
Wellness resource medical clinic  
Ph. 949-249-9449   Fax:  949-249-4951 

Antigen order form 
 

Patient name____________________________   Date:_______________ 
Address:__________________   Phone number:____________________ 

 
Since each antigen order is prepared individually, the  form must be submitted 7 

days in advance.  Allow for extra time if mailing your form.   
 

1. How often do you take 
your antigens? ________ 

2. Any adverse reactions 
at injection site? 
___________________________ 
___________________________
___________________________
___________________________ 

3. Syringe prescription 
refill needed? 
____________ 

4. Last clinic 
visit______________________ 

5. Last skin testing 
performed_______________
__________________________ 

6. Any new 
medications?____________
___________________________ 

7. Any new environmental 
triggers? 
___________________________
___________________________
___________________________
___________________________ 

8. Special requests or 
comments? 
___________________________
___________________________
___________________________
___________________________

 
Injection record sheet 

             Antigen                                                                                               antigen 
Date         Bottle       amount               reaction                    date        Bottle      amount            reaction 

        
        
        
        
        
        
        
        
        
        
        
        
        
        
        

Is your injection record complete? _____ 
Pick-up date: _________  or mail delivery ($10.00)________ 
Express Mail Delivery ($25.00)__________ 

 
Signature:____________________________________ 

 
Reviewed:________________________     Approved:________________________ 

Patti Byron, Laboratory CQI Director    Kevin Hegewald MD 
PATTI@WELLNESSRESOURCEALLERGY.COM 


