
New Patient Information 
 

 

 
 
 
 

 
 
 
 
We have reserved an appointment for you on  at  with Dr.  at  . This initial appointment may take 45 minutes to 2 hours. If for any 
reason you cannot keep this appointment, please call 706-324-4012 as soon as possible to cancel or reschedule. Cancelling appointments 
prior to 24 hours of the appointment time allows us to reallocate the time slot to someone who is in urgent need of treatment. Please 
remember to do the following: 
 

 Arrive at least 15 minutes early for registration. Patients not arriving 15 minutes prior to their appointment time are at risk of 
having their appointment be rescheduled. Our consent form can be found on the back of this letter. 

 Be prepared to show your insurance card and photo ID for each appointment. 

 We collect copays, coinsurance, and deductibles at the time of service based on information from your insurance company. If we 
find that allergy testing will go towards to your deductible we will require a $150 deposit. You will be responsible for any balance 
after we file your claim. Our financial policy allows for any outstanding balance to be paid in 90 days. Please contact us at 706-
324-4012 to request an estimate of your expenses. We accept cash, credit, and debit cards only. No checks are accepted. 

 Bring a list of all medications that you are taking including any supplements or vitamins. 

 ***DO NOT wear cologne or fragrances which can trigger asthma, rhinitis & migraines in other patients.  This is to 
include anyone who will be accompanying the patient to our office.*** 

 Do not apply any lotion to your arms or back. It will interfere with allergy testing.  

 DO NOT TAKE ANY ANTIHISTAMINES 5-7 DAYS PRIOR TO THE APPOINTMENT. The tables below show 
common anti-histamines to avoid prior to your first appointment. If your only symptom of concern is chronic hives please 
continue taking all medications. If you aren’t sure if a medicine should be discontinued please call us at 706-324-4012.  

 

Brand Name Antihistamines 
Must Be Off 5-7 Days Prior to Appointment 

 

Generic Antihistamines 
Must Be Off 5-7 Days Prior to Appointment 

Alavert 
Allegra 
Antivert 
Astelin Nasal Spray 
Atarax 
Benadryl 

Chlor-Trimeton 
Rymed 
Claritin 
Dymista 
Palgic 

Periactin 
Phenergan 
Vistaril 
Zyrtec (7 days) 
Xyzal (7 days) 

Azelastine 
Brompheniramine 
Carbinoxamine 
Cetirizine (7 days) 

Chlorpheniramine 
Meclizine 

Cyproheptadine 
Desloratadine 
Diphenhydramine 
Doxepin 
Fexofenadine 
 

Hydroxyzine 
Loratadine 
Promethazine 
Levocetirizine (7 days) 

Olopatadine 
 

Many cough & cold medicines also contain antihistamines. Please check the labels on any medications you might be taking. 

Medicines That DO NOT Need To Be Stopped Before Your Visit 

Advair 
Albuterol 
Antacids 
Antibiotics 

Asmanex 
Dextromethorphan 
Flonase  
Flovent 

Foradil 
Guaifenesin  
Nasacort AQ 
Nasonex 

Phenylephrine 
Pseudoephedrine 
Pulmicort  
Rhinocort AQ 

Singulair 
Heart Medications 
Blood Pressure Medications 

 
Additional information including directions, another copy of this letter, or general information about the clinic can be found at our 

website: www.allergybrookstone.com 

 

I have received a copy of The Allergy Center at Brookstone’s Patient Handbook containing the Notice of Privacy Practice and the 
Financial Policy. I understand that I can request additional copies of this information at any time. An up to date copy of the privacy 
policy is posted in the lobby at all times. 

http://www.allergybrookstone.com/


Patient Consent Form 
 

 

 Printed Name of Patient         Patient’s DOB                     E-Mail 
 

 
 Home Phone              Cell Phone                                      Work Phone 
 
 
 Signature of Patient / Parent / Legal Guardian                               Relationship to Patient (ex – self, parent, etc.)                      Today’s Date 

 

At my request, I authorize The Allergy Center at Brookstone to disclose my protected health information to the friends or relatives listed below.  
If the patient is less than 18 years old, then this section is required. 
 
 Name of Authorized Contact #1                                                                                 Name of Authorized Contact #2 
 
 
 Relationship to Patient                          Phone Number                                               Relationship to Patient                          Phone Number 

 

I understand that I will be held financially responsible for all copays, co-insurance, deductibles, and non-covered charges for 
services performed. I understand I will be allowed 90 days to pay all balances in full that were not paid on the date of service. 

I hereby assign my insurance benefits to be paid directly to the physician who renders services or this facility. I understand that if 
I fail to submit valid and current information for my primary or secondary insurance that I’ll be billed at the non-contracted rate. 

 
I authorize my health care provider to use an automated system to contact me or any third parties that may answer my phone to 
notify me of a pending appointment, and to leave the appointment details on the voicemail of the contact information below. 
All appointments that are not canceled with a 24 hour notice are subject to a $50 no show/same day cancellation fee. 

 
At my request, I authorize The Allergy Center at Brookstone to communicate detailed protected patient health information (lab 
results, prescription refill information, etc.) to me using any of the methods listed on the form at the bottom of this page. 

 

Allergy Testing Consent: Your doctor may order an allergy skin test during your visit. Testing consists of introducing small 
amounts of suspected allergens into the skin on the arms or back and noting the development of a reaction. A positive reaction 
is noted when the allergen placed on the skin causes swelling/redness. The results are read 15-20 minutes after the application of 
the allergen. Interpretation of the skin test requires the allergist’s skill in matching the test results with the patient history of 
allergy-like symptoms. If you have taken any antihistamines within 5 days we won’t be able to perform an allergy skin test. 

If you have a specific allergic sensitivity to one of the allergens, a red, raised, itchy area (caused by the release of histamine and 
other substances into the skin) will appear within 15-20 minutes. These positive reactions will gradually disappear over a period 
of 30-60 minutes, and typically, no treatment is necessary for positive reactions that occur. Occasionally local swelling at the test 
site will begin 4 to 8 hours after the skin tests are applied, particularly where the intradermal testing was performed. These 
reactions are not serious and will begin to disappear over the next week or so. They should be measured and reported to your 
physician at your next visit. 

Skin testing will be administered with a physician present since occasional reactions may require immediate therapy. These 
reactions may consist of any of the following symptoms: itchy eyes, nose, or throat; congestion, runny nose; tightness in throat 
or chest; wheezing; lightheadedness; faintness; nausea; vomiting; hives; generalized itching and shock in extreme circumstances. 

Identifying the allergy causing agent is only the first step in helping you manage your allergy symptoms most effectively. After 
skin testing, you will meet with your physician who will make further recommendations regarding your treatment. 

 

I understand that by signing the form below I agree with all of the statements and policies discussed on this consent and that if I 
have any questions I can request to speak to the office manager, Teresa Heath. I am also signing to indicate that I understand the 
risks and benefits of allergy skin testing. The opportunity has been provided me to ask any questions regarding the potential side 
effects of allergy skin testing and these questions have been answered to my satisfaction. I understand that if my Allergist 
recommends skin testing for me today or in the future, I consent to being testing. 

 

Appointment:  at  with  

 We have this info on file for you Make corrections in this column 



Patient Information Verification 
 

 

Patient Name / Acct #   

Social Security #   

Gender   

Date of Birth   

Marital Status   

Address   

City, State Zip   

Home Phone   

Work Phone   

Cell Phone   

E-Mail Address   

Preferred Pharmacy   

Pharmacy Location   

Referring Doctor   

Primary Care Doctor   

Emergency Contact   

Relationship to Contact   

Best Contact Number   

 

Primary Insurance Secondary Insurance 
Plan  Plan  
Address  Address  
Member ID  Member ID  
Group #  Group #  
Subscriber [  ]Self   [  ]Spouse   [  ]Parent/Guardian Subscriber [  ]Self   [  ]Spouse   [  ]Parent/Guardian 
Subscriber Name  Subscriber Name  
Subscriber Address  Subscriber Address  
City, State Zip  City, State Zip  
Subscriber DOB  Subscriber DOB  
Subscriber SSN  Subscriber SSN  

 

 By signing below I agree that I have reviewed all of the information above, and it is complete and correct. 

 

   Signature of Patient / Parent / Legal Guardian                               Relationship to Patient (ex – self, parent, etc.)                      Today’s Date 
 


