ROCHESTER |Rochester Regional Heaich

REGIONAL HEALTH

Permission to Communicate

Is there anyone you would allow us to discuss PHL (Protécted Health Information) with?

0 No - Do not discuss PHI with anybody

O Yes - Please add/edit persons by writing their hame, phone number and any commients, and indicate their

relationship-to you, using the appropriate *relation’ check box(es).

Name;

Phone:

Relationship: O Parent / Legal Guardian O3 Spouse: [T Grandparent [ Sibling 1 Other refative [1'Other Caregiver [ Other

Name:

Phone:

Relationship: O Parent / Legal Guardian [ Spouse [ Grandparent O Sibling O Otherrelative L1 Other Carcgiver [ Other

Name:

Phone:

‘Relationship: [ Parent / Legal Guardian [ Spouse [ Grandparent [ Sibling [ Other relative: [1 Other Caregiver LI Other

Name:

Phone

Relationship: [J Parent/ Legal Guardian [ Spouse [ Grandparent [J Sibling O Other relative. 1 Other Caregiver O Other

Comment

This form will cover all RRH locations, with the exception of OB-Gyn, Psychiatry, Pediatrics and Genetics, at-which you

may be asked to fill out an additional form specific to that practice setting,
Permissions: [0 Appointment Information.

0 Billing Inquiries/Statements.

[ Détailed Message.

O Diagnosis and Lab Results.

[ have reviewed the dbove information and agree that it is accurate.

Patient Name Patient Date of Birth
Patient{’s Signature Daic

Personal Representative’s Name (Please Print) and Sign Date

RRH Representative:- Date Time

Downtime version - please follow downtime proceduie.
Required identifiers (Name & DOB) must be on every page {both sides if two-sided form).
Use demographic Ia_l:nals:_or_.Ieglbl\.r hand-write the demographic information,

RN
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ROCHESTER  AtergyimmunologyRheumatology| ™ Patient Demographics -~
REGIONAL HEALTH

NEW PATIENT QUESTIONNAIRE.

Reason you are here today for evaluation:

‘Who referred you'to our practice?

Please list any chronic medical conditions or héalth problems you have had (include acid reflux, high blood pressure, diabetes, cancer; etc.):

Please list.any past sorgerics you tiave had with thé approximate date: {include tonsi]s!a_dcnb_iﬂ removal, sinus surgery, gallbladder removal, etc.):

Pleasc Iist all medications you are taking (include over the cousiter medications, vitamins, birth control pills):
O 'Norie. 8 Complete separate sheet for medications

Have yowever had a:suspected allergic reaction to any MEDICATIONS in the past? - If so, please list belaw:

Have you ever had a suspected allergic-reactionto ariy FOODS in the past? If'so, pleasc list below:

Please miarK.an “X” where appropriate:

Family History | Ervironmental Food allergies - Asthma Eczema/itchy skin | Hivesor swelling-of | OTHER (please listhigh
allergies - skin blood pressure, diabetes, otc:).
Muother :
Father
Brather(s)
Sister(s)
Social Histery:
Do you currently smoke? O Yeés [ Ne Anyindoor pets?. 3 Yes. 3 No
If yes, how many years:. Ifyes, pleass list type of pets and kow many
Are you currently employed/in school? O.Yes [l No Have you seen an allergist before? [ Yes. O No.
Octupation/School: Ifyes, who did you sée and when?
Questions for MD:

“The information tht [ have written/filled in abova is true to my-knowlédge.

Patient Sigriature (or Responsible Party) Date
Déwntime version - please follow downtime procedura. o ’
Required identifiers (Name- & DOB) must be on every page tboth sides if two-sided formj.:

Use demographie labals of legibly hand-write the demographic information.
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ROCHESTER | Auerov. mmunotoey srHEUMATOLOGY | 7 - Patient Demographics ——
REGIONAL HEALTH
SKIN TEST INFORMATION

Date: Time:

SKIN TEST APPOINTMENT Day:

ALLERGY SKIN TESTING
Skin testing is-a method for finding out what may be causing your. allergy symptoms, This is déne by a nurse and will take
approximately 30-60 minutes. This will allow the physician to decide on the best form of treatment for yout condition.
Skin testing consists of two parts:

1. Drops of allergy extracts will be placed on your back using a small testing probe with a lancet type device. This-is

2. Thesecond part consists of injecting sinall amounts of the allergen extract under the skin of the upper arm with 2
fine needle. This causes a quick; pinching feeling. A positive reaction after 15'minutes will resemble a small
‘mosquito bite and may canse some itching. ‘Of note, this type of {esting is sometimes not required, especially in
children.

not painfiil: A positive reaction dfter 15 minutes will tesemble a small mosquito bite and may cause sorme itching.

IMPORTANT SKIN TESTING NOTES
1. Some medications interfere with skin testing. A list of medication to aveid is attached. If you have
questmns about medlcatlons, please call thc ofﬁce and speak'to 4 nurse, Your test will peed to be.

2. The physman wﬂl maLe treatment recommendatmns based on the results of testing,

3. The time set aside for your skin test is éxclusively yours. If for any reason you need to-change your appointment,
please notify us-as soon as possible.

4, Cluldnen under 18 years of age who are bemg tested must be accompamed bya parent or guardian.

AMITRIFTYLINE (Etavil, Endep, IMIPRAMINE (Tofranil,. RISPERDAL (Risperidone)
Etafron, Limbitrol, Triavil). Imavate, SK-Pramine)

DESIPRAMINE (Norpramin, Pertofrane) | NORTRIPT YLINE (Pamelor) SEROQUEL (Quetiapine)
DOXEPIN (¥inequan, Adapin) REMERON (Mirazapiné) TRAZODONE {Desyrel)-
GEODON (Ziprasidone) " Rexulti (Brexpi Prazol) - ZYPREXA (Olanzdping)

THE FOLLOWING MEDICATIONS 4RE SAFE TO BE TAKEN PRIOR TO SKIN TESTING

Cortisone preparations such as Prednisone, Medrol, Albutercl, Montelukast, Accolate and Antibiotics

]
Set REVETst SidE

Downtime version - pleasa follow downtime procedure.
Required identifiers (Name & DOB} must ba 6n every page (both sides if two-sided form),
Use demographit [abels or legibly hand-write the demographic. information, .

AR R RGN
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‘8kin Test Information, continued

URGENT! DRUGS NOT TO BE TAKEN PRIOR TO SKIN TESTING

list. Please call the office before taking ANY other prescnphon or ovel -the-counter
medlcahons, mcludmg those prescnbecl by another doctor. lease . -

ACTIFED TRIPRODLIDINE. COLD/FLU IDAYS
ALAVERT LORATADINE ALLERGY 7 DAYS
ALKASELTZER PLUS. "COLD/FLU 3 DAYS
ALLEGRA/ALLEGRAD FEXOFENADINE ALLERGY' 5 DAYS
ASTELIN/ ASTEPRO AZELASTINE ‘NASAL SPRAY 7DAYS
ATARAX  HYDROXYZINE ALLERGY / ANXIETY 7 DAYS
AXID NIZATIDINE STOMACH 3DAYS
BENADRYL./NYTOL /SOMINEX | DIPHENHYDRAMINE ALLERGY 3 DAYS
CHLORTRIMETON / TRIAMINIC / CHLORPHENIRAMINE ALLERGY 3 DAYS
CLARINEX DESLORATIDINE ALLERGY 7 DAYS
CLARITIN /COUNTER:ACT LORATADINE. ALLERGY" 7DAYS
CONTAC ./ SUDAFED/ SINUTAB PSEUDQPHEDRINE COLD/FLU/ALLERGY | 3DAYS
DIMETAPP BROMPHENIRAMINE COUGH 3DAYS
DRAMAMINE (and all other drugs for DIMENHYDRINATE VERTIGO/MOTION 3IDAYS
dizziness ormetion sickness) SICKNESS

DRIXORAL DEXBROMPHENIRAMINE | ALLERGY 3DAYS
FLEXERIL CYCLOBENZAPRINE. PATN 7DAYS
MIDOL / PAMPRIN / PREMSYN PYRILAMINE MENSTRUAL SYMPTOMS | 3DAYS
NORFLEX ‘ORPHENADRINE MUSCLE RELAXANT 7 DAYS
NYQUIL (and other multi-symptom cold medicines) COLD/FLU 3 DAYS
OPCON-A NAPHAZOLINE ALLERGY EYEDROPS 3DAYS
OPTIVAR AZELASTINE ALLERGY EYE DROPS. 3DAYS
PATADAY /PATANOL OLOPATADINE ALLERGY EYE DROPS 3 DAYS
PATANASE OLOPATADINE NASAL SPRAY 7 DAYS
PEDIACARE /BENYLIN DEXTROMETHORPHAN | COLD/COUGH 3 DAYS
PEPCID § PEPCID AC FAMOTFIDINE STOMACH IDAYS
PERIACTIN / PERITOL :CYPROHEFTADINE: ALLERGY 7DAYS
TAGAMET / TAGAMET HB CIMETIDINE STOMACH 3 DAYS
TAVIST CLEMASTINE ALLERGY 3DAYS
TOPICAL CREAMS. PROMOXINE. ITCHING TDAYS
TYLENOL PM / ADVIL PM (and other DIPHENH YDRAMINE PAIN7ALLERGY 3. DAYS
similar medicines)
VASOCON-A ANTAZOLINE/NAPHAZOL] ALLERGYEYE DROPS 3DAYS

| VISTARIL HYDROXYZINE ALLERGY / ANXIETY 7DAYS
XYZAL LEVOCITERIZINE ALLERGY: TDAYS
ZANTAC RANITIDINE STOMACH. 3DAYS
ZATIDOR KETOTIFEN FUMARATE | ALLERGY EYE DROPS 3DAYS
ZYRTEC CETRIZINE! ' ALLERGY TDAYS
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