______________________   Date of B irth: ____________________ 
 
Who referred you to us?______________________________________________ 
 
T o Our  Patients:  T his questionnair e is ver y impor tant, as it will help to decide if you need 
aller gy testing and tr eatment. Please take your  time and answer  as accur ately as you can. 
 
Section One:  A ller gy tr eatment histor y:  
Have you ever been tested for allergies?_________ If so, please answer: 
When were you tested? __________________________________________________________ 
B y whom? (include address if possible)______________________________________________ 
Were you found to be allergic? ______________________  T o What?_____________________ 
Were you treated with allergy shots? _________________   For how long?_________________ 
Did the treatment help?___________________________________________________________ 
 
Section T wo – Symptoms 
 
What are the main symptoms that brought you to us? ___________________________________ 
 
 
 
 
How long have these symptoms lasted? _____________________________________________ 
A re they getting better, worse or staying the same? ____________________________________ 
 
A re your symptoms worse in:         Spring          Summer           Winter            Fall         (circle) 
 

Do you have any of the symptoms listed below? 
Please cir cle all answer s that apply. 

 
Y es/No Cough                         Constant      Intermittent     Daytime     Nighttime 
 
Y es/No Frequent Colds 
 
Y es/No Sneezing                     What seems to cause or worsen it?____________________ 
                                                            Is it seasonal? Y es/No      When? _____________________ 
                                                            R elated to location?  Y es/No  Where?_________________ 
 



A Yes/No      Sore Throat                  From infections?  Yes/No    
                                                             From drainage from the back of your nose?   Yes/No 
 
Yes/No Nasal Drainage            From back of nose    From front of nose         Both 
                                                             Clear              Cloudy           Yellow               Green 
 
Yes/No Nasal Blockage            Left side         Right side       Both sides 
 
Yes/No Eye symptoms              Itching            Watering        Burning 
                                       Puffiness          Dark circles underneath 
 
Yes/No Wheezing                     With exercise            In cold weather               At rest 
 
Yes/No Headache                      What part of head? _______________________________ 
                                                              How often? _____________________________________ 
 
Yes/No Asthma                          Now                 As a child       Both 
                                        Mild                  Moderate        Severe 
  Have you ever had to go to the hospital because of your asthma? _____________ 
 
Yes/No Ear problems                 Itching              Drainage         Infections         Stuffiness 
                             Ringing             Popping          Hearing loss 
 
Yes/No Dizziness                       Mild                  Moderate        Severe 
                                                              How often? ___________  How long does it last?_______ 
                                                              How long have you had it?_________________________ 
 
Yes/No Loss of smell/taste        For how long?___________________________________ 
 
Yes/No Laryngitis                      
 
Yes/No Eczema/Chronic skin rash                       Now                        As a child 
 
Yes/No Hives                             What causes them? ______________________________ 
 
Yes/No Itchiness                       Roof of mouth         Nose          Throat               Hands 
 
Section Three – Family History 
Please indicate if any of your blood relatives have had any of the following health problems: 
 
    Father  Mother  Brother Sister       Child 
 
Asthma   _____  _____  _____  _____         _____ 
Emphysema   _____  _____  _____  _____        _____ 
Hay fever   _____  _____  _____  _____         _____ 
Sinus problems  _____  _____  _____  _____         _____ 
Hives    _____  _____  _____  _____         _____ 



Eczema   _____  _____  _____  _____         _____ 
Thyroid problems  _____  _____  _____  _____         _____ 
Food allergies   _____  _____  _____  _____        _____ 
 



Section Four – General Medical History 
 
Important question: Please list all medications you are on. Include eyedrops. 
 
 
 
 
 
Have you ever had a bad reaction to a medication?  Yes/No 
If yes, please list the medication(s) and describe the reaction: 
 
 
 
Do you have any health problems? Please list: 
 
 
 
 
Have you ever been a smoker?  Yes/No 
If yes, how many packs per day?______________________For how long? _________________ 
Have you stopped?  Yes/No 
 
Do you drink alcoholic beverages frequent?  Yes/No 
If yes, what type and how many per day? ____________________________________________ 
 
Have you very been admitted to the hospital?  Yes/No 
If yes, please list when and for what (include surgeries). 
 
 
 
 
 
Are you sick often?  Yes/No 
If you feel you have any of the following conditions, please circle them: 
Diabetes   High blood pressure   Heart problems 
Glaucoma   Asthma    Tuberculosis 
 
Do you feel that you may be at risk for HIV (AIDS) virus?   Yes/No 
 
If you are using any illicit or recreational drugs, please check here and the doctor will discuss it 
with you. ________________ 
 
Section Five – Home and Work Environment 
Please circle the appropriate answer: 
 



Are your symptoms increased  at home at work no change 
 
Are you exposed to any animals? At home at work both  neither 
If yes, please list what type of animal and where you are exposed to it: 
 
 
 
How old is your house or apartment? _________ How old is your workplace? _______________ 
 
Please list any particular room or location where symptoms occur or are worsened: 
At home: ______________________________________________________________________ 
 
At work: ______________________________________________________________________ 
 
What is your occupation? _________________________________________________________ 
What type of hobbies/sports do you participate in? 
 
 
 
What type of heating and air conditioning do you have at work and at home? 
(Examples: central air and heat, fireplace, coal-burning stove, wood burning stove, window 
units, etc.) 
 Location  Heating  Air conditioning 
 Work  _________________   ______________________ 
 Home  _________________    ______________________ 
 
Is the air too dry  At work At home Both  Neither 
Is the air too damp  At work At home Both  Neither 
Do you use a humidifier At work At home Both  Neither 
Do you use an air purifier At work At home Both  Neither 
 
List anything at work or home you think you may be allergic to: 
 
 
 
 
Section Six – Specific Causes of Allergies (Last Section) 
The following questions are organized according to different categories of allergens. Some of the 
questions are a little repetitive, but it is useful to your history in this way, so please answer them 
as best you can. 
 
Mold 
 
How are you symptoms outdoors     Better  Worse 
Do your symptoms increase after sunset?      Yes/No 
Do your symptoms increase just before a thunderstorm?    Yes/No 



Do your symptoms increase in dark woodlands?     Yes/No 
Do your symptoms increase around lakes or marshes?    Yes/No 
Do your symptoms increase around farms or barns?     Yes/No 
 
How are your symptoms indoors.     Better  Worse 
Do you have indoor green plants?       Yes/No 
If yes, how many________ What rooms?________________________________________ 
Do you have old books or stacks of magazines or newspapers?   Yes/No 
Do your symptoms increase in storage areas?     Yes/No 
Do your symptoms increase in certain rooms of your house?   Yes/No 
If yes, which ones? ________________________________________________________ 
Do you use any pillows or comforters filled with down or feathers?   Yes/No 
Do you use any open fireplaces?       Yes/No 
 
Pollen 
 
Do your symptoms increase when going outside in the morning?   Yes/No 
Do your eyes itch and form tears when your symptoms are bad?   Yes/No 
Do you have repeated bouts of sneezing?      Yes/No 
In which months are your allergy symptoms worse?_______________________________ 
In which months are your allergy symptoms best?________________________________ 
Do you have itching of the skin with your symptoms?    Yes/No 
Name any plant which you suspect gives you trouble_______________________________ 
Do your symptoms improve when you go away on vacation?   Yes/No 
List any areas of the Country that your symptoms seem to improve: 
 
List any areas of the Country that your symptoms seem to get worse: 
 
Do you get an itching in the back of your throat with allergy symptoms?  Yes/No 
 
Perennials 
 
Is your house difficult to dust because of knickknacks?    Yes/No 
Do you have overstuffed or antique furniture?     Yes/No 
Does you nose congest shortly before going to bed?     Yes/No 
Do your symptoms increase in public buildings?     Yes/No 
Do your symptoms increase in motels/hotels?     Yes/No 
Do your symptoms increase in airplanes?      Yes/No 
Does housecleaning bring on or worsen your symptoms?    Yes/No 
How old is your home? __________________________ 
List any animals you have in and around your home: 
 
Do your symptoms increase in public libraries or bookstores?   Yes/No 
Did the previous occupant of your home have pets?     Yes/No 
 
 
 



Food 
 
Do your symptoms occur without regard to season?     Yes/No 
Do they occur anywhere you are in the Country?     Yes/No 
Do you have itching of your throat?       Yes/No 
How long do your symptoms usually last? Minutes 1-4 hours 5 hours or more 
Do you seem to get frequent headaches?      Yes/No 
Do you seem to get frequent body rashes?      Yes/No 
Do you often have cramping, bloating or diarrhea?     Yes/No 
Do you tend to re-taste food eaten earlier?      Yes/No 
Do your symptoms often wake you up at night?     Yes/No 
Are you excessively sleepy after meals?      Yes/No 
 
 
 
 
Patient signature_________________________________________________Date:___________ 
 
Physician signature:______________________________________________Date:___________ 
 


