
PAYSON ALLERGY CLINIC 

ALLERGY QUESTIONAIRE 

 

Patient Name:                                                                        Date: ______________________________ 

Address:                                                                                 Date of Birth:________________________ 

City, State, Zip:                                                                     Home #:_____________________________  

Gender (circle one):      MALE     FEMALE    Cell #:_____________________________ 

Primary Care Physician:                                                     Referring Physician:____________________ 

 

Although your history and symptoms are very important in our analysis of your condition, it is also 

important for us that you understand: 

We do not treat symptoms or diseases. 

Allergy is not a disease, rather a condition. 

A symptom is an attempt by your body to tell you something. 

We will attempt to find the underlying cause. 

We do not use drugs in this program. 

There is no single “healthy” diet that will work for everyone. 

Just because food is considered “healthy”, does not mean it is “healthy” for you. 

Your diet consists of everything you eat, drink, rub on your skin, and inhale. 

Our procedures are safe and painless. 

 

 Briefly describe the reason for your visit and what you hope to accomplish: _____________________ 

___________________________________________________________________________________ 

 

AGE WHEN SYMPTOMS WERE FIRST OBSERVED:_____________________________________ 

     

DID YOU SUFFER FROM ANY TYPE OF PHYSICAL, CHEMICAL OR EMOTIONAL TRAUMA 

JUST BEFORE YOUR SYMPTOMS WERE FIRST OBSERVED? ____________________________ 

___________________________________________________________________________________ 

 

HAVE YOUR SYMPTOMS EVER GONE AWAY FOR ANY PERIOD OF TIME? _______________ 

___________________________________________________________________________________                         

 

PREVIOUS DIAGNOSIS OF ALLERGY 

 ( )  Yes, and allergy shots helped. ( )  Yes, but allergy shots did not help 

 ( )  Yes, and medication helped ( )  Yes, but medication did not help 

 ( )  None 

 

FREQUENCY & SEVERITY OF ALLERGY SYMPTOMS 

 ( )  Constant, Chronic with Little Change  ( )  Present Most of the Time 

 ( )  Present Part of the Time    ( )  Present Rarely 

 ( )  No Interference with Normal Life  ( )  Slight Interference with Normal Life 

 ( )  Considerable Interference With Normal Life ( )  Prevents Some Normal Activities 

 

WHEN ARE YOUR SYMPTOMS WORSE? ______________________________________________ 

___________________________________________________________________________________ 

WHEN ARE YOUR SYMPTOMS BETTER? _____________________________________________ 

___________________________________________________________________________________ 



LIST ANIMALS, INSECTS OR BIRDS THAT CAUSE SYMPTOMS AFTER EXPOSURE:  

___________________________________________________________________________________ 

  

FOOD RELATED SYMPTOMS 

( )  Symptoms flare 5 – 60 minutes after meals  ( )  Some foods are craved or addictive 

( )  The smell or odor of some foods increases symptoms ( )  Some foods cause nasal symptoms 

( )  Some foods cause swelling of mouth or tongue  ( )  Some foods cause rashes or hives 

( )  Some foods cause upset stomach or vomiting  ( )  Some foods cause diarrhea 

( )  Symptoms occur with restaurant salad bars or  ( )  Some foods cause headaches 

      Asian foods  

( )  Symptoms occur with any regularly eaten food  ( )  Some foods cause asthma 

( )  Preservatives, additives or food coloring increase ( )  No problem with foods 

      symptoms 

 

LIST FOODS THAT CAUSE SYMPTOMS AFTER EXPOSURE: _____________________________ 

___________________________________________________________________________________ 

  

LIST CHEMICALS THAT CAUSE SYMPTOMS AFTER EXPOSURE: ________________________ 

___________________________________________________________________________________ 

  

WHAT TIME OF YEAR ARE YOUR SYMPTOMS WORSE? ________________________________ 

___________________________________________________________________________________ 

  

DO YOU LIVE OR WORK IN A MOLDY ENVIRONMENT? _______________________________ 

 

LIST MEDICATION ALLERGIES: _____________________________________________________ 

___________________________________________________________________________________ 

 

Please list any medications, including those taken for allergy relief, that you are currently taking: 

___________________________________________________________________________________

___________________________________________________________________________________                

  

SMOKING: 

Do you presently smoke?   ( ) Yes  ( ) No    If yes, average number of cigarettes per day:                        

If yes, at what age did you start?                                                                                                                 

 

Does anyone smoke in your home?  ( ) Yes   ( ) No 

 

PREVIOUS ALLERGY EVALUATION: 

Have you ever seen an allergist?       ( ) Yes   ( ) No 

Have you had allergy skin testing?       ( ) Yes   ( ) No 

Did you have any positive reactions?      ( ) Yes   ( ) No   If yes, please list positive allergens (include 

any medications): 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Have you ever received allergy injections?  ( ) Yes   ( ) No 

 



WORK ENVIRONMENT: 

What is your occupation? _____________________________________________________________ 

 

Are you exposed to chemicals or strong odors at work? ( ) Yes    ( ) No 

If yes, briefly explain:_________________________________________________________________ 

__________________________________________________________________________________ 

 

Are your symptoms worse while at work? ( ) Yes   ( ) No   If yes, briefly explain:________________ 

__________________________________________________________________________________                               

                                                                                                                                                                     

 

ANY ADDITIONAL INFORMATION YOU WOULD LIKE US TO KNOW? ___________________ 

___________________________________________________________________________________ 

 

Allergy symptoms may be caused and/or aggravated by underlying conditions including toxicity, yeast 

or fungal infection, and intestinal permeability (leaky gut).  The following questions will help us to 

determine if you may have an underlying condition contributing to your allergy problem. 

 

EVALUATION FOR TOXICITY: 

 

Have you ever had chemotherapy or radiation treatment? _____________________________________ 

Have you worked or lived in a toxic environment? __________________________________________ 

Have you been exposed to toxic metals including tooth fillings? _______________________________ 

Do you live in an area of heavy outdoor pollution? __________________________________________ 

Are you frequently in contact with household chemicals? ____________________________________ 

Are you aware of exposure to pesticides or herbicides? ______________________________________ 

Are you aware of reactions to food additives or preservatives? ________________________________ 

 

SYMPTOMS THAT MAY BE CAUSED BY TOXICITY: 

Mark any symptoms that you experience on a regular basis. 

 

( )  Fatigue with sleep disruption and brain fog 

( )  Mood disturbance, especially depression, anxiety, fear, and anger 

( )  Muscle aches and joint pain 

( )  Sinus congestion, dark circles under the eyes, and post-nasal drip 

( )  Headaches with neck and shoulder pain 

( )  Bloating and gas 

( )  Irritable bowel, foul-smelling stools, and dark urine 

( )  Weight changes and loss of muscle tone 

( )  Heartburn, recurrent colds, and persistent infections 

( )  Infertility and low interest in sex 

( )  Premature aging and weakness 

( )  Fluid retention and excess weight 

( )  Rashes and canker sores 

( )  Bad breath and body odor



PAYSON ALLERGY CLINIC 

INFORMED CONSENT 

For Allergy Assessment 

 

 

Patient Name                                                       Telephone Number ____________________________ 

Address                                                               City & State __________________________________ 

 
Background:  I desire to be tested to determine possible undesirable reactions to various substances that are natural 

constituents of my diet, environment or body chemistry.  I understand that the testing procedure to be used is not generally 

employed by the majority of physicians for this purpose.  I understand that other methods of allergy testing and treatment 

are available.  These have been described to me. 

 

Procedures:  I understand that this is a non-invasive procedure (the skin is not pierced).  A metal clip is attached to the skin 

to measure electrical conductivity on the hands.  Homeopathic remedies, nutritional supplements and other natural remedies 

may be used to bring abnormal electrical patterns into equilibrium.  I understand the nature of allergies and related 

symptoms are of an unpredictable nature and therefore the facility cannot guarantee any results.  Dr. Carroll cannot 

guarantee that new allergies will not develop in the future and that in some cases allergies and sensitivities do not respond to 

the treatment. 

I choose to be tested with kinesiology (muscle testing).  I understand that kinesiology (muscle testing) has not been 

scientifically proven to be reliable and that my physician must still rely upon my observation as to the efficacy of the testing 

and any treatment based on the results of this testing. 

 

Risks:  The procedure is very safe because it measures only changes in the electrical properties of the skin.  However, since 

an electrical signal is used there is a slight risk of electrical burn or shock.  Skin irritation or redness may occur at the site of 

the test.  However, any discomfort should be brief.  There are generally no risks  associated with the substances 

recommended to bring you body to equilibrium as long as those substances are taken as recommended, but please report any 

discomfort you may experience from taking these substances to your examiner or physician.  Please report any significant 

health problems ( i.e. Diabetes, High Blood Pressure, etc) to your physician.  I understand that there is a risk factor when 

desensitizing allergies that sensitivities may increase.  I assume all responsibility for the unpredictable immune response and 

understand that this facility does not treat cases of anaphylaxis and I agree to completely disclose all information regarding 

any life threatening allergies or allergies resulting in anaphylaxis. 

 

Questions:  I have been provided with the opportunity to ask pertinent questions I have regarding the testing procedure, 

protocol, or treatment program. 

 

Free to Decline:  I understand that I may decline to participate in the electro dermal testing and can choose instead to have 

other allergy testing, including a scratch test or blood tests for antibodies. 

 

Important:  There is no recognized body of scientific evidence to show that an electrically balanced body is more likely to 

be healthier and you have chosen to participate in this assessment with that understanding.  Your physician may need to use 

other forms of testing in the course of your treatment. 

 

Payment of Service:  You are responsible for the payment of the normal and necessary fees associated with the treatment 

and any remedies, supplements, or herbals recommended as a result of that testing, if purchased in this clinic.  Your 

physician may need to use other forms of testing in the course of your treatment. 

 

I have read and understand the above information about the allergy testing and treatments and my rights and 

responsibilities and hereby consent to the use of the electro dermal scan system.  I consent to the use of clinical reports 

and results of case for study, the purpose of advancing clinical knowledge, research and scientific purposes provided that 

my identity is kept confidential. 

 

Name                                                      Signature                                                              Date                  

 

Signature of parent or guardian if patient is a minor                                                                                    

 


