Sex M / F
Cell:___________________Email:______________________________

www.bvaac.com

Zip

(208) 378-0080
Satellite Clinics: Eagle, Nampa, & Caldwell
phone book, internet, insurance, other)
Recent Lab: ❑ yes

❑ no If yes, where:________________________

The main reasons for coming here are:

At what age did this first occur?

Asthma Questionaire:
ASTHMA SYMPTOMS/CURRENT CONTROL
Age Asthma symptoms started:________________________
Age Asthma was diagnosed:__________________________
Asthma symptoms:_________________________________
❑ Cough ❑ Wheezing ❑ Shortness of breath
❑ Chest tightness ❑ Increased sputum
❑ These symptoms occur at night/early morning
❑ Is you asthma getting worse over time? ❑ Yes ❑ No
HISTORY OF EARLY LUNG INJURY:
❑ Premature birth ❑ Home use oxygen ❑ 2nd hand smoke
❑ Pneumonia/bronchitis ❑ Chemical lung injury
PATTERN OF SYMPTOMS:
Worse Season:
❑ Spring ❑ Summer ❑ Fall

LUNGS/RESPIRATORY SCREENING TEST
In the past 12 months, have you had:
Recurrent episodes of wheezing or shortness of breath
Colds that go to the chest
Coughing, wheezing or short/tightness with colds, animals, or exercise
A need for medication to help breathing
In the past 4 weeks, have you had cough,
wheezing or shortness of breath:
That has awakened you at night/early morning
After running/physical activity
History of Asthma in the past

❑ Winter ❑ Year round

How often do you have Symptoms?_________X per
❑ Week ❑ Month ❑ Year
PRECIPITATING/AGGRAVATING FACTORS:
❑ Colds/URI ❑ Sinusitis ❑ Allergies ❑ Animals
❑ Dust ❑ Cold air ❑ Night time ❑ Stress ❑ Pollution
❑ Smoke ❑ Fragrance/odors ❑ Exercise ❑ Workplace
❑ School ❑ Weather changes
❑ Drugs (aspirin/beta blockers etc.)
❑ Endocrine factors(menses, pregnancy, thyroid)
Other: ___________________________________________
Do your asthma symptoms improve when you are on
vacation for over a week? ❑ Yes ❑ NO

If you answered yes or have asthma, fill out the
Asthma Questionaire, otherwise go to the next page.
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❑ Complete loss of sense of smell
ARE THESE SYMPTOMS WORSE
Spring ❑

Summer ❑

Fall ❑

Exposure To:
❑ Animals ❑ Irritants ❑ Pollens/Molds

(hoarseness)
Lump in throat/
throat closing

Winter ❑
❑ Other______________

Throat clearing
Regurgitation of food
into throat

FOOD ALLERGIES/SYMPTOMS ASSOCIATED WITH EATING
A CERTAIN FOOD
❑
❑
❑
❑

Itching of mouth or throat
Swollen lips/tongue
Hoarseness/change of voice
Hives/swelling

❑
❑
❑
❑

Nasea, vomiting, diarrhea or cramps
Wheezing/shortness of breath
Loss of consciousness
Light headed

Foods suspected of causing allergic reaction:
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(WELTS)

Associated symptoms:
Last >24 hours

ALLERGY TO INSECT STINGS/Does not include other bug bites
❑
❑
❑
❑

Local reaction
❑ Large Swelling
Hives
❑ Other:
Cough/wheezing
Loss of consciousness/light headed

❑ Honey bee
❑ Hornet
❑ Other

❑ Severe skin rashes

❑ Yellow Jacket
❑ Wasp
❑ Fire Ants

Chronic Diarrhea

3
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(please include all inhalers & sprays, as well as any herbs/supplements/alternative medicines and CPAP)

____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________

____________
____________
____________
____________
____________
____________
____________
____________
____________

_____
_____
_____
_____
_____
_____
_____
_____
_____

times per day
times per day
times per day
times per day
times per day
times per day
times per day
times per day
times per day

_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_________________________________
_________________________________

Please list all medications that you have taken in the last two years.
Asthma medication you have used in the past:___________________________________Antihistamines used in the past:_____________________________

Nasal sprays used in the past:________________________________________________Eyedrops used in the past:__________________________________
______

Other animals

❑ YES ❑ NO
❑
❑
❑
❑
❑
❑
❑
❑

❑ YES ❑ NO
Forced air heat
❑
Rural living area
❑
Swamp cooler
❑
Smoking exposure
❑

Humidity Problems ❑ YES
Moisture water damage
❑
Mold growth
❑

❑ NO

Other Triggers
❑ YES
Time in daycare
❑
Animals in daycare
❑
Latex/rubber exposure
❑

❑ NO

Is there anything in your home or at work that triggers your allergies or asthma?____________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
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Chronic Health Conditions
❑ High blood presure
❑ Heart disease
❑ Thyroid
❑ Diabetes
❑ Other:________________
________________________
________________________

Surgery:
❑
❑
❑
❑
❑
❑
❑
❑

Immunization Adverse Reactions ❑ Yes
Influenza shot this year ❑ Yes
Pneumonia shot

❑ Yes

❑ No

❑ No

Appendectomy
C-Section
Hysterectomy
Ear tubes
Sinus
Tonsils
Adenoids
Gallbladder

_____________________________________________
_____________________________________________
Recent emergency visits last two years:____________
_____________________________________________

❑ No
When:____________

When:____________

Prevnar shot ❑ Yes

❑ No

When:____________

Are immunizations up to date ❑ Yes

❑ No

When:____________

caused
caused

Nasal Allergies

❑ Other:_____________________________________

caused
caused

Food Allergies

Hives

Extended Family

Family history of severe infections, unexplained deaths, cystic fibrosis, lupus, thyroid disease, celiac/gluten
or rheumatoid arthritis?
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____________________
Preschool or Daycare:

Yes ❑

Do you have medical insurance:

No ❑
Yes ❑

No ❑

____________________

______
______
______
Electronic Cigarettes (Vaping)
Marijuana use
General
❑ Fatigue/localized weakness
❑ Fever/chills
❑ Hot flashes
❑ Night sweats
❑ Unexplained weight loss
❑ Weight gain
SKIN
❑ Rash
❑ Wounds or Sores
❑ Swelling of the lips/face
SleepApnea
❑ Loud snoring
❑ Interrupted breathing during sleep
❑ Using CPAP
Cardiac
❑ Chest pain
❑ Palpitations
❑ Leg swelling
❑ Other heart condition:_________
GI
❑
❑
❑
❑
❑
❑

Food getting stuck in throat
Heartburn/reflux
Abdominal pain
Nausea/vomiting
Diarrhea/constipation
Liver disease

week
___ ppd
___ ppd

Hematologic
❑ Swollen lymph nodes
❑ Anemia
Endocrine
❑ Hot intolerance
❑ Cold intolerance
❑ Diabetes/Pre-Diabetes
❑ Thyroid Problems
Neuro
❑ Memory problems
❑ Headache
❑ Numbness
❑ Dizziness/Vertigo
❑ Problems with balance
Musculo/skeletal
❑ Joint pain/muscle pain
❑ Joint swelling
Psychiatric
❑ Depression
❑ Anxiety
❑ Other psychiatric condition

GU
❑ Painful urination
❑ Blood in the urine
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