
 

CONSULT FORM 

 

Name: _______________________   Male   Female                Date: _________________ 
 

PATIENT SECTION 

 

Major Problem:   

 Skin Rashes   Yes   No  
 Swelling        Yes     No 
 Recurrent Infections    Yes     

 No 
 Other: 

_______________________________
_______________________________
_______________________________
_______________________________
_______________________________
_______ 
 

How long have you had the problem? 
______________________________________
__________________________ 
 

What treatment are you on for the 
problem? 
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
__ 

 
***************************************************************************** 

DOCTOR SECTION 

General Condition: 
___________________________________ 

ENT: ___________________________________ 

Skin: ___________________________________ 

RS: ___________________________________ 

Other: 
_________________________________________
_____________________________ 

Impression: 
_________________________________________
_____________________________ 
 

Plan: 
_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
________________________________________ 


