Allergy Focused Clinical History Form for Health Visitors and GPs (adapted from nice ce116 2011)

e A
Family histor Mother  Father  Sibling Feedin
[1 Asthma [ [ 0 [ Exclusively breastfed (until............................. )
L1 Eczema 0 0 0 [ Mixed feeding (from ............ccoeevviiiiiiieeeiinnnen, )
L) Hayfever / allergic rhinitis U U 0 O Exclusively Bottle Fed (from ........................... )
1 Food Allergy(ies): Ol Ol O
— - .
Types of Milks tried:
Symptom Checkli i 0 Cow’s milk formula: ...,
o [ Lactose free formula: ................ooooiiiiiiiiiinnn.
Onset Description O Bt Gk
s M ) ) s
(0-120m) >2hrs (€.9. duration, frequency, severity) L Soyaformula: ........ccooiiiiii
Digestive System Symptoms 1 Comfort formula: .........ccooiiiiiiii e,
[J Vomiting [ L ermmrermemssssssnesssss s (I Other formula: ............cooivereiieeaiiieiie e
l:‘ Reﬂux/GORD .........................................................
_ Name of current formula
D Dlarrhoea D D .........................................................
[J Constipation ] 0 Jeeoccosooooeoccanssooacomnozozosozoemoocosconozaecaac00s S """" d """ DN """"" DY """ dt| """""""""""
tarte o] 153
(1 Blood or mucus in stools e SOlAS? o SR
D Feed refusal or averS|0n D D .........................................................
Skin Symptoms
D Eczema D D ......................................................... \ y
D Ur“cana/ hlves D D ......................................................... Patient Det = N
D Eye, ||p or fac|al swe"lng D D ......................................................... “
Resp”‘atory Sym ptoms Name ............................................................
OWheezinee =222 | @O [ Feeccococoseoosnoosnosssosaoosncosecosnonannsnnosasaanooen
Al - - NHS number: ...
O Cough or Breathing pr0b|ems ] [ER]l | |SJelelalalaal o alalale]a]e/a/alala) o o oo a[a]a/aja o a]a o)) o a1 alo[o]a/a]ala)a)a /s s a/a/a]o]ale}a)s
Do) = Age: ........... Months / Weeks
1 Blocked or runny nose O] []  eeeerreessssasssnnnriaia ] )
Weight (+centile): ........cooeiiiiiiii e
Other Symptoms :
O] Restlessness or poor sleeping — C] oottt Length F+centlle) .............. e
] Excessive crying n [EE] | [l lalalolololoie e a1lalalalalo(a(o o' alalalale[o[a[o a]s/)alala[o[a(s/a/a]s/lalalela[olols/s s/ ajale Head Circumference (+centile): ..........................
] Back arching ] 0  [ecoccoscsscssscoscososossossosooosaosaoanosanoaaoaoonecs Form Completed by: """""""""" Date:
D Faltering growth /b D D .............................................................................................................................. )
O Anaphylaxis/Z O T /& and * Refer directly to secondary care
\_ Form last updated 01/02/2017



