Wellness Update

Patient Date of Birth

Today’s Date |

How often do you exp

Do you experience any of these symptoms?

these symptoms]

prience

Yes No N
Runny Nose
Itchy Nose [l Occasionally (2-3 times |
Stuffy Nose
Itchy Eyes L1 Over 3 times a year
Watery Eyes

[l A few leng periods of tin

Frequent Sneezing (Spring, Summer, Fall, "
Itchy Mouth/Lips/Throat

Post Nasal Drip (drainage down the back
of the throat, clearing throat)

L] Most of the year

er vear)

© per vear
inter)

Do you take prescription or over-the-counter (OTC) medications for the
management of your allergy symptoms? [] Yes I-]1 No

If yes, name of medication and last date taken:

- & years

[0 Sinus related issues (sinus pressure/pain, headaches, [0 Restless sleep, challerges sleeping thre
sinusitis) night, snoring
[J Re-occurring Seasonal Colds O Consistent or Re-occurring cou;zhing
O Feeling of fatigue, irritability, & restle:
[J Chronic colds (lasting longer than 2 months)
O Asthma

[J Migraine Headaches

O Skin conditions (drv and/or itchy skar, ete. ..

ugh the

SIESS

Patient/Guardian Signature:
Date:

Patient Phone:
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