
Patient Drug Allergy Assessment Questionnaire 

1. Have you ever taken any medication(s) that have caused a reaction? Yes [ ]  No [ 

2. Describe the reaction you had. 

[ ] True allergy 

[ ] Anaphylaxis                             [ ] Shortness of breath 

[ ] Hive                                             [ ] Angioedema 

[ ] Itching                                        [ ] Rash /Other serious skin Reaction 

[ ] Other ______________________________________________ 

[ ] Intolerance/Adverse Effect 

[ ] Dizziness                                  [ ] Muscle pain /Soreness            [ ] Stomach Upset 

/Pain 

[ ] Drowsiness                             [ ] Nausea                                            [ ] Vomiting  

[ ] Headaches                             [ ] Swelling (other)                            [ ] Diarrhoea 

[ ] Weakness                               [ ] Unclear / Vague 

[ ] Other_____________________________________________ 

3. How did you take this medication? 

[ ] Inhaled                                    [ ] Injection                 [ ] By mouth        [ ] On the 

skin 

[ ] Other____________________________________________________ 

4. How soon after starting the medication did the reaction happen? 

[ ] ___Hours   [ ] _____Days  [ ] ______ Weeks  [ ] _____ Months   [ ] _____ Years 
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5. How long ago did this reaction happen? 

[ ] <5 years ago    [ ] 5-10 years ago     [ ] > 10 years ago 

6. Did you seek medical attention for the reaction? 

      [ ] Yes                   [ ] No 

6a. Were you seen in the 

[ ] ED                      [ ] Doctors Office        [ ] Already in hospital     [ ] Hospital 

admission 

6b. Was the medication stopped by the doctor?  

[ ] Yes                   [ ] No     [ ] Unclear/vague 

7. Have you ever taken this medication or a similar one again? 

[ ] Yes   [ ] No    [ ] Unclear / Vague 

7a. If yes, did you experience the same reaction? 

[ ] Yes        [ ] No 

 

Definition of Allergy Categories in Project True allergy 

True Allergy Patient reported symptoms consistent with immunological 
drug allergy, including but not limited to anaphylaxis, hives, 
itching, shortness of breath, swelling, rash/other serious skin 
reactions, or any other serious reaction where the drug or 
drug class would not be used again as determined by the 
investigator 

Adverse Effect Patient reported symptoms that are not consistent with 
immunological drug allergy, including but not limited to 
nausea, vomiting, diarrhoea, dizziness, headache, 
drowsiness, weakness, chest pain, agitation, or any other 



reaction where the drug or drug class could be used again if 
needed as determined by the investigator. 

Unclear /Vague Patient could not recall the reaction or the symptoms were 
not sufficiently descriptive to allow for classification, so a true 
allergy cannot be ruled out. 
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