Environmental Toxic Exposure and Chemical Sensitivity

Questionnaire Part 1
Name __________________________  Date __________
circle or fill in the following:

General:
1. Do you have a sudden onset of symptoms (headaches, skin rashes, nausea, fatigue, shortness of breath, etc.) on exposure to chemicals, mold, dust, pollens, or other environmental allergens? What symptoms?
2. Have you ever had a known chemical injury or major exposure? 
Occupational History:

1. Have you ever had to change your job due to health reasons? 
2. Have you ever worked where adjacent businesses regularly used chemicals or toxic metals?  When?  How long? Name them.
3. Have you ever worked in a building where the windows were always closed?  When? How long?

4. Have you ever worked where you or your co-workers complained about the air quality or smells in the workplace, or were injured in any way?  When? How long?
5. Have you ever heard about any Air Quality Incidents in your place of work?  When? Describe what you heard.

6. Distance you live from work ________ Travel by:  car     train     bus    bicycle    walk  
7. The following questions are about your present or most recent work environment:
Age of building: _____ Number of floors: ___ Approximate # of occupants: ____

Neighborhood:   ( Rural     ( Commercial     ( Industrial
8. Which of the following does / did your present or most recent work environment have (laboratory ( cafeteria ( windows that open ( banks of computers ( manufacturing area ( central air conditioning (  unvented smoking areas (  partitions or room divider ( unvented copy machines (nearby parking garage ( carpets – How old?
9.   Have any of the following occurred in your work environment over the past 12 months or the last 12 months you worked in your most recent job?

(  use of pesticides ( ( indoors ( outdoors ( fire, smoke         (  flood, water leaks    ( carpet cleaning

(  new flooring, furniture, etc. (specify): _________________ (  construction              ( renovation

(  painting    ( chemical spill, leak (specify): _____________  (  accidents                   (stress

Community You Live in: 

For each of the items listed below: 
Heavy traffic(excessive)

Vehicle idling area

Dump site

Farm(s) or Golf Course
Industrial plants

Radiation source

Polluted lake/stream

Other potential hazards

Did/Do you live nearby?
( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)

( no
( yes (please specify)
Where/When/How long?
______________________________

____________________

____________________

____________________

______________________________

____________________

______________________________

____________________
Residence:

1. Have you ever had to change your residence due to health reasons? 
2. Do you have carbon monoxide detectors?   ( no     ( yes
3. What is your water source for bathing?   ( City   ( Well   ( Other
4.  Drinking water:   tap    spring or well     chlorinated    fluoridated   filtered
5. For each of the items listed below:

                                               Do you have in your home?                
Air Conditioning



( no   ( yes   Central? Individual Rooms?_______________________                                                                     
Electrostatic air cleaner/filter

( no   ( yes           
Other air cleaner(s)/filter(s)

( no   ( yes     (specify)________________________
Photocopier / fax machine / printer /
( no   ( yes ( type? Location?_______________________________ 

Computer / Wifi                                                           _____________________________
Pets




( no   ( yes   (specify)__________________________

Indoor plants



( no   ( yes   (how many?)_______________________
5.  Do you dust (mite-proof)?        Pillow covers   ( no   ( yes   mattress covers   ( no   ( yes

Do you use?
( Central vacuum
( HEPA filter vacuum?
( Dust meter on vacuum? 

6. Heating and ventilation of home

Type:  electric, heat pump   electric, radiant    hot water/steam   warm air    space heater   fireplace

Fuel:  electric   gas    oil    coal    wood    other ________

Furnace location:  basement    main floor     open utility room     closed utility room

Air conditioning:  window units    central system   

Filters:  oiled    unoiled    electrostatic    activated carbon    HEPA

Kitchen exhaust:  fan     door   (Is door usually left open or closed)

7. Utilities

Range:  electric     gas      oil       age_____

Refrigerator:    electric     gas     age_____

Deep freeze:    electric     gas     age _____

Water heater:   electric     gas     part of furnace     age ______

Food storage:   glass    enamel ware     plastic

Clothes dryer:   electric     gas     age ______

8. Furnishings and Household Maintenance

Upholstery coverings:   cotton     linen     silk    wood   synthetic fabrics     plastic


padding:   cotton    hair    rubber    synthetic    other_______

Mattresses:   cotton    rubber     wool      plastic covered     other ____________

Pillows:  feather     rubber    dacron     plastic covered     foam     other ___________

Rugs:  wool   cotton   synthetic  natural fiber    other ________________


backing:   rubber     plastic     


pads:   plastic     rubber    hair
9. Curtains:   cotton    silk     wood     linen     plastic    synthetic fabric

Home Cleaning:

1. .  What product(s) do you usually use:

Bathroom cleanser___________ floor / wall cleanser___________ window / mirror cleanser_______________

Deodorizer________________ laundry detergent________________ fabric softener___________________________
2.  Do you: Burn candles?  ( no   ( yes     

3.  Do you remove your shoes when entering home? ( no   ( yes
Medications: 

Circle Drugs to which You Suspect You are Sensitive
Pain medication:   aspirin   tylenol    ibuprofin    motrin    demerol    vicodin    morphine 

Anesthetics:   lidocaine (local)     novocaine     general     other _____________

Antibiotics:   penicillin     tetracycline     sulfa     other _____________

Hormones:  androgens    estrogens    progesterone   thyroid   epinephrine   prednisone  Anticoagulants



Anticonvulsants

Headache remedies


Laxatives

Opiates




Sedatives

Phenobarbital



Tranquilizers

Vaccines



Vitamins

Saccharine



Aspartame (NutraSweet)





Antihistamines



Antispasmodics

Asthma remedies


Diuretics

Barbiturates



Codeine

Iodides




Other:

Vaccinations:

1. Have you ever been given vaccinations?  If so, when? (if you received all childhood vaccinations, write “all”.)
2. Have you ever had reactions to any vaccinations?  If so, what and when?

Supplements: 

1. Have you ever had reactions to any supplements?  If so, what and when?
2. Have you often had to lower the regular dose of prescription or over-the-counter medication or herbal supplements because you were too sensitive to normal doses? 

Caffeine:
1. Do you avoid caffeine in the afternoon or all together because it can keep you up at night?
2. Can you drink caffeinated beverages right before bed and still sleep?

Tobacco:
1. Are you currently a smoker?   ( no   ( yes
If YES, average number of cigarettes per day: _____    Number of years: _____

If NO, have you ever smoked tobacco (daily or almost daily)?  ( no   ( yes

· If YES, number of years you smoked: ____  Average number of cigarettes per day: ____

· When did you last smoked regularly? ____________

2. Have you ever regularly used other tobacco products?  ( no   ( yes

If YES, what / how much / and when? ________________________________________________
cigarettes ___________ pipe__________ cigars ____________ Chew____________
Fish:
1. Do you eat fish?   
( no   ( yes ( On average how many servings (3-4 oz) per week? ________

What are the types of fish that you eat, in order of frequency: _____________________________
Dental:
1.How many silver / mercury amalgams fillings do you currently have? ______
2. Have you ever had silver / mercury amalgams put in your teeth? If so, when?
3. Have you had silver / mercury amalgams removed?  ( no ( yes ( Number removed __ When? 

4. How many gold fillings / caps do you currently have ? ______
5. Do you have implants of silicone, teflon, etc.  ( no   ( yes  If so, for how long?______

6. Have you ever had root canals, implants, or bridgework done on your teeth? If so, when 
Hobbies:
1. Please list major current or past hobbies________________________________
2. What hobbies do members of your household have?___________________________
3. Have you ever regularly worked with chemicals in any hobbies (i.e., solvents, paints, stains, cleaners, etc.)? If so, when?

Personal/Hygeine:
1. Currently used toothpaste:

2. Currently used mouthwash:

3. Currently used cosmetics (name brands, if possible):

    Deodorant:                                   Shampoo:                            
Hair Conditioner:                 

    Soap:                                           Sunscreen:                       
Hand Lotion:

    Foundation cream:                       Lipstick:                      
Mascara:

    Eye Shadow:                                Eye pencil:                      
Nail Polish:

    Hair color:                                   Hair Product:                   
Shaving Cream:

    After shave:                                 Body powder:                 
Perfume/cologne:

    Douche:                                       Contraceptive:

    Other:
4. Have you ever had regular manicures or haircuts in a salon where acrylic nails are done? If so, when?
5. Have you ever had acrylic fingernails? If so, when?
5. Do you use nail polish?

6. Have you ever had breast implants put in? If so, when?

7. Have you ever had breast implants taken out? If so, when?
What is your reaction to the following (leave blank if unknown):
1. Do you smell odors when others can’t?  What kinds of odors?
2. Do others tell you something smells strong when you can’t smell it at all?  What kinds of odors?

3. When wind is blowing from an industrial areas are symptoms increased?    
4. Coal, oil, gas and combustion products

like
neutral
dislike
made sick from

Massive outdoor exposure to coal smoke

             _____   _____
____          _____

Smoke in steam railroad stations, train sheds, and yards
_____
_____
_____
     _____

Smoke from coal burning stoves or furnaces

_____
_____
_____
     _____

Odors of natural gas fields



_____ 
_____
_____
     _____

Odors of escaping utility gas



_____
_____
_____
     _____

Odors of burning utility gas



_____
_____
_____
     _____

Odors of gasoline




_____
_____
_____
     _____

Garage fumes and odors




_____
_____
_____ 
     _____

Automotive or motor boat exhaust


_____
_____
_____
     _____

Odor of naphtha, cleaning fluids, or lighter fluids
_____
_____
_____
     _____

Odor of recently cleaned clothing, upholstery, or rugs
_____
_____
_____
     _____

Odor of naphtha containing soaps


_____
_____
_____
     _____

Odor of nail polish or nail polish remover

_____
_____
_____
     _____

Odor of brass, metal, or shoe polishes


_____
_____
_____
     _____

Odor of fresh newspaper



_____
_____
_____
     _____

Odor of kerosene




_____
_____
_____
     _____

Odor of kerosene or oil burning lamps or stoves

_____
_____
_____
     _____

Odor of kerosene or oil burning space heaters or furnaces_____
_____
_____
     _____

Diesel engine fumes from trains, buses, trucks, or boats
_____
_____
_____
     _____

Lubricating greases or crude oil



_____
_____
_____
     _____

Fumes from automobiles burning oil


_____
_____
_____
     _____

Fumes from burning greasy rags



_____
_____
_____
     _____

Mineral oil, Vaseline, waxes, and combustion  products
Mineral oil as contained in hand lotions and medications
_____
_____
_____
     _____

Mineral oil as a laxative




_____
_____
_____
     _____

Cold cream of face or foundation cream


_____
_____
_____
     _____

Vaseline, petroleum jelly, or petrolatum ointments
_____
_____
_____
     _____

Odors of floor, furniture, or bowling alley wax

_____
_____
_____
     _____

Odors of glass wax or similar glass cleaners

_____
_____
_____
     _____

Fumes from burning wax candles


_____
_____
_____
     _____

Odors from dry garbage incinerators


_____
_____
_____
     _____

Asphalts, Tars Resins, and Dyes
Fumes from tarring roofs and roads


_____
_____
_____
     _____

Asphalt pavements in hot weather


_____
_____
_____
     _____

Tar-containing soaps, shampoos, ointments

_____
_____
_____
     _____

Odors of inks, carbon paper, typewriter ribbons

_____
_____
_____
     _____

Dyes in clothing and shoes



_____
_____
_____
     _____

Dyes in cosmetics (lipstick, mascara, blush, etc.)

_____
_____
_____
     _____

Disinfectants, Deodorants, and Detergents

  
Odor of public or household disinfectants or deodorants
_____
_____
_____
     _____

Odor of phenol or lysol




_____
_____
_____
     _____

Phenol-containing lotions or ointments


_____
_____
_____
     _____

Injectable materials containing phenol as a preservative
_____ 
_____
_____
     _____

Fumes from burning creosote-treated wood (railroad ties)_____
_____
_____
     _____

Household detergents




_____
_____
_____
     _____

Rubber

Odor of or contact with rubber-gloves 


_____
_____
_____
     _____

Contact with elastic in clothes, bras, etc.


_____
_____
_____
     _____

Odor of sponge rubber bedding, pillows, rug pads
_____
_____
_____
     _____

Odor of rubber based paint



_____
_____
_____
     _____

Odor of rubber tires, automotive stores


_____
_____
_____
     _____

Odor of rubber-backed rugs and carpets


_____
_____
_____
     _____

Fumes of burning rubber



_____
_____
_____ 
     _____

Plastics, Synthetic textiles, Finishes, and Adhesives
Odor of or contact with plastic upholstery, table cloths, 

 book covers, pillow covers, shoe bags, hand bags
_____
_____
_____
     _____

Odor of plastic folding doors or interiors of automobiles
_____
_____
_____
     _____

Odor of or contact with plastic glasses frames, dentures
_____
_____
_____
     _____

Odor of plastic products in stores


_____
_____
_____
     _____

Nylon stockings and other nylon apparel


_____
_____
_____
     _____

Dacron or Orlon clothing or upholstery


_____
_____
_____
     _____

Rayon or acetate clothing or upholstery


_____
_____
_____
     _____

Odor of or contact with adhesive tape


_____
_____
_____
     _____

Odor of plastic cements




_____
_____
_____
     _____

Alcohol, Glycols, Aldehydes, Esters and Derived Substances
Odor of rubbing alcohol




_____
_____
_____
     _____

Alcohols or glycols as contained in medications

_____
_____
_____
     _____

Odor of varnish, lacquer, or shellac


_____
_____
_____
     _____

Odor of after-shave, hair tonics, or hair oils

_____
_____
_____
     _____

Odor of window cleaning fluids



_____
_____
_____
     _____

Odor of paint or varnish thinned with mineral solvents
_____
_____
_____
     _____

Odor of banana oil




_____
_____
_____
     _____

Odor of scented soap and shampoo


_____
_____
_____
     _____

Odor of perfumes and colognes



_____
_____
_____
     _____

Odor of hair spray




_____
_____
_____
     _____

Fumes from burning incense



_____
_____
_____
     _____

Miscellaneous
Air conditioning




_____
_____
_____
     _____

Ammonia fumes




_____
_____
_____
     _____

Odor of moth balls




_____
_____
_____
     _____

Odor of insect repellant candles



_____
_____
_____
     _____

Odor of termite extermination treatment


_____
_____
_____
     _____

Odor of DEET containing insecticide sprays

_____
_____
_____
     _____

Odors of Chlordane, Lindane, Parathione, Dieldrin
  

   and other insecticide sprays



_____
_____
_____
     _____

Odor of the fruit and vegetable sections of markets
_____
_____
_____
     _____

Odor of chlorinated water



_____
_____
_____
     _____

Drinking of chlorinated water



_____
_____
_____
     _____

Fumes of chlorine gas




_____
_____
_____
     _____

Odor of Chlorox and other hypochlorite bleaches
_____
_____
_____
     _____

Fumes from sulfur processing plants


_____
_____
_____
     _____

Fumes of sulfur dioxide




_____
_____
_____
     _____

Pine

Odor of Christmas trees & other indoor evergreen

      decorations





_____
_____
_____
     _____

Odor of knotty pine interiors



_____
_____
_____
     _____

Odor from sanding or working with pine or cedar woods
_____
_____
_____
     _____

Odor of cedar scented furniture polish


_____
_____
_____
     _____

Odor of pine scented household deodorants

_____
_____
_____ 
     _____

Odor of pine scented bath oils, shampoos, or soaps
_____
_____
_____
     _____

Odor of turpentine o turpentine-containing paints
_____
_____
_____
     _____

Fumes from burning pine cones or wood


_____
_____
_____
     _____
Circle Suspected Food Sensitivities/Reactions
1. apple    cherry    peach    apricot    nectarine    pear    plum    olive    currant    persimmon  

2. strawberry    cranberry    raspberry    blueberry    boysenberry    pineapple    rhubarb  

3. grape    orange    grapefruit    lemon    tangerine

4. brussel sprouts    broccoli    cauliflower    cabbage   head lettuce    tomato    celery  asparagus    spinach    beet greens    chard    mustard greens    endive    escarole   

5. leaf lettuce    romaine    bok choy    artichoke

6. lamb    beef    pork    chicken    turkey    duck

7. Dates    figs    shelled nuts    raisins    prunes    other dried fruit    wheat    corn    rye    barley    rice   oats    dried peas    dried beans    lentils

8. white flour

9. peach   apricot    nectarine    fresh apple    fresh apricot    fresh peach    French fries    molasses    dried fruit    melon    citrus candied peel    fruit marmalade    dried apple    dried pear    dried peach    dried apricot    raisin    prune    corn syrup    corn sugar    corn starch    corn oil

10. crème de menthe    maraschino cherries    jell-o    mint sauce   ice cream    sherbet    hard candy    frostings and fillings of pies and cakes    hot dogs    bologna    cheese    butter    margarine    orange    sweet potato    Irish potato    root beer    cola    other soda pop

11. saccharine     NutraSweet

12. banana    orange    apple    pear    coffee    cane sugar    beet sugar

13. carrot    parsnip    turnip    tomato   mixed shredded green    citrus fruit

14. rutabaga    parsnip    turnip    green pepper    apple    orange    grapefruit    tangerine    lemon     cucumber    eggplant

15. coconut

16. turkey    chicken    duck    eggs    beef    lamb    pork    fish

17. chlorinated drinking water     fluoridated drinking water    chlorinated and fluorinated drinking water

Please write anything else you feel is important:

