
Dr. William R. Johnson, D.C, 221 So. Middletown Road, Nanuet, NY 10954
NEW PATIENT ALLERGY QUESTIONAIRE

Patient Name: _________________________________    Date: ______________________________________

Address: ______________________________________   Date of Birth: _______________________________

City, State, Zip: ________________________________   Home# and Cell#:_____________________________

Gender (circle one): MALE   FEMALE                             Work#:_____________________________________

E-mail Address: _______________________________

Primary Care Physician: ________________________    How did you hear about us: ___________________
Although your history and symptoms are very important in our analysis of your condition, it is also important for us that you understand:

· We do not treat symptoms or diseases.

· Allergy is not a disease, rather a condition.

· A symptom is an attempt by your body to tell you something.

· We will attempt to find the underlying cause.

· We do not use drugs in this program.

· There is no single “healthy” diet that will work for everyone.

· Just because food is considered “healthy”, does not mean it is “healthy” for you.

· Your diet consists of everything you eat, drink, rub on your skin, or inhale.

· Our procedures are safe and painless.

Briefly describe the reason for your visit and what you hope to accomplish: __________________________
___________________________________________________________________________________________
What are your goals and expectations with Laser Care? ___________________________________________ ___________________________________________________________________________________________
Please finish this statement: “My symptoms started ever since ______________________________________

___________________________________________________________________________________________

1. Your age now: ___________  Your age when symptoms were first observed: __________
2. Did you suffer from or did you observe someone else suffering from any type of physical, chemical or emotional trauma days or months before your symptoms were first observed? (Auto accident, divorce (you or parent), home relocation, college, vaccines, etc.) _________________________________________________________
3. Have your symptoms ever gone away for a period of time? __________________________________________

4. In what country or state did you first notice the symptoms? __________________________________________

5. Have you ever traveled out of the country or to an island? ___________________________________________

LIST ALL KNOWN ALLERGIES:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. FAMILY MEMBERS WITH ALLERGIC SYMPTOMS

□ Mother         □ Father       □ Brother/Sister     □ Grandparents      □ Son/Daughter       □ Spouse      □ None

7. Please answer all questions and circle YES or NO


a) Do you carry an Epi pen? YES /   NO


b) Were you ever advised to carry an Epi pen? YES /   NO


c) Were you ever told that you had an “anaphylactic reaction”? YES /   NO

      d) Have you ever had an anaphylactic reaction? YES /   NO


e) Has your throat ever closed or nearly closed due to an allergic reaction? YES /   NO

8. If you are susceptible to an anaphylactic reaction, what will bring it on? Example: shellfish, peanuts, fruits, etc. ___________________________________________________________________________________________

9. Do you have a current medical condition? Example: MS, epilepsy, diabetes, lupus, etc.? YES /   NO___________________
10. Are you pregnant? YES /   NO

11. WHEN do your symptoms occur (circle all that apply): Daily,    when I wake up,   morning,   afternoon,   night,         In doors only,   Out doors only,   Both In doors-outdoors,  When sleeping, In Car,   _________________________
12. WHEN ARE YOUR SYMPTOMS WORSE:  □ Year Round? (put # representing severity (0 – 10 10= worse)
□ Jan.   □ Feb.   □ March    □ April   □ May    □ June   □ July    □ Aug.   □ Sept.   □ Oct.   □ Nov.  □ Dec.
13. WHERE DO YOUR SYMPTOMS EXPRESS THEMSELVES THE MOST? Circle and check all that apply

Outdoors: New home,  near work,  near school,   friend’s house,   relatives’ house,  other: _________________


Indoors:  home,    work,    school,    friend’s house,    relative’s house,    other: __________________________

□ Outdoors and better indoors                     □ Tobacco smoke bothers me more than anything else  

□ In the bedroom or when in bed                □ During windy weather

□ During wet or damp weather                   □ When the weather changes

□ During known pollen seasons                  □ In certain rooms or buildings

□ When exposed to tobacco smoke             □ With yard work, cut grass, leaves, hay or barns

□ When sweeping or dusting the house      □ In areas with mold or mildew

□ In air conditioning                                   □ In fields or in the country

14. How long does it take you to notice the symptoms: within minutes, hours, 2-3 days? __________________

15. SYMPTOMS ARE BETTER

What makes you feel better? _____________________________________________________________________

□ After shower or bath   □ In air conditioning   □ Indoors   □ After taking antihistamines   □ With allergy shots            
16. ANIMALS, INSECTS AND BIRDS THAT CAUSE SYMPTOMS ON EXPOSURE

□ None   □ Dogs    □ Cats   □ Horses or Cattle   □ Rodents (mice, guinea pigs, etc.)    □ Rabbits    
□ Birds or Feathers  □ Bees    □ Other____________________________________________________________ 
Did your animal die for any reason?  What was the cause?_______________________________________________                       
17. FOOD RELATED SYMPTOMS    □ No problem with foods
□ Symptoms flare 5 – 60 minutes after meals                               □ Some foods are craved or addictive

□ The smell or odor of some foods increases symptoms              □ Some foods cause nasal symptoms

□ Some foods cause swelling of mouth or tongue                        □ Some foods cause rashes or hives

□ Some foods cause upset stomach or vomiting                           □ Some foods cause diarrhea
□ Symptoms occur with restaurant salad bars or Asian foods      □ Some foods cause headaches                  

□ Symptoms occur with any regularly eaten food                        □ Some foods cause asthma
□ Preservatives, additives or food coloring increase symptoms   
18. Why do you believe your symptoms are related to food? _____________________________________________
19. Do you notice symptoms when you or someone else cleans, sweeps, dusts, or vacuums? ___________________

20. CHEMICALS THAT CAUSE SYMPTOMS       □ None                                                   

□ Insecticides & Pesticides                           □ Paints & Household Cleaners

□ Perfumes & Cosmetics                              □ Gasoline or Automobiles Exhaust

□ Stove or Furnace Emissions                      □ The Smell of New Fabrics or Fabric Store

□ Chemicals in the workplace                      □ Laundry Detergent

□ Newsprint                                                  □ Other: __________________________________________________
21. Do you notice your symptoms when you are around wet or damp places? _______________________________

22.  WERE YOU PREVIOUSLY DIAGNOSED WITH ALLERGIES?
□ NO        
Have you ever seen an allergist?  Yes / No                            Have you ever received allergy injections? Yes / No   

Have you had allergy skin testing?  Yes / No                         
Have you had allergy Blood testing?  Yes / No        (give us a copy of results)  

If yes, please list positive allergens (include any medications):_______________________________________


 Allergy treatments:________________________________________________________________________
□ Yes and allergy shots helped                           □ Yes but allergy shots did not help

□ Yes and medication helped                              □ Yes but medication did not help
How much do you approximately spend on medication and office visits per year?______________________
24. MEDICATIONS: Do you take any of the following medications on a regular basis?

□ Antihistamines (Benadryl, Actifed, Chlortrimeton, Tylenol Sinus, Tylenol Sleep, Dimetapp, Drixoral, Trimalin, 

     Atarax, Claritin, Allegra, Zyrtec,  etc.)

□ Bronchodilators (Albuterol, Ventolin, Proventil, Serevent, or OTS’s such as Primatine Mist, etc.)

□ Steroid Inhalers  (Asmacort, Flovent, Pulmicort, Beclovent, Aerobid, Advair, etc.)

□ Nasal Steroids (Beconase, Flonase, Nasacort, Rhinocort, etc.)

□ Medications that affect the immune system (Prednisone, Imuran, Methotrexate, Cellcept, Cytoxan, Cyclosporine,   Tacrolimus, etc.)

□ Chemotherapy

Please list any medications that you are currently taking: _______________________________________________

25. DO YOU SMOKE:    □ Yes   □ No            DOES SMOKE AGGRAVATE CONDITION? □ Yes   □ No  
If yes, average number of cigarettes per day: _______    If yes, at what age did you start? _______
Are you around smoke in your home or work environment?    □ Yes   □ No
Do you want to quit?   □ Yes   □ No
Do you use PLUG-INS, AEROSOLS SPRAYS, CANDLES, Etc. in the house, car and work? □ Yes   □ No
 
26. WORK ENVIRONMENT:  What is your occupation? ____________________________________________
Are you exposed to chemicals or strong odors at work?  □ Yes □No:      If yes, briefly explain: _______________
____________________________________________________________________________________________

Are your symptoms worse while at work? □ Yes □ No   If yes, briefly explain: ____________________________
____________________________________________________________________________________________    
PLEASE FILL OUT – (THIS HELPS THE DOCTOR FIGURE OUT OTHER STRESSORS)

 What foods do you love to eat often?

1._____________________         2.________________________        3._______________________                              

4._____________________         5.________________________        6._______________________                              

Think back one to three days before you symptoms are worse, what food, beverage, lotion or chemical did you come into contact with?

1._____________________________            3._____________________________                              

2._____________________________            4._____________________________

Restaurants visit often? (McDonalds, Chinese Rest., Deli, etc.)

1._____________________________            3._____________________________                              

2._____________________________            4._____________________________

Snacks you eat often? (potato chips, Doritos, Ice cream, etc.) Be specific.

1._____________________         2.________________________        3._______________________                              

4._____________________         5.________________________        6._______________________                              

Beverages/soft drinks/alcohol?

1._____________________         2.________________________        3._______________________                              

4._____________________         5.________________________        6._______________________                              

Artificial Sweeteners?

1._____________________         2.________________________        3._______________________                                                    

Condiments you use? (ketchup, mustard, Dijon, etc.) be specific.

1._____________________         2.________________________        3._______________________                              

4._____________________         5.________________________        6._______________________                              

Detergents you use?

1._____________________________            3._____________________________                              

2._____________________________            4._____________________________

Shampoos/Conditioners you use?

1._____________________________            2._____________________________                              

Bar Soap/Liquid Soap you use?

1._____________________________            2._____________________________                              

Perfumes/Colognes you use?

1._____________________________            3._____________________________                              

2._____________________________            4._____________________________

Animals you often come into contact with?

1._____________________________            2._____________________________                              

Chemicals you come into contact with?

1._____________________________            3._____________________________                              

2._____________________________            4._____________________________

Did your problem start after you started a new job, or moved into a new house, or bought a new television, bought new furniture, painted the house, fertilized the lawn, purchased new vitamins, started a new diet, bought new car,  received Vaccinations, Flu shot, Guardasil, etc?  What was new one to two months before your symptoms started?
__________________________________________________________________________________________________________________________________________________________________
Other information you would like Dr. William Johnson to Know:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ADRENAL FATIGUE Questionaire:  Please answer YES or NO for each question
         1) Do you regularly eat a nutritious breakfast?    YES /   NO
         2) Dou you regularly get 8 hours sleep and get to sleep before 11:00 p.m.?   YES /   NO
         3) Do you feel fatigued in the morning despite sufficient hours of sleep? You find it difficult
             to get up in the morning like normal, even when you are a "morning person"   YES /   NO
         4) Do you feel fatigued in the afternoon hours between 3-5 p.m.?   YES /   NO
         5) Do you feel more energetic in the late afternoon and early evening?    YES /   NO
         6) Are you fatigued at night but still waking up often, insomnia/irregular sleep?   YES /   NO
         7) Have you gained weight and can’t lose it, especially around the waist?  YES /   NO
         8) Do you suffer from depression?   YES /   NO
         9) Hair loss?    YES /   NO
         10) Acne?   YES /   NO
         11) Do you rely on stimulants to give you energy (caffeine, cookies, etc?)   YES /   NO
         12) Do you crave carbohydrates?   YES /   NO
         13) Do you have poor immune function, get sick often?    YES /   NO
         14) Are you hypersensitive to light/sound/touch/odors?    YES /   NO
         15) Do you have Poor Memory/Fog/Memory lapses/Difficulty Concentrating?  YES /   NO
         16) Do you have reduced sex drive?   YES /   NO
         17) Are you constipated?   YES /   NO
         18) Do you feel easily/often overwhelmed?   YES /   NO
         19) Do you have recurrent Candida infections?   YES /   NO
         20) Do you have increased frequency of urination?    YES /   NO
 
   21) Do you often get the flu/ respiratory diseases, symptoms last longer than usual? YES / NO
         22) Do you have the tendency to tremble when under pressure?  YES /   NO
         23) Do you crave salty, fatty and high protein foods (meat, cheese, etc.)?   YES /   NO
         24) Increased symptoms of PMS: periods are heavy and then stop, or almost stopped 
               on the 4th day, only to start flow again on the 5th or 6th day?    YES /   NO
         25) Do you have upper back/neck pain for no apparent reason?  YES /   NO
         26) Do you have cold extremities (hands, feet)?   YES /   NO
         27) Do you have poor digestion/gas/heartburn?   YES /   NO
         28) Do you have panic attacks?   YES /   NO
         29) Do you have impotency/erectile dysfunction?   YES /   NO
         30) Do you have rheumatoid arthritis?    YES /   NO
 
   31) Do you have post-nasal drip? YES / NO
         32) Do you have thymus gland dysfunction?  YES /   NO
         33) Do you have heart palpitations?    YES /   NO
 
   34) Do you have hepatitis C? YES / NO
         35) Do you have lupus?  YES /   NO


                         Please check off the following that apply to you:

Digestive Track

__nausea & vomiting

__diarrhea

__constipation

__bloated feeling

__stomach pains or cramps

__heart burn

__blood and/or mucous in stools

Ears

__itchy ears

__ear aches/ear infections

__drainage from ear

__ringing in ears

__hearing loss

__reddening of ears

Emotions

__mood swings

__anxiety/fear/nervousness

__anger/irritability/aggressiveness

__argumentative

__frustrated/cries easily

__Depression S

Eyes

__watery or itchy eyes

__red/swollen/itchy eyelids

__bags or dark circles under eyes

__blurred or tunnel vision

Head

__headaches

__faintness

__dizziness

__insomnia/sleep disorder

__facial flushing

Heart

__Irregular/Skipped Heartbeat S
__Rapid/Pounding Heartbeat S

__Chest Pain S
Joints & Muscles

__pains/aches in joints

__arthritis/osteoarthritis

__stiffness/limited movement

__pain/aches in muscles

__feeling weak/tired

__swollen/tender joints

__growing pains in legs

__Psoriatic/Gouty Arthritis S

__Rheumatoid Arthritis S 

Lungs

__chest congestion

__bronchitis 
__shortness of breath

__difficulty breathing

__persistent cough

__wheezing

Mind

__poor memory

__difficulty completing projects

__difficulty with mathematics

__underachiever

__poor/short attention span

__confusion

__easily distracted

__difficulty making decisions

__mild learning Disabilities 
Mouth & Throat Thrush

__chronic coughing

__gagging/clearing throat often

__sore throat/hoarse voice/voice loss

__swollen/discolored tongue/lips

__canker sores

__itching on roof of mouth

Nose

__stuffy nose

__chronically red/inflamed nose

__sinus problems

__hay fever

__sneezing attacks

__excessive mucous formation

Skin

__acne

__itching

__hives/rash/dry skin

__hair loss

__flushing/hot flashes

Weight

__binge eating/drinking

__craving certain foods

__excessive weight

__compulsive eating

__water retention

General

__frequent illness

__frequent/urgent urination

__genital itch/discharge

__anal itching

Genitourinary

__kidney problems

__urinary tract

__bladder

__yeast infections

Other Conditions

__Autism S

__A.D.H.D. S

__A.D.D. S

__Psoriasis S

__Eczema S

__Auto Immune Disorder S

__Chronic Fatigue S

__Multiple Chemical Sensitivities S

__Asthma S

__Congestive Heart Failure S

__Severe Diabetic S

__Severe Depression S

__Obsessive Compulsive Disorder S
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