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A   ASHOK P.C. Patient’s Name_____________________________   DOB_________________ 

Ashok Rambhai Patel, MD  Today’s Date ______________________ 

Board Certified Allergist 

Trained at National Jewish Hospital 

Please fill out the following information:
540 E, Abriendo Ave.,   
Suite D,
Pueblo, CO  81004
Phone: 719-542-7222 

Fax: 719-937-5082

WE TREAT: 
* Asthma

* Bronchitis

* Chronic Cough

* Dermatitis

* Food Allergy

* Drug Allergy

* Recurrent Infections

* Rhinitis

* Urticaria

* Immunodeficiency

* Postnasal Drip

* Rashes Emotional Stress or other problems 

* Sinusitis ____________________________ 

* Wheezing _______________________________ 

* Drug Allergy

* Insect Sting Allergy Emotional Stress or other problems:_____________________________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

HEAD & NECK 
Facial pain     Y   N 

EARS: 
Ear infections  Y    N 
Number in past year _____ 

NOSE & THROAT: 
Nosebleeds Y   N 
Sore throat Y   N 
Hoarse voice Y   N 
Operation on sinuses Y   N 
Sinus x-rays Y   N 
Tonsils Y   N 
Removed (date) 
___________________________ 
Adenoids Y   N 
Removed (date) 
___________________________ 

EYES: 
Glaucoma Y   N 

NEUROLOGICAL: 
Convulsions/seizures Y  N 

Headaches Y   N 

RESPIRATORY (LUNGS): 
Emphysema Y   N 

Coughing up blood     Y  N 

Chest x-ray (date) 
___________________________ 

 ___ Normal   ___ Abnormal 

Blood clots in legs      Y    N 

Blood clots in lungs Y    N 

Tuberculosis Y N 

DIGESTIVE: 
Heartburn  Y   N 
Nausea  Y  N 
Vomiting  Y N 

MUSCULOSKELETAL: 
Arthritis Y  N 
CARDIOVASCULAR HISTORY 
Heart attack Y   N 
High blood pressure     Y  N 
Irregular heart beat     Y   N 
Chest pain Y   N 
Congestive heart failure Y   N 

URINARY: 
Kidney disease Y  N 
Bladder problems Y  N 

GENERAL: 
Cancer: __________________________ 

_________________________________ 

_________________________________ 

Bleeding disorders Y  N
Loss of appetite Y  N 
HIV Y  N 
Diabetes Y  N 
Alcoholism Y  N 
Substance abuse   Y  N 
Anemia     Y  N 
Currently pregnant Y  N 
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