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E�t P�d/�Ed /EFKRD�d/KE 
Date  of   Visit: 
�Ăƚe ŽĨ �ŝƌƚŚ͗  

 ReĨeƌƌŝŶŐ �ŽĐƚŽƌ͗ 

PRKs/��R �KDD�Ed^ 
;�Ž ŶŽƚ ǁƌŝƚe ŝŶ ƚŚŝƐ ƐƉĂĐeͿ 

,Žǁ ůŽŶŐ ŚĂve ǇŽƵ ŚĂĚ ƚŚeƐe problems? 
,Žǁ ĨƌeƋƵeŶƚůǇ ĚŽ eǆƉeƌŝeŶĐe ƚŚeƐe ƉƌŽďůeŵƐ͍ 
I. ALLERGY HISTORY

1. I ŚĂve ƚŚe ĨŽůůŽǁŝŶŐ ƐǇŵƉƚŽŵƐ ;ĐŝƌĐůe Ăůů ƚŚĂƚ ĂƉƉůǇ ĂŶĚ ƐƚĂƌ ƚŚe ŵŽƐƚ ƚƌŽƵďůeƐŽŵeͿ͗

/ ǁĂƐ ĂƐŬeĚ ƚŽ Ɛee ƚŚŝƐ Ɖƚ ŝŶ 
ĐŽŶƐƵůƚĂƚŝŽŶ ďǇ 

�ƌ. ĨŽƌ 
 . 

ŶĂƐĂů ĐŽŶŐeƐƚŝŽŶ 
ĨĂƚŝŐƵe/ŝƌƌŝƚĂďŝůŝƚǇ 
ƉŽƐƚ ŶĂƐĂů ĚƌŝƉ 
ƌƵŶŶǇ ŶŽƐe 
ƐŶeeǌŝŶŐ 
ŶĂƐĂů ƉŽůǇƉƐ 

ŶĂƐĂů ŝƚĐŚ/ƌƵb 
ƌeĚ eǇeƐ 
ŝƚĐŚǇ eǇeƐ 
ƐŝŶƵs ŝŶĨeĐƚŝŽŶs 
ĚŝƐĐŽůŽƌeĚ ĚƌĂŝŶĂŐe 
ŚeĂĚĂĐŚeƐ 

ďĂĚ ďƌeĂƚŚ 
ƐŶŽƌŝŶŐ 
ŵŽƵƚŚ ďƌeĂƚŚŝŶŐ 
ŶŽƐeďůeeĚƐ 
ůŽƐƐ ŽĨ ƚĂƐƚe/Ɛŵeůů 

Ϯ. �ŝƌĐůe Ăůů ƐǇŵƉƚŽŵ ƚƌŝŐŐeƌƐ ;ĐŝƌĐůe Ăůů ƚŚĂƚ ĂƉƉůǇ ĂŶĚ ƐƚĂƌ ƚŚe ŵŽƐƚ ƚƌŽƵďůeƐŽŵeͿ͗

ĚƵƐƚ 
ĨĂůů ƉŽůůeŶ 
ƐƉƌŝŶŐƚŝŵe ƉŽůůeŶ 
ĐƵƚ ŐƌĂƐƐ/ƌĂŬe ůeĂveƐ 
ĚŽŐ 
ĐĂƚ 
ŽƚŚeƌ ĂŶŝŵĂůƐ  
ĨeĂƚŚeƌƐ 

ŵŽůĚ/ŵŝůĚeǁ/ 
ŵƵƐƚŝŶeƐƐ/ĚĂŵƉŶeƐƐ 
ŝŶĚŽŽƌƐ 
ŽƵƚĚŽŽƌƐ 
ǁeĂƚŚeƌ ĐŚĂŶŐeƐ 
ƐŵŽŬe 
ƐƚƌŽŶŐ ŽĚŽƌƐ 
ƚeŵƉeƌĂƚƵƌe ĐŚĂŶŐeƐ 

ƚŝŵe ŽĨ ĚĂǇ - Ăŵ/Ɖŵ 
ŚŽŵe 
ǁŽƌŬƉůĂĐe 
ĨŽŽĚ 
ƌĂŝŶ 

�Ž ǇŽƵƌ ƐǇŵƉƚŽŵƐ ŽĐĐƵƌ ǇeĂƌ-ƌŽƵŶĚ Žƌ Ăƌe ƚŚeǇ ƐeĂƐŽŶĂů͍ �ŝƌĐůe ŽŶe or ďŽƚŚ. /Ĩ seasonal, 
ůŝƐƚ months symptoms ŽĐĐƵƌ͗

EŽ ϯ. ,Ăve ǇŽƵ ŚĂĚ ƐŝŶƵƐ ǆ-ƌĂǇƐ Žƌ �d ^ĐĂŶ͍ zeƐ

II. RESPIRATORY HISTORY
1. �ŝƌĐůe ĂŶǇ ĂƉƉůŝĐĂďůe ƐǇŵƉƚŽŵƐ.

ĐŽƵŐŚ 
ƚŝŐŚƚŶeƐƐ 

ĐŽƵŐŚ ĨƌŽŵ ƉŽƐƚ ŶĂƐĂů Ěƌŝp 
ƐǇŵƉƚŽŵƐ ǁŝƚŚ eǆeƌĐŝƐe 

ǁŚeeǌe 
ƐŚŽƌƚŶess ŽĨ ďƌeĂƚŚ 

/Ĩ ǇŽƵ ĐŝƌĐůeĚ ĂŶǇ ŽĨ ƚŚe ĂďŽve ƐǇŵƉƚŽŵƐ͕ ĐŽŵƉůeƚe ƋƵeƐƚŝŽŶƐ   Ϯ-ϳ 

Ϯ. �Ž ǇŽƵ ǁĂŬe ƵƉ Ăƚ ŶŝŐŚƚ ďeĐĂƵƐe ŽĨ ĐŚeƐƚ ƐǇŵƉƚŽŵƐ͍
ƚŝŵeƐ Ɖeƌ ǁeeŬ/ŵŽŶƚŚ

ϯ. Did you have problems with your breathing at ďŝƌƚŚ͍
 /Ĩ ǇeƐ͕ eǆƉůĂŝŶ͗

ϰ. �ƌeĂƚŚŝŶŐ ƉƌŽďůeŵ ŝƐ ƚƌŝŐŐeƌeĚ ďǇ͗
ƉŽůůeŶ 
ŵŽůĚ 
ĨŽŽĚƐ 

eǆeƌĐŝƐe 
ŚeĂƌƚďƵƌŶ 
ǁeĂƚŚeƌ ĐŚĂŶŐe/ƌĂŝŶ 

ĐŽůĚƐ 
ƉeƚƐ 
ŽƚŚeƌ 

ƐŝŶƵs ŝŶĨeĐƚŝŽŶƐ 
ĐŽůĚ ǁeĂƚŚeƌ 

ϱ. �ŝƌĐůe ĂŶǇ eveŶƚƐ ĂƚƚƌŝďƵƚĂďůe ƚŽ ǇŽƵƌ ĂƐƚŚŵĂ͗
�R vŝƐŝƚƐ ,ŽƐƉŝƚĂůŝǌĂƚŝŽŶ /ŶƚƵďĂƚŝŽŶ /�h ĂĚŵŝƐƐŝŽŶ PŶeƵŵŽŶŝĂ 

No zeƐ
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6. ,Ăve ǇŽƵ ďeeŶ ŽŶ ƐƚeƌŽŝĚƐ Žƌ ƌeĐeŝveĚ Ă ƐƚeƌŽŝĚ ƐŚŽƚ ĨŽƌ ǇŽƵƌ ĂƐƚŚŵĂ͍
/Ĩ ǇeƐ͕ ŚŽǁ ŵĂŶǇ ƚŝŵeƐ ŝŶ ƚŚe ƉĂƐƚ 1Ϯ ŵŽŶƚŚƐ͍

ϳ. Have you had a chest ǆ-ƌĂǇ͍    zeƐ       EŽ  >ĂƐƚ ǆ-ray: 

EĂŵe:    
PŚŽŶe͗ ,Žŵe ( ) 
PƌŝŵĂƌǇ �Ăƌe Doctor: 
PŚĂƌŵĂĐǇ͗ ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ PŚŽŶe η͗ 
�ƌŝeĨůǇ ĚeƐĐƌŝďe ǇŽƵƌ ŵĂŝŶ ƌeĂƐŽŶ ĨŽƌ ƚŽĚĂǇ͛Ɛ vŝƐŝƚ: 

�Őe͗
PŚŽŶe͗ tŽƌŬ ;              Ϳ

Nasal  Symptoms/Causes

zeƐ          EŽ 

zeƐ          EŽ 



III. MEDICATIONS
I take the following medications�	includF inhalers and nasal sprays
:
Name Dose Frequency used

1. Do you use a spacer with your inhaler?
If yes, which type?

2. Do you own a home nebulizer?
3. Do you own a peak flow monitor?

If so, please list your best peak flow rate

PROVIDER COMMENTS
(Do not write in this space)

daily/often/rarely
daily/often/rarely
daily/often/rarely

Other medications:
times a day/week/month
times a day/week/month
times a day/week/month
times a day/week/month

Did they help?

*7�� PREVIOUS ALLERGY EVALUATION
Have you ever had allergy skin testing?
If yes, when
Were you on BMMFSHFO�JNNVOPUIFSBQZ�	BMMFSHZ�TIPUT�ESPQT
 
If yes, when
7� ENVIRONMENTAL SURVEY - HOME
General (Circle�BOTXFST)
1. Where do you live?            House          Apartment        Trailer          Condo          Other
2. How long have you lived there? "HF�PG�%XFMMJOH�
3. Pets  (If yes, please specify):

Cat indoor        outdoor        both
Dog indoor        outdoor        both
Other indoor        outdoor        both

4. Smokers/Vapers in the house?
5. Is your home air conditioned?        Yes        No        If yes, central or window?
6. Do you keep your windows closed?
7. Do you have a humidifier?     Yes         No       if yes, central or room?
8. Do you have an electrostatic air filter?
9. Do you have moisture problems in your home?
10. Do you have a basement?     Yes  No        Is it damp?
Bedroom
1. Type of bed? Regular        Waterbed/waveless       Waterbed/wave

Yes No On pillow?�� Plastic encasement of mattress?
�� Stuffed animalT in bedroom? Yes No How many?
4. Type of pillow: Feather        Synthetic        Cotton
5. Do you have: Carpet          Wood               Vinyl flooring
VI. WORK/SCHOOL
1. What is your occupation?
2. A student?        Yes        No        What grade are you in?
3. What are your hobbies?
4. Are your symptoms worse at work?
5. Do you get better on vacation?
6. How many days did you miss school or work in the past year?
7. If child, is he/she in daycare?
8. How many children in room?
How long have you lived in Georgia? years
Where else have you lived?
VII. FAMILY HISTORY
Does any member of your family have a history of:

Who: (father, mother, grandmother, etc.)
Asthma
Hay fever
Eczema
Migraines
Recurrent infections�
Cystic Fibrosis�
Insect Sting Reactions�
Other

1'����3FW��������
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MEDICAL PROBLEMS
Review of Systems - Please circle any BQQMJDBCMF problems

Date Reason

PROVIDER COMMENTS
(Do not write in this space)

Constitutional:        fever        weight loss        weight gain        fatigue        irritability
Eyes:      swelling around eye        discharge        contact lens       glaucoma        cataracts
HENT:        hearing loss        recurrent ear infections          hayfever          runny/itchy nose
Cardiac:        palpitations        chest pain        high blood pressure       heart disease

      heart burn       stomach pain       diarrhea       liver disease      ulcerGI:       nausea       vomiting�
(6:        pain of urination        difficulty urinating       frequent urination        blood
              urinary infections        prostate problems
Musculoskeletal:       joint swelling       bone pain        frequent broken bones       osteoporosis

     Is child growing well? Yes No
Skin:        eczema        hives        itching        sores in mouth         thrush
Neurologic:        headaches        numbness        seizures        weakness        migraines
Psychiatric:        Allergies affecting the quality of life? Yes No
Hematologic:        anemia        swollen glands         bleeding        HIV positive
Other Problems (circle all that apply)

Diabetes  Thyroid disease
Tuberculosis Bowel disease
Allergies  Hayfever

    Arthritis 
    Cancer  
    Asthma 
SURGERY/OPERATIONS��
$JSDMF�TVSHFSJFT�BOE�HJWF�ZFBS
        Ear tubes        Nasal/Sinus surgery        Tonsillectomy/Adenoidectomy
Other

Have you had chicken pox?  Yes        No         Vaccine
SMOKING HISTORY        Yes        No        How much �@@@@@@@@@@@@@@�How often?
For how many years? @@@@@@@@@@@@@@�When did you stop?@@@@@@@@@@@@@@�
VAPING HISTORY    ���    Yes        No ��������)PX�NVDI �@@@@@@@@@@@@@@�)PX�PGUFO 
For how many years? @@@@@@@@@@@@@@�When did you stop?@@@@@@@@@@@@@@�
Have you had all your childhood immunizations? 
Do you get a flu shot every year? 
Have you had the Pneumovax vaccine? 
IX. MEDICATION ALLERGY
Medication         Reaction Date

VIII. GENERAL MEDICAL HISTORY
HOSPITAL STAYS?

X. OTHER ALLERGIES
Do you have eczema or hives? (circle)
Have you ever had an allergic reaction to an insect sting?
If yes, what happened?
Are you allergic to any foods?
Food            Reaction Date

Have you ever had itching, sneezing or swelling after dental exam or GYN exam?   Yes      No
Have you ever had a reaction after using any of the following? (circle)

PF-ϱϰ Rev. 10/19 
WaŐe ϯ

������CBMMPPOT������SVCCFS�QSPEVDUT������FMBTUJD�CBOEBHFT������DPOEPN
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Urticaria/Angioedema Section 
(&ill out oŶly if you are being seen for Hives or Swelling) 
1. ,Žǁ ůŽŶŐ ŚĂve ǇŽƵ ŚĂĚ ŚŝveƐ/ƐǁeůůŝŶŐ͍
Ϯ. �ƌŝeĨůǇ ĚeƐĐƌŝďe ƚŚe ĐŝƌĐƵŵƐƚĂŶĐeƐ ƐƵƌƌŽƵŶĚŝŶŐ ƚŚeŝƌ ŽŶƐeƚ͗

ϮĂ. How often ĚŽ ǇŽƵ eǆƉeƌŝeŶĐe hives? 
ϯ. tŚĂƚ ŵeĚŝĐĂƚŝŽŶƐ Ăƌe ǇŽƵ ƚĂŬŝŶŐ ĨŽƌ ƚŚe ŚŝveƐ/ƐǁeůůŝŶŐ͍

ϰ. ,Žǁ ůŽŶŐ ĚŽeƐ eĂĐŚ ŝŶĚŝvŝĚƵĂů Śŝve ůĂƐƚ͍ фϮϰ ŚŽƵƌƐ хϮϰ ŚŽƵƌƐ
ϱ. �Ž ƚŚeǇ ŝƚĐŚ͍ zeƐ EŽ
6. �ƌe ƚŚeǇ ƉĂŝŶĨƵů͍ zeƐ EŽ
ϳ. �Ž ǇŽƵ eǆƉeƌŝeŶĐe ƐŚŽƌƚŶeƐƐ ŽĨ ďƌeĂƚŚ͕ ǁŚeeǌe͕ ĐŚeƐƚ ƚŝŐŚƚŶeƐƐ͕ ĂďĚŽŵŝŶĂů ƉĂŝŶ͕

ƚŚƌŽĂt ĨƵůůŶeƐƐ͕ ĚŝǌǌŝŶeƐƐ Žƌ ĚŝĂƌƌŚeĂ͍ ;ĐŝƌĐůe ĂƉƉůŝĐĂďůe ƐǇŵƉƚŽŵƐͿ

ϴ. ,Ăve ǇŽƵ ƌeĐeŶƚůǇ eǆƉeƌŝeŶĐeĚ ĨeveƌƐ͕ ĐŚŝůůƐ͕ ŶŝŐŚƚ ƐǁeĂƚƐ͕ ƐǁŽůůeŶ ŐůĂŶĚƐ͕
ƐǁŽůůeŶ ũŽŝŶƚƐ͕ ǁeŝŐŚƚ ŐĂŝŶ Žƌ ůŽƐƐ͍ ;ĐŝƌĐůe ĂƉƉůŝĐĂďůe ƐǇŵƉƚŽŵƐͿ

PRKs/��R �KDD�Ed^ 
;�Ž ŶŽƚ ǁƌŝƚe ŝŶ ƚŚŝƐ ƐƉĂĐeͿ 

9. tŚĂƚ ͞ƚƌŝŐŐeƌƐ͟ ƚŚe ŚŝveƐ/ƐǁeůůŝŶŐ ;ĐŝƌĐůeͿ

ƐƚƌeƐƐ vŝďƌĂƚŝŽŶ eǆeƌĐŝƐe ŵeĚŝĐĂƚŝŽŶƐ 
ĨƌŝĐƚŝŽŶ ŚŽŵe ĨŽŽĚ ƉƌeƐƐƵƌe 
ǁŽƌŬ ŚeĂƚ ƐƵŶůŝŐŚƚ ĐŽůĚ 
ǁĂƚeƌ ŽƚŚeƌ ĚŽ ŶŽƚ ŬŶŽǁ 

11.

1Ϯ.

�Ž ǇŽƵ ŚĂve a ĨĂŵŝůǇ ŚŝƐƚŽƌǇ ŽĨ ŚŝveƐ/Ăngioedema? 
tŚŽ͍
,Ăve ǇŽƵ eveƌ ŚĂĚ ŚŝveƐ / ĂŶŐŝŽeĚeŵĂ ŝŶ ƚŚe ƉĂƐƚ͍ 
/Ĩ ǇeƐ͕ ǁŚeŶ & ŚŽǁ ůŽŶŐ ĚŝĚ ƚŚeǇ ůĂƐƚ͍

Insect Section 
(&ill out oŶly if you are being seen for Insect Allergy) 
1. DǇ ƌeĂĐƚŝŽŶ ƚŽ ĂŶ ŝŶƐeĐƚ ƐƚŝŶŐ ŽĐĐƵƌƌeĚ ŽŶ͗ DŽŶƚŚ zeĂƌ 
Ϯ. PůeĂƐe ĚeƐĐƌŝďe ƚŚe ůŽĐĂƚŝŽŶ ŽĨ ƐƚŝŶŐ ĂŶĚ ǁŚĂƚ ŚĂƉƉeŶeĚ Ăƚ ƚŚe ƚŝŵe ŽĨ ƚŚe ƐƚŝŶŐ.

ϯ. tŚĂƚ ĐĂƵƐeĚ ƚŚe ƐƚŝŶŐ͍ �ee tĂƐƉ zeůůŽǁ :ĂĐŬeƚ ,ŽƌŶeƚ �Ŷƚ hŶŬŶŽǁŶ
ϰ. dŚe ƐǇŵƉƚŽŵƐ ƚŚĂƚ ŽĐĐƵƌƌeĚ ĂĨƚeƌ ƚŚe ƐƚŝŶŐ ŝŶĐůƵĚeĚ ;ƉůeĂƐe ĐŝƌĐůeͿ

ƐǁeůůŝŶŐ Ăƚ ƚŚe Ɛŝƚe ƚƌŽƵďůe ďƌeĂƚŚŝŶŐ 
ĚŝƐƚĂŶƚ ƐǁeůůŝŶŐ ;ŝ.e. ůŝƉƐ͕ ƚŽŶŐƵeͿ ƚƌŽƵďůe ƐǁĂůůŽǁŝŶŐ 
ŚŝveƐ vŽŵŝƚŝŶŐ 
ůŽƐƐ ŽĨ ĐŽŶƐĐŝŽƵƐŶeƐƐ ĚŝǌǌŝŶeƐƐ 

ϱ.  I ƌeĐeŝveĚ ƚƌeĂƚŵeŶƚ Ăƚ ĂŶ eŵeƌŐeŶĐǇ ƌŽŽŵ
/Ĩ ǇeƐ͕ ǁŚŝĐŚ ŽŶe͍ 

zeƐ EŽ 

dŚeǇ ŐĂve ŵe �eŶĂĚƌǇů �ƉŝŶeƉŚƌŝŶe ^ƚeƌŽŝĚƐ 
/s ĨůƵŝĚƐ I ĚŽŶ͛ƚ ŬŶŽǁ 

6. / ŚĂve ĂŶ �ƉŝPeŶ͕ �Ƶvŝ-Y͕ Žƌ ŽƚŚeƌ eƉŝŶeƉŚƌŝŶe ĂƵƚŽ-ŝŶũeĐƚŽƌ.
ϳ. ,Ăve ǇŽƵ eveƌ ďeeŶ ƐƚƵŶŐ ďeĨŽƌe͍
ϴ. /Ĩ ǇeƐ͕ ǁŚeŶ ĂŶĚ ĚeƐĐƌŝďe ƚŚe ƌeĂĐƚŝŽŶ

zeƐ EŽ 
zeƐ EŽ 

zeƐ EŽ 

zeƐ EŽ 

zeƐ EŽ 



                                  Electronic Communication Agreement 
 
 
Patient Name: __________________________________________________   DOB: _________________    
 
By signing below, I agree that Atlanta Allergy & Asthma (AA&A) may send the following types of emails and 
text messages (including automated messages) to the mobile telephone number and/or email address, as 
applicable, that I have provided to AA&A:  

• appointment confirmations and reminders; 
• other practice communications such as clinical care reminders and information, pre- or post-visit 

instructions, messages regarding my health and health plan and/or diagnoses or treatment, billing-
related messages, eligibility information or questions, and occasional practice updates such as office 
moves or weather closings; 

• updates on available treatment offerings and services, promotions, and services and programs that 
may be of interest to me, refill reminders.  

 
Electronic communication authorization options. Initial below to indicate consent: 
 

______ Email  
  

______ Text Messaging 
 
I understand that I have the right to opt-out of receiving certain such communications by following the 
instructions provided in an applicable message.  However, I understand that if I choose to opt out, I may 
experience an impact in my experience with the service(s) that rely on communications via text messaging 
and/or email communications. I also understand that I may continue to receive certain time-sensitive messages 
that do not require consent (such as emergency notifications) even after opting out or unsubscribing.  
 

I agree that AA&A may send me messages by text or email (as selected above) that are unsecure. Text messages 
and email communications have inherent privacy risks, including that unencrypted text messages and email 
communications are not secure and could be accessed by an unauthorized party, intercepted, or altered without 
my knowledge or authorization. 
 
 
_______________________________________     ___________________________________      __________ 
(Signature of patient/authorized representative)           (Print name if other than patient)                       (Date) 
 
By opting-in to email communication from AA&A, you agree to receive the types of emails described above. You can revoke your consent to receive 
emails at any time by using the unsubscribe link found at the bottom of every email.  
 
By opting-in to SMS messages from AA&A, you agree to receive automated promotional messages. This agreement is not a condition of any 
purchase.  Msg & Data rates may apply. Reply STOP to end any time after receiving your initial confirmation message.  
 
Terms of Service and Privacy Policy can be found on our website.  
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                      AA&A Financial Policy/Appt. Cancellation Policy 

To accommodate the needs and requests of as many patients as possible, AA&A is contracted with numerous 
insurance companies. While we are pleased to be able to provide this service to you, it is not possible for our 
staff to keep track of all the individual requirements of each plan. Every plan has different stipulations 
regarding access to care and payment for services received. Within the same insurance company, benefits 
may differ depending upon what type of contract your employer negotiated with that carrier on your behalf. 

 

Providing quality medical care for our patients is our primary concern. 

We are happy to provide care for our patients within their insurance contract guidelines, but we ask that 
our patients come prepared at the time of service to let us know what those guidelines are. With most of 
our contracts, Atlanta Allergy personnel are not permitted to interpret insurance benefits for the patient. 
We are expected and obligated to provide quality care to each insured person, but it is the insured 
person's responsibility to understand their benefits. 

 

Should your insurance company require a specialist referral from your primary care physician before you 
can be seen, it is your responsibility to obtain that referral prior to your appointment. You should bring 
the referral with you to your appointment. Our contracts with those insurance companies prohibit us from 
seeing you without a referral and subsequently billing them for the services. If you are seen without a 
referral, you must be prepared to pay for all services in full at the time they are rendered. If a referral is 
required and you are unsure as to how to obtain one, please let the staff know and we will be happy to 
provide assistance. 

 

If you do not inform us of any special requirements in your insurance contract, such as referrals or pre-
authorization for treatment, and we subsequently order services that are not covered, we will have no 
choice but to bill you directly for those charges. In the event that services are provided and your insurance 
coverage is not in effect on that day, or if your contract contains a pre-existing clause, your insurance carrier 
will likely deny payment for services received. Please remember that you, the patient, are ultimately 
responsible for payment on your account. 

 

With your cooperation and help, you should be able to receive all of the insurance benefits offered to you, 
and we will be able to concentrate on caring for your medical needs. 
 

Appointment Cancellation Policy 
 

Your appointment is important to both you and your AA&A provider. If you cannot keep your appointment, 
please contact us at least 24 hours prior to your scheduled appointment time. If you do not provide notice 
24 hours in advance, you may be charged a $25 no-show fee.  
 
I HAVE READ AND UNDERSTAND THE OFFICE POLICY STATED ABOVE AND AGREE TO ACCEPT 
FINANCIAL RESPONSIBILITY AS DESCRIBED. 
 
___________________________________________________________           ______________________ 

                                        (Patient and/or Insured)          (Date) 
 
  ___________________________________________________________ 
                                 (Print Name)  
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Acknowledgement of Receipt of Notice of Privacy Practices

Part 1: 

Patient Name:  _____________________________________________________________________________________ 

Address: __________________________________________City, State, Zip:         

I have been given a copy of Atlanta Allergy & Asthma Notice of Privacy Practices (“Notice”), which describes how my 
health information is used and shared.  I understand that Atlanta Allergy & Asthma (“the Practice”) has the right to 
change this Notice at any time.  I may obtain a current copy by contacting the Practice Privacy Official, or by visiting the 
Practice website at www.atlantaallergy.com. 

My signature below acknowledges that I have been provided with a copy of the Notice of Privacy Practices: 

_____________________________________________________________  

 (Signature of Patient or Personal Representative)  (Date) 

Print Name & Title (e.g., Guardian, Health Care Power of Attorney):  

Part 2: 

Atlanta Allergy & Asthma clinical staff may need to communicate Protected Health Information (PHI), such as test or lab 
results, via phone. Please let us know what phone number you would like us to call and if we may leave a message: 

Phone Number: ___________________________________________________ 

___ Yes, you may leave a message 
___ No, please do not leave a message 

I authorize the Practice to include the following person(s) in any communication regarding my PHI. This is a valid 
authorization until I revoke this in writing: 

Name: __________________________________________________ Relationship: _______________________ͺͺͺͺͺͺ_____ 

 ______________________________________________________ 
 (Signature of Patient or Patient Representative) 

-------------------------------------------------------------------------------------------------------------------------------------------------------------
For Practice Use Only: Complete this section if you are unable to obtain signature. If the Patient or personal rep is 
unable or unwilling to sign the Privacy Acknowledgement, or it is not signed for any other reason, state the reason: 

__________________________________________________________________________________________________ 
Describe the steps taken to obtain the Patient’s (or personal reps) signature on the Acknowledgement: 

_________________________________________________________________________________________________________________________________ 

Signature of Practice Representative: ___________________________________________________ Date: ___________ 

Patient Account #:______________________________________ 
PF-1ϳ Rev. 10/19

 ______________________________ 
;�ŽŶƚĂĐƚ EƵŵďeƌͿ

_______________ 
;�ĂƚeͿ
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 Marketing and Referral Questionnaire 

Thank you for choosing Atlanta Allergy & Asthma. Please take a moment and let us know 
how you heard about our practice. 

PATIENT NAME͗   APPT DATE͗ 

How did you hear about our practice? (Please indicate ALL that apply) 

zŽƵƌ PŚǇƐŝĐŝĂŶ͗ 
       ;E�D�Ϳ 

/ŶƐƵƌĂŶĐe �Ž. �ŽŽŬůeƚ/teďƐŝƚe:    
    ;P>�EͿ 

�ƚůĂŶƚĂ �ůůeƌŐǇ Θ �ƐƚŚŵĂ �ŵƉůŽǇee͗ 
;E�D�Ϳ 

FƌŝeŶĚ/FĂŵŝůǇ Deŵďeƌ͗   
 ;E�D�Ϳ 

Check ALL that apply: 

  ��� teďƐŝƚe   KƵƚĚŽŽƌ �ŝůůďŽĂƌĚƐ 

  'ŽŽŐůe   t^� �D RĂĚŝŽ/^ĐŽƚƚ ^ůĂĚe 

  KƚŚeƌ ^eĂƌĐŚ �ŶŐŝŶe ;zĂŚŽŽ/�ŝŶŐͿ   >ŽĐĂů EeǁƐ ;RĂĚŝŽ/ds/PƌŝŶƚͿ 

  zeůƉ   ^ŽĐŝĂů DeĚŝĂ ;FĂĐeďŽŽŬ/dǁŝƚƚeƌͿ 

  ,eĂůƚŚ'ƌĂĚeƐ.ĐŽŵ   ,eĂůƚŚ FĂŝƌ/�ŽŵŵƵŶŝƚǇ �veŶƚ 

  sŝƚĂůƐ.ĐŽŵ   hƌŐeŶƚ �Ăƌe/PŚĂƌŵĂĐǇ-ďĂƐeĚ �ůŝŶŝĐƐ 

zeůůŽǁ PĂŐeƐ   KƚŚeƌ͗ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Staff: 

ACCOUNT NUMBER:     OFFICE LOCATION: 
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                                 ALLERGY SKIN TEST INFORMATION 

 

o It is important to be on time for your skin test appointment. If you arrive late, we may be unable 
to test you due to time constraints. Please arrive 15 minutes early to complete the registration 
process.  

o If your insurance requires a referral, please make sure we have it in advance of the appointment. 
On the day of the appointment, please bring insurance card, photo ID, and form of payment.  

o Allow 2-3 hours for skin testing. You will discuss the results after testing is complete. When children 
are being tested, it’s a good idea to brings items to entertain them throughout the process. 

o DISCONTINUE ALL ANTIHISTAMINES FOR SEVEN (7) DAYS PRIOR TO TESTING. Antihistamines will 
block the skin test reaction and may prevent accurate test results.  This includes any allergy, 
cough, cold, ‘night-time’ or sleep-aid medications (details on ‘Medication List’ form). Bring a list of 
any OTC or prescription medications you are currently taking. 

o Wear comfortable clothing. Staff will need access to your back and arms, so do not wear a one-
piece outfit.  

o It is recommended you eat prior to your skin test appointment. Because we treat patients with 
severe food allergies, we do not allow food in the clinics.  

o Please avoid wearing scented sprays, lotions, and perfumes as they may cause reactions in sensitive 
patients. 

o Skin testing is a simple series of tiny scratches made on your back with a plastic instrument that 
has small toothpick-like prongs each containing trace amounts of a single allergen. Your doctor 
determines the number of tests done according to your medical history and symptoms. Skin testing 
is not painful but can be somewhat uncomfortable.  

o After skin prick testing some patients may also receive intradermal testing.  With intradermal tests, 
a small amount of the allergen is injected under the skin of the arm to see if it causes a reaction.  

o Swelling or redness at the skin test sites may appear several hours after testing. These "delayed 
reactions" do not have any significance. Any itching associated with these reactions can be 
managed with steroid creams and antihistamines. These symptoms may persist for several days. 

Special COVID Protocols:  

 -Per CDC guidance for medical facilities, please continue to wear face coverings while in our offices 
 -Limit the number of guests that accompany the patient to the office 

-If you are experiencing any flu-like symptoms, please call to reschedule your appointment 
 

__________________________________________________________________________________________ 



Allergy Skin Testing – Medication List 
 

Important Information about Allergy Skin Testing: 

Patients scheduled for allergy skin testing must stop taking any medications that contain 
antihistamines as they will affect the results of your test. This includes both over-the-counter as well as 
prescription medications. Do not discontinue antidepressants/psychotropic medications or any other 
medications without consulting with your prescribing physician. Call your pharmacy or prescribing 
physician if you are unsure about the names of your medications. Asthma medications do not affect skin 
testing. Do not stop your asthma medications. 

The following is a list of medications that must be STOPPED SEVEN (7) DAYS before skin testing:
Actifed 
Adapin 
Advil Allergy 
Advil PM 
Alavert 
Allegra 
Allerhist 
Allertan 
Amitriptyline 
Anafranil 
Antivert 
Asendin 
Ataraz 
Atrohist 
Aventyl 
BC Cold 
Benadryl 
Bentyl 
Benztropin 
Biohist 
Bonine 
Brompheniramine 
Carbinoxamine 
Cetirizine 
Chlortrimeton 

Clarinex 
Claritin 
Clemastine 
Clomipramine 
Cogentin 
Comtrex 
Contac 
Coricidin 
Cyproheptadine 
Desipramine 
Dimetapp 
Diphenhydramine 
Doxepin 
Dramamine 
Drixoral 
Durahist 
Duratan 
Dytan 
Elavil 
Etrafon 
Excedrin PM 
Fexofenadine 
Hydroxyzine 
Imipramine 
Limbitrolr 

Loratadine 
Ludiomil 
Levocetirizine 
Marezine 
Meclizine 
Norpramin 
Nortriptyline 
Nyquil 
Pamelor 
Pediacare 
Pediatan 
Periactin 
Phenergan 
Polyhistine 
Promethazine 
Protriptyline 
Pyribenzamine 
Remeron 
Resperidone 
Risperdal 
Robitussin Cough, Cold & 
Allergy 
Rynatan 
Ryneze 
Semprex 

Seroquel 
Sinequan 
Singlet 
Sominex 
Sudafed Cold & Allergy 
Surmontil 
Tacaryl 
Tandur 
Tavist 
Temaril 
Theraflu 
Tofranil 
Triaminic 
Triavil 
Trimipramine 
Trinalin 
Tylenol Allergy 
Tylenol Cold 
Tylenol PM 
Unisom 
Vicks 
Vivactil 
Xyzal 
Zonolon 
Zyrtec 

Note: This list includes the most common antihistamines; however there may be some not listed here. Any over- 
the-counter medications with the word “Allergy”, most over-the-counter cough and cold medications, and over- 
the-counter sleep medications may affect testing and should be stopped prior to your appointment. If you have any 
questions, please call us at 770.953.3331. 

The following medications must be STOPPED TWO (2) DAYS before skin testing: 
GI MEDICATIONS (for reflux and indigestion) 
Axid 
Cimetidine 

Famotidine 
Nizatidine 

Pepcid 
Ranitidine 

Tagamet 
Zantac 

ANTIHISTAMINE NASAL SPRAYS/EYE DROPS 
Azelastine 
Astelin 

Astepro 
Patanase 

Dymista 
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