
Patient Details _____________________ _ 

Patient Name: ________________________________________________________________________________ _ 

Date of Birth: _________________________________________________________________________________ _ 

Home Phone: ________________________________ Mobile: _________________________________________ _ 

Email: _______________________________________________________________________________________ _ 

Address:-------------------------------------------------------------------------------------

Clinical History _____________________ _ 

Smoking History: D Never D Ex-smoker D Current Haemoglobin: _____________ g/L (if known)

Tests required -----------------------­

Referring Doctor/Stamp __________________ _ 

Referring Doctor: ____________________________________________________________________________ _ 

Address:-------------------------------------------------------------------------------------

Fax: _______________________________________ Provider Number: ______________________________ _ 

Signature: ______________________________________________ Date: ______________________________ _ 
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Signature: ______________________________________________ Date: ______________________________ _ 

SKIN PRICK ALLERGY TESTING

Does the patient use H-2 Antagonists? 		     
Does the patient regularly use Antihistamines? 	      

YES NO

    Full Skin Prick Allergy Test – HDM, Alternaria, Aspergillus, Ragweed, Acacia, Privet, Cat, Dog and Grass Mix

    Select allergens only			       Pollens

    HDM				    	     Cat & Dog

    Moulds				        Grass

* Please note we only test for the allergens listed. We do not offer food allergen testing
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Suite 29a, Level 3, 6 Meridian Place, Bella Vista NSW 2153
Ph: 02 8883 4558   Fax: 02 8814 5286

Email: reception@nrsd.com.au  Web: www.nrsd.com.au
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Norwest Respiratory & Sleep Disorders is located at 
Suite 29a, Level 3 
6 Meridian Place, Bella Vista NSW 2153

Parking is available in the marked bays at the front of 
the building or off street parking is available in  
Meridian Place. We are accessible by car, bus and 
metro train services, which are a short walk to our suite.

• Respiratory & sleep medicine consultations   •	 Lung function testing
• Home diagnostic sleep studies

WE ARE 
NOW
HERE

Please read the below specific instructions to prepare for your Skin Prick Testing

Please advise staff if:
• You are pregnant
• Taking any Beta-Blockers (as this stops response to anaphylaxis)
• Taking anti-depressants

Please withhold the medications below as indicated if you are taking these.

Withholding Time Medication Group Medication list

24 Hours H-2 Antagonists Ausfam, Ausran, Famohexal, Magicul, Pamicid, 
Pepcicidine, Pepzan, Rani-2, Ranoxyl, Tagamet.

4 Days Antihistamines

Aerius, Alledine, Allerdyne, Allereze Allerfexo, 
Alzene, Allersoothe, Avomine, Avil, Benadryl, 
Cetrelief, Codagesic, Codalgin Codral, Claratyne, 
Demazin, Dimetapp, Dolased, Fiorinal Fexo, Fexal, 
Fexorelief, Fexotabs, Fenezal, Logicin, Larano, 
Lorapaed,, Lorastyne,  Maxydol, Mersyndol, 
Periactin, Panalgesic, Polaramine, Paedamin, 
Pherergan, Restivit, Snuzaid, Sleepgels, Sudafed, 
Sinutab, Tefodine, Telfast, Travacalm, Tensodeine, 
Unisom Vallergan, Xergic, Xyzal, ZepAllergy, Zilarex, 
Zodac, Zyrect.

7 Days
Antidepressants 
(Preferred but not 
compulsory)

Avanza, Axit, Anafanil, Aurozamine, Dothep, 
Deptran Endep, Generic, Lumin, Mitrazon, Milivin, 
Placil, Remeron, Sinequan, Surmontil, Tofranil, 
Tolerade, Tolvon.
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