HISTORY FORM
Following Questions are to be answered and attach print out of form with blood (Serum) sample:
(without this form sample will not be processed)

Kindly answer in ‘Yes’ or ‘No’:

Do you have any of these?                                                                                                    Yes     No
· Blocked Nose                                                                                                    
· Sneezing

· Running Nose

· Itching in Nose

· Chronic recurrent Cold

· Eye Itching

· Redness of Eye

· Recurrent Watering / Tears in Eye

· Recurrent bouts of Cough 

· Shortness of Breath

· Wheezing sound while you breath or Exercise

· Asthma

· Sinusitis (Sinus)

· Itching in Ears 

· Itching in Thought

· Itching in Body (Purities)

· Hives / Urticaria (Dadode)

· Skin Eruptions

· Eczema

· Skin Disease like Atopic Dermatitis

If Any one or more than one is positive then you are likely to have “ALLERGY”
Kindly let us know :
Do you have symptoms  Throughout the year ?  
Or only at change of Whether

Or In only One season i.e: Winter or Rains or Summer

What precipitate it? 

Temperature change
 Food

 Mental Tension
 House Dust
 Outside of Home

Does your problem is More in NIGHT or DAY
What is your profession?
Are you Non vegetarian?

 if yes what do you eat?
 Egg, Lamb, Beef, Chicken, Pork, Fish, Sea food 
Any Other Food __________________________________________
What you do not like to eat and why?
_______________________________________________________
Do you have ‘Pet-Animals’ in house 
Cat, Dog, Rabbit, Cow, Buffalo etc
Do you live in Air Conditioner most of the time?

Any More details You would like to provide to us:
________________________________________________________

________________________________________________________

Name:

Postal Address:

City:   
Pin Code:
Contact Details:

Email:                                                                                                           
                                                                                                                                 Sign  _______________
                                                                                 Date: 
