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ALLERGIC RHINITIS WORKSHEET

PRIVACY ACT STATEMENT: This document contains information covered under the Privacy Act of 1974, 5 USC 552(a), and/or the Health Insurance Portability
and Accountability Act (HIPAA) (PL 104-191) and its various implementing regulations and must be protected in accordance with those provisions. Healthcare
information is personal and sensitive and must be treated accordingly. If this correspondence contains healthcare information, it is being provided to you after
appropriate authorization from the patient or under circumstances that do not require patient authorization. You, the recipient are obligated to maintain it in a
safe, secure and confidential manner. Redisclosure without additional patient consent or as permitted by law is prohibited. Unauthorized disclosure of this
information may result in civil and criminal penalties. If you are not the intended recipient or believe that you have received this document in error, do not copy,

disseminate or otherwise use the information, and contact the owner/creator or your Privacy Act/ HIPAA Privacy Officer.

SECTION I. PATIENT ADMIN DATA

1. EXAMINING FACILITY:

2. FACILITY UIC:

3. TODAY’S DATE:

4. EXAMINER’S PHONE NUMBER:

5. REQUESTING WAIVER?

[ ]ves

[ ]no

6. REQUESTING TO ELIMINATE WAIVER?

[ ]ves

[ ]no

SECTION II. HISTORY

1. SYMPTOMS 2. FREQUENCY 3. TREATMENT 4. PRIOR PROBLEMS
RHINORRHEA SPRING NONE EAR BAROTRAUMA

[ 1| cLEAR SUMMER [ ]| otc MeED SINUS BAROTRAUMA

]| cLoupy [ ] | FALL [ ] | sTEROID SPRAY [ ] | sINusITIS

[ ] | LACRIMATION [ ] | winTER PRESCRIPTION MEDICATION* « CHRONIC
SNEEZING PERENNIAL ALLERGEN IMMUNOTHERAPY (AIT)** e RECURRENT
CONGESTION « ACUTE
ITCHING

OTHER:

5. HOW MANY YEARS OF SYMPTOMS?

6. TYPICAL DURATION OF SYMPTOMS:

7. CURRENT SYMPTOMS (if no symptoms at present, when was patient last symptomatic?):

8. CURRENT THERAPY, IF ANY: * (list medications)

9. PAST EFFECTIVE THERAPY:

**10. IF HISTORY OF ALLERGY IMMUNOTHERAPY, DATE BEGUN:

**11. DATE COMPLETED:

SECTION lil. PHYSICAL EXAMINATION

1a. RIGHT EAR: 1b. VALSALVA?
2a. LEFT EAR: 2b. VALSALVA?
3. NOSE:

4. MOUTH:

5. OROPHARYNX:
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6. ENT EVALUATION (only if required per ARWG):

7. ALLERGY EVALUATION (only if required per ARWG):”

8. IMPRESSION:

SECTION IV. FLIGHT SURGEON’S RECOMMENDED DISPOSITION

NPQ, WAIVER RECOMMENDED I:‘ PQ, DISCONTINUE WAIVER

NPQ, WAIVER NOT RECOMMENDED

1. FLIGHT SURGEON SIGNATURE/ STAMP:

2. PATIENT’S SIGNATURE:

3. PATIENT'S NAME (Last, First, Middle, Rank, Rate):

4. PATIENT’S DATE OF BIRTH: 5. PATIENT'S AGE: 6. PATIENT’S DODID:

CLEAR FORM
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