URTICARIA (HIVES) QUESTIONNAIRE
NAME: ___________________________       DATE:  ___________________________

AGE:   ____________________________        DATE OF BIRTH:__________________

OCCUPATION:_______________________   REFERRED BY:___________________

Date this episode of hives first started: ____________________

How did it start? _____________________________________

Did you have hives prior to this episode? __________________

If so when?________________

How long did it last?_______________

How was it treated?___________________________________

How often do you break out?

· Daily

· 3-5 times a week

· Weekly

How long does each individual hive last?

· Few hours

· A day

· Few days

Hives are:

· Itchy

· Painful

Hives are brought on by the following physical stimulation:

· Cold

· Exercise

· Heat

· Pressure (tight clothing)

· Scratching skin

Hives are brought on by the following foods:

· Dried fruits

· Beer, wine

· Avocado

· Banana

· Any pitted fruit (peach, plum, cherry, nectarine)

· Other: List__________________________

Hives are brought on by the following medications:

· Aspirin

· Ibuprofen (Advil, Motrin)

· Penicillin (Amoxicillin, Augmentin)

· Other: List__________________________

Associated conditions with hives (skin):

· Swelling of eyes, lips or other parts of body

· Joint pain

· Joint swelling (not just hives over the joints)

Associated conditions with hives (respiratory)

· Sneezing, itchy, runny nose

· Hoarseness

· Coughing

· Wheezing

Associated conditions with hives (gastrointestinal)

· Itchy mouth

· Swollen tongue

· Difficulty swallowing

· Nausea

· Vomiting

· Abdominal pain

· Diarrhea

List any infections in the 2 months prior to the onset of hives:______________________

_______________________________________________________________________

List any medications taken in the past month: __________________________________

_______________________________________________________________________

Family members with hives lasting for more than 2 months:

· Yes

· No

Please list all other illnesses (Past and present)

	Illness
	Date Onset

	
	

	
	

	
	

	
	


Hospitalizations

	Reason for Hospitalizations
	Date Onset

	
	

	
	

	
	

	
	


If not listed above, please check if you’ve had the following:

	· Hepatitis

· Seizures

· High blood pressure
	· Thyroid

· Hear Disease

· Nasal Allergies
	· Irregular Heartbeat

· Asthma


	Smoke ____Packs/day for______years.  Date quit______
	· Never Smoked


	Female: Reproductive Status

· Surgically Sterile

· Contraception
	· Tubal ligation 

· Hysterectomy

· Postmenopausal

Type
	Date:

Date:

Date:

Date:




