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Patient Name: ______________________________ Patient DOB:  _____/_____/_____Date:  _____/_____/______ 

02042019 

Appointment Date: _____________________ Appointment Time: _____:_____ AM / PM

ALLERGY TEST GUIDELINES 
The allergy skin prick test is the most common, non-invasive test used to identify common inhalant allergens 

 (i.e. dander, dust mites, cockroaches, mold and pollen) to which you may be sensitive. 

Please allow for at least 1 hour when you come in for allergy testing. This will allow sufficient time for the 
allergy test, followed by a review of your medical history, allergy test results, and treatment options. 

Please wear short sleeves, or loose fitting sleeves, as the allergy test is performed on the arms. 

Please inform your Provider or Clinical Allergy Specialist if you are pregnant, trying to become pregnant, or 
have asthma. 

MEDICATION GUIDELINES 
In order to obtain valid and useful allergy skin test results, certain medications must be withheld. Please review all 
medications with the Provider or Clinical Allergy Specialist when you schedule your allergy test and consult with your 
physician prior to discontinuing any medication. You may resume all of your medications after you have completed 
the allergy skin test. 

If you are taking a beta blocker for high blood pressure, irregular heart rhythm (arrhythmia), chest pain 
(angina) or other medical condition, discuss discontinuing with your provider. 

Discontinue taking the following medications 7 days prior to allergy test: 

Alavert (Loratadine) Dymista nasal spray 

Allegra (Fexofenadine) Tavist/Tavist II 

Astelin (Azelastine) Xyzal (levocetirizine) 

Clarinex(Desloratadine) Zyrtec (Cetirizine) 

Claritin (Loratadine) 

Discontinue taking the following medications 3 days prior to allergy test: 

Actifed NyQuil 

Aller-Chlor (Chlopheniramine) Nytol 

Axid OTC Sleeping Medications 

Benadryl (Diphenhydramine) Pepcid (Famotidine) 

Chlor-Trimeton Phenergan (Promethazine) 

Cold and flu medications Tagamet (Cimetidine) 

Contact 12 Hour (Clemastine) Tavist 

Dimetapp Tylenol PM 

Dramamine (Dimenhydrinate) Zantac (Ranitidine) 

Excedrin PM 

Continue taking the following medications: 

Intranasal allergy sprays – Flonase, 
Rhinocort, Nasonex or Nasacort 

Medications for other medical 
conditions – asthma, diabetes, heart 
disease or arthritis 

CAT/CAS Name: Phone Number: 
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Patient Name: ____________________________ Patient DOB: ____/____/_______ Date: ____/____/_______ 

02042019 

PATIENT HISTORY 
Medical Conditions  Additional Information 
High blood pressure  YES  NO 
Heart Disease  YES  NO 
COPD/Chronic Bronchitis   YES  NO 
Uncontrolled Asthma 
Stroke 
Immune Disorders (HIV, 

rheumatoid arthritis, cancer, etc.) 

 YES  NO 
 YES  NO 
 YES  NO 

Are you pregnant?       YES          NO   N/A 
Do you have the skin condition called dermographism?  YES  NO 
Have you ever had a severe anaphylactic (allergic) reaction that  YES  NO 
required emergency medical attention? If yes, explain: ____________________________________________________________ 

List all current medications, including prescribed and OTC medications: 

NAME TAKEN FOR DOSE/FREQUENCY DATE STARTED LAST TIME TAKEN 

Allergy History 

When did allergies begin? (Year) _____________ 

Do symptoms include itching and sneezing?  YES    NO 

When do symptoms occur? (check all that apply) 

  All months 

  January   April   July   October 

  February   May   August   November 

  March   June   September   December 

When are symptoms worse? 

 Morning  Afternoon  Evening  Night 

 At home  At work  At school  Other location: ________ 

Symptoms are:  Constant  Occasional  Rare 

Symptoms interfere with activities: 

 Not at all  Mildly  Moderately  All the time 

Which of the following cause or make symptoms worse? (Check all that apply) 

FOOD 

 Meat  Wine  Mushrooms  Milk / milk products  Fruit juices 

 Beer  Cheese  Poultry  Fish  Wheat products 

 Nuts  Chicken  Vinegar  Eggs/egg products  Vegetables 

 Liquors  Other: (list all) ___________________________________________________________________________ 
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Patient Name: ____________________________ Patient DOB: ____/____/_______ Date: ____/____/_______ 

02042019 

ENVIRONMENT 

 Wind  Smoke  Barns/Hay  High pollution  Damp areas 

 Soap  Powder  Mowing lawns  Insecticides  Dust 

 Paint fumes  Perfumes  Cosmetics  Newspapers  Wool 

 House plants  Weather change  Wet weather  Dry weather  Hot day 

 Cold day  Air-conditioning  Travel  Furniture  Feather pillows 

 Hay  Cut grass  Cut flowers  Rugs/rug pads  Christmas trees 

 Stuffed toys  Other: (list all) __________________________________________________________________________ 

Indoors, explain: ______________________________________________________________________________________ 

Outdoors, explain: _____________________________________________________________________________________ 

PETS 

 Birds  Cat: Indoor / Outdoor  Dog: Indoor / Outdoor  Cattle  Horse 

 Other: (list) __________________________________________________________________________________________________ 

Place X under self or age of family members with any of the following medical conditions: 

Condition Self Father Mother Brothers Sisters Children 

Migraine 

Hay Fever 

Hives 

Eczema 

Asthma 

Food Allergies 

Allergy Care History 
List any OTC or Prescribed medications taken for allergy symptoms and when: 

NAME DOSE/FREQUENCY DATE STARTED LAST TIME TAKEN 

Other 
Have you (patient) had an allergy shot in the last two weeks?  YES  NO If yes, explain ___________________________ 
Have you (patient) had any vaccine within the last 48 hours?  YES  NO If yes, explain ___________________________ 
Do you (patient) have an allergy to latex?  YES  NO If yes, explain ___________________________ 
Do you (patient) have an allergy to rubbing alcohol?  YES  NO If yes, explain ___________________________ 
Do you (patient) have an allergy to any medications?        YES  NO If yes, explain ___________________________ 
For Provider Use Only: 

NOTES: 

__________________________   ____________________________   ____/____/_______ 
  Patient/Guardian Printed Name  Patient/Guardian Signature         Date 

__________________________   ____________________________   ____/____/_______ 
  Provider Printed Name                            Provider Signature         Date 
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 Patient Name: ____________________________ Patient DOB: ____/____/_______ Date: ____/____/_______ 

02042019 

INFORMED CONSENT FOR ALLERGY TESTING 

I, ______________________________________ (patient name), consent to receive an allergy skin prick test by or 
under the supervision of my provider to help determine the cause of my allergy symptoms.   

An allergy skin prick test consists of introducing small amounts of allergens into the skin by lightly scratching the 
skin with a specially designed applicator containing each allergen and noting any development of a positive 
reaction. Results are read 15 to 20 minutes after the application of the test. Positive reactions to an allergen will 
gradually disappear over a period of time.  

Reactions from this procedure may occur and I will inform the medical staff of any reactions I may experience. 
These reactions may consist of any or all of the following symptoms: itchy eyes, nose, or throat, nasal congestion, 
runny nose, tightness in the throat or chest, increased wheezing, lightheadedness, faintness, nausea or vomiting, 
generalized itching, bleeding at puncture site, hives and redness of skin. Although rare, under extreme 
circumstances, serious reactions may result in significant respiratory reactions, or anaphylactic shock, which may 
be life threatening. I consent and authorize the treatment of any reactions that may occur as a result of allergy 
testing. 

I verify that I am not currently pregnant or if I am, I have discussed the risks/benefits with my provider. Allergy 
skin testing should be postponed until after the pregnancy. I verify that I am not currently taking beta-blocker 
medication or if I am, I have discussed risks/benefits with my provider. Beta-blockers are medications that may 
interfere with treatment of an adverse reaction. 

I have been advised that some medications I may be taking could interfere with allergy testing. If it is determined 
that medication I am taking has interfered with testing data, I understand that testing may need to be repeated at 
a later time.  

I have read this form and I fully understand its contents. The opportunity has been provided for me to ask questions 
about my allergy skin prick test and these questions have been answered to my satisfaction.  

______________________________________     ___________________________________  ____/____/_______ 
   Patient/Guardian Printed Name            Patient/Guardian Signature Date 

 ______________________________________    ___________________________________  ____/____/_______ 
   Witness Printed Name             Witness Signature  Date 

FOR CAT/CAS USE ONLY: 

Form signed and witnessed outside of CAT/CAS presence? ☐Yes  ☐No  
*If yes, CAT/CAS reviewed the content of the form with the patient/parent/guardian and has answered all questions

posed.

CAT/CAS Name: __________________________________________________     Date: ______/_____/_______ 
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Patient Name: ______________________________ Patient DOB:  _____/_____/_____Date:  _____/_____/______ 

02042019 

ELECTRONIC CONSENT CONTACT FORM 

Patients may elect to receive communications via email, mobile text, and phone regarding personal 
medical information. By allowing the provider to communicate using this method, patients may receive 
appointment alerts as well as immunotherapy updates. Please be assured that all information will be kept 
confidential.   

By my signature below, I agree that: 

1) I would like to receive Short Message Service (SMS) messages and/or email pertaining to my allergy
treatment, including, patient appointment or treatment reminders and other allergy related educational
information to assist me in my allergy treatment;

2) I would like to receive a SMS message (as described above) through my communication service
provider in order to deliver the SMS message to the mobile number listed below;

3) My communication services provider is acting as my agent in this capacity; and
4) I am providing a valid email and/or mobile phone number for these email and/or SMS messaging

services.

There are no charges imposed by my provider for SMS message services, but I am responsible for any and 
all applicable charges or fees imposed by my communications service provider. 

Patient Name:  _____________________________________________________ 

Patient/Guardian Signature: ___________________________________________ 

Patient E-Mail Address: ______________________________________________ 

Patient Mobile Number: _____________________________________________ 

Patient Mobile Carrier: ______________________________________________ 

Note: Consent for receipt of email or mobile text messages is not required as a condition of any allergy 
service or treatment. Consent to receive SMS and/or email notifications may be revoked at any time by 
following the “opt out” instructions included in the SMS communication copy that is sent to the email 
address listed. Please allow a reasonable period of time to process your withdrawal.  The provider may 
terminate text and/or email messaging services from time to time, for any reason, and without notice. 
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Patient Name: __________________________________________________________  Date of Birth ________/______/__________ 

01022020 

PATIENT REGISTRATION 

Section 1: Demographics  Prepared by: ________________________________________ on _____/____/________ 

Patient Name: _________________________________   Date of Birth __/__/__    Visit Date: __/__/__  Social Security Number:______________________________ 

Patient Address: ______________________________________________________________________________________________________________  

City: ______________________________________   State: _______ Zip Code: ____________ Phone: _________________________________________ 

Insurance Carrier Name: _______________________________________________________    Primary   Secondary   

 HMO     PPO    MCO (Medicaid)  CHIP    Medicare  Other: ___________________             Capitated          Yes     No 

Assigned Primary Care Provider (PCP) if applicable : __________________________________________________________________________________ 

Claims Address: ______________________________________________________________ City: ________________ State: _________ Zip: _________   

*Note: Complete separate Patient Registration if patient has secondary insurance

Payor ID: ____________________________       Member ID: _____________________________         Group #: __________________________________ 

Policy Subscriber Name: ___________________________________________________________________ Policy Holder’s DOB: ______/____/_________ 

Section 2: Insurance     Plan Effective Date ___/___/___    Provider In Network?  Yes     No  

Patient Acknowledgement 

I have read/been informed of the above Allergy Test, Immunotherapy and injection benefits information and understand I am responsible for all co-pay and deductible 

amounts at the time of service. If I decide to initiate therapy, I understand that my insurance will be billed entirely regardless of whether I continue therapy or not. I also 

understand if I change insurance during the duration of therapy that it is my responsibility to notify my doctor’s office immediately; otherwise, I will be responsible for the 

remaining balance in full.  If my coverage has been terminated or if my benefits change for any reason, I understand I will be billed for any portion of my treatment that is 

not covered by my insurance company.  Although benefits have been verified, the quoted benefits are not a guarantee of payment by the insurance carrier(s). The carrier 

will process the claim according to the policy and provisions outlined in my health insurance benefit.  I fully understand that it will be my obligation to pay for any of the 

services that were rendered and not covered by my insurance company.  If I need any further explanation, I will direct all my questions to the billing department prior to 

consenting for these services. 

Patient/Guardian Print Name: ___________________________________   Patient/Guardian Signature: ______________________________________ 

Date:  _____/____/_______    CAT/CAS Signature:  ___________________________________________________________________ 

Practice Information: 
TAX ID   : ____________________________     NPI Number: ____________________________   Group Tax ID: _________________________________ 

PTAN     : ____________________________ 

Method of Verification:  
 Representative 
 Automated 
 Online 

Representative Name (if applicable): ____________________________________________________ 

Confirmation Number (if applicable): ____________________________________________________ 

 Date: _____________________ 

 Time: _____________________ 

Total Amount Met Remaining 

Individual Deductible 

Individual Out-of-Pocket (OOP) Annual Maximum 

Family Deductible  

Family Out-of-Pocket (OOP) Annual Maximum 

Procedure Coverage 

95004: Allergy Skin Prick (Scratch)Test including 
the test interpretation and report by the provider 

Co-insurance %/Co-pay Amount $   Prior authorization required? 
 Yes    No 

Pre-authorization # 
(once approved): 

________________________ 

95165: Supervision of the Preparation and 
Provision of Antigen Preparations for 
Subcutaneous Allergy Immunotherapy 

 Co-insurance %/Co-pay Amount $  Prior authorization required? 
 Yes    No 

Pre-authorization # 
(once approved): 

________________________ 

95115: Administration of an Injection (Single) 
& 

95117: Administration of Injections (Multiple) 

Co-insurance %/Co-pay Amount $  Prior authorization required? 
 Yes    No 

Pre-authorization # 
(once approved): 

________________________ 
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Patient Name: ____________________________ Patient DOB: ____/____/_______ Date: ____/____/_______ 

02042019 

Allergen Immunotherapy Treatment Consent 

Based on the allergy skin prick test results and the recommendation of my provider, I have been informed of allergen 
immunotherapy treatment, by or under the supervision of my provider, to help relieve allergy symptoms. 

Reactions from this treatment may occur. I will monitor the size of any reactions and the length of time they last and 
inform the medical staff of any reactions I may experience. Local reactions could include: burning, itching, bleeding, 
swelling and/or hives, redness of skin, skin blistering/sloughing, and/or possible infection at the puncture site.  More 
severe reactions are less common and may include, but are not limited to, symptoms of sudden itching of the nose, mouth, 
ears, and throat, nasal congestion, sneezing, wheezing, coughing, shortness of breath or tightening of the chest, bronchial 
asthma, generalized hives (welts), swelling of tissue around the eyes, tongue or throat, stomach or uterine (menstrual-
type) cramps, possible miscarriage (if pregnant), lightheadedness, faintness, nausea and vomiting. Although rare, serious 
reactions may result in significant respiratory reactions, abnormal heartbeat, loss of ability to maintain blood pressure, or 
anaphylactic shock, which may be life-threatening.  Serious reactions usually occur within 30 minutes after the procedure. 
I consent and authorize the treatment of any reactions that may occur as a result of allergy injections. I will keep my 
epinephrine auto injectors on hand for at least 3 hours after the injection. 

I agree to accept and follow the 12-month immunotherapy treatment plan outlined by my provider to safely increase my 
dosage. If I do not follow the treatment plan, I understand my dose may need to be adjusted. Optimum results are 
gained by remaining on immunotherapy for at least three years. My signature below is approval for my provider to 
discard my immunotherapy medication upon expiration. 

I agree to remain in the medical facility for 30 minutes after my injection and to immediately report any symptoms. If I 
choose to leave prior to the 30-minute waiting time after my injection, I do so against medical advice and therefore accept 
all responsibility and liability for any subsequent reaction(s) from my allergy shot(s).  If a reaction occurs after leaving the 
provider’s office, I understand I must report any such reaction to the provider before receiving the next injection.   

I have read this form and I fully understand its contents. The opportunity has been provided for me to ask questions about 
my allergy immunotherapy treatment and these questions have been answered to my satisfaction.  

________________________________ ___________________________________ ____/____/_______ 
   Patient/Guardian Printed Name Patient/Guardian Signature       Date 

  _______________________________ ___________________________________ ____/____/_______ 
   Witness Printed Name  Witness Signature Date 

Visit Schedule 

Date: ____/____/_______ Time: ______:______ AM/PM 

Date: ____/____/_______ Time: ______:______ AM/PM 

Date: ____/____/_______ Time: ______:______ AM/PM 

FOR CAT/CAS USE ONLY: 

Form signed and witnessed outside of CAT/CAS presence? ☐Yes  ☐No  
*If yes, CAT/CAS reviewed the content of the form with the patient/parent/guardian and has answered all questions

posed.

CAT/CAS Name: __________________________________________________    Date: ______/_____/_______ 
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02042019 

Cat & Dog: Limiting Your Allergen Exposure 

Since pets typically live with you, allergy symptoms can persist all year long. Even if your pet is not in your 
house all the time, their allergens are airborne and can still affect you. 

Tips to control cat and dog allergens: 

1. If at all possible, have your pet live outdoors.

2. For situations where outdoor living is either not practical or agreed to, try to keep your pet isolated to an

area of the house that you are not often in.

3. Cat allergen is found in the pet’s urine, fur, and saliva. The litter box should be maintained outdoors or

in an area of the house that you seldom go.

4. Bathe your pet weekly, preferably by a family member who is not allergic. This will diminish the amount

of allergen shed by your pet.

5. Understand that if your pet wanders in and out of the house, outdoor allergens such as

tree/grass/weed pollens can adhere to the pet’s fur and thereby be brought in the house. Weekly

baths will minimize the spread of allergens into the house.

6. Much of pet allergen exposure occurs by contact with carpeting, stuffed furniture, curtains, and

bedding. By using Febreze® on these items once every 1 to 2 weeks, you can diminish both pet allergen

and dust mite allergen exposure.

7. If you have a guest with pets, or if you visit a home with pets, the pet allergen can be inadvertently

brought back to your home through clothing. Changing your clothing near the entrance of your house,

when returning from an environment where you are exposed to cats and dogs, is recommended.
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02042019 

 

Cockroach: Limiting Your Allergen Exposure 
 

Cockroach has been found to be a major allergen and is prevalent in the southeast.  The major allergy problems are 

associated with German (small) cockroaches.  For every cockroach seen there are thousands unseen. Experts say that 

cockroaches can enter through an opening as small as 1/16th of an inch. 
 

 

Some tips that may help to control cockroaches: 
 

 

Indoor:          1.  Fill all gaps around plumbing or electrical boxes. 

2.  Place food in covered containers and in your cupboard or refrigerator after use. 

3.  Avoid clutter. Always clean countertops to remove food and fluids. 

4.  Sweep or mop kitchen floors frequently to remove food sources. 

5.  Do not eat in carpeted areas if possible (chips, cookies will produce crumbs). 

6.  Vacuum frequently. 
 

 
Outdoor:       1.  Remove organic material away from the foundation of your home. 

2.  Place a foundation barrier around your foundation to prevent cockroach entrance. 

3.  Fill or repair all holes, gaps, or cracks leading into your home. 

4.  All moisture/water sources or areas with food (pet feeding area) are magnets for roaches and should 

be kept clean or away from the general living area, if possible. 

5.   Open chimneys without caps and tree limbs hanging over roofs are ways for cockroaches to find 

an entrance into your home. 
 

 

Bathrooms & Closets 

Cockroaches like dark, cluttered environments.  Cleaning up clutter is important. 

Bathrooms are a water source for roaches. Keep sinks clean and repair leaking faucets. 
 

 

Treatment 

Roach Rid; Roach Hotels; Roach Super Bait GelTM (Dursban, Permethrin); Roach ProofTM (Boric Acid). 

Be careful of aerosols if you have asthma or allergies. Keep and use these products away from pets and children. 
 

 

It is important to treat in areas where roaches are seen and make sure that large appliances (refrigerators, stoves, and 

freezers) as well as drawers and cupboards are part of the cleaning and treating (suggest blowing with a straw behind 

appliances).  Try to include roach treatment in dark areas.  Roaches like to hide in the dark or sheltered areas. 
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02042019 

 

Dust Mites: Limiting Your Allergen Exposure 
 

Dust mites are microscopic and invisible to the naked eye. They live in pillows, mattresses, rugs, stuffed toys 
and upholstered furniture and feed off of your dead skin cells. They live for about 3 weeks in warm, humid 
environments and the females produce up to 100 eggs each. Mite allergens are prevalent whether they are 
dead or alive. By reducing exposure in your home and workplace, you can diminish your symptoms. 

 

 
Cost effective tips to control dust mites: 

 

 

1.   Spray an anti-dust mite solution such as Acarosan® on your rugs and carpets every 4 months. It will 
lessen dust mite contents of your rugs. 

 
2.   Use a bagless vacuum cleaner with a HEPA filter to reduce the spreading of dust mites. Since dust mite 

allergens are relatively heavy and rarely air borne, air-filtration units have no significant effect on 
reducing the dust mites in a room or carpet. 

 
3.   Putting dust mite impermeable (e.g. full cover, zipped up bag) covers over pillows, mattresses, and box 

spring can further prevent your exposure from dust mites that live in your bedding. Plastic covers are 
less expensive however, they don’t let water vapor pass through which may affect your comfort and 
promote mold growth. 

 

4.   Wash bedding in hot water (> 130○F) to kill new dust mites weekly. Treat with Febreze® in between    
washes. 

 
5.   Stuffed toys contain dust mites. It’s best to remove them or encase them in plastic. 

 
6.   Dust mites will not survive low humidity. Keep your air conditioner on and/or use a dehumidifier to get 
your home’s humidity down to at least 50%. 

 
7.   Dust mites within upholstered furniture can be reduced by routinely spraying such furniture with 
Febreze®. 
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02042019 

 

Mold: Limiting Your Allergen Exposure 
 
 

Molds thrive on decaying matter. They are present year round, especially during the spring and fall. Most 

molds produce spores that become airborne and cause inhalant allergies. They thrive in warm, dark, moist 

areas such as bathrooms, poorly vented laundry rooms, closets and basements. Window frames, refrigerator 

drain pans, old books, plants, leaking roofs, plumbing leaks, and deteriorating carpets can also harbor mold. 

Humid, warm air fosters mold growth. Thus, controlling your home’s temperature and humidity can have a 

great impact on your mold exposure in your home. 
 
 
 
Tips to control Molds: 

 
 
Mold spores are both indoor and outdoor allergens: 
 

1.   Avoid piles of leaves and dead-decaying plants which are sites of high mold spore counts. 
 

2.   Avoid outdoor activities during times of high mold spore counts. 
 
 

3. Also, diminishing dense vegetation or plant debris from areas near or in your home. 
 
 

4. Decreasing indoor mold spore exposure may be accomplished by: 
 

a. Reducing humidity in your home. 

b. Decreasing the number of indoor plants. 

c. Closing all windows and doors during periods of high mold spore counts. 

d. Utilizing HEPA air conditioning filters and changing the filters monthly. 

e. If leaks are evident in the house, repair and thoroughly clean the area where the leak was found. 

f. Check dryer vent for proper operation and outdoor venting. 

g. Use fungicide sprays such as Lysol®, ammonia & bleach to kill mold spores in damp areas 

(showers, sinks, toilets, water pipes, window wills). User cleaner to prevent mildew on shower 

curtains. 

h. Empty refrigerator water pans frequently. Remove old food and periodically wash refrigerator 

shelving with a 10% bleach solution or Lysol®. 
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02042019 

Pollens - Grass, Trees & Weeds: Limiting Your Allergen Exposure 

Allergy symptoms that occur primarily in the spring, summer, or fall are the result of inhaled pollens. Tree 

pollens in the spring, grass pollens in early summer, and weed pollens in late summer and fall provide a 

predictable pattern of symptoms. Pollen counts are higher on dry, hot, and windy days, decrease during 

rain, and increase after rain, and are highest between 5:00 am and 10:00 am. 

Unfortunately, exposure to pollen is not limited to outdoors because they are carried inside on clothing, 

shoes, and pets, and enter through open doors and windows. Most of the time it is not possible to fully 

escape the pollen and sometimes the tips presented below are still not good enough. 

Tips to control pollens: 

1. Monitor daily pollen forecasts and stay indoors when the count is high.

2. Avoid yard work in early morning when pollen counts are higher, and use pollen filtering masks and
gloves when you do have to work out in the yard.

3.  If you do spend time outside during periods of high pollen, change clothes leaving them and your shoes
at the door and shower when you return inside.

4. Keep windows closed as much as possible in your home and car. Keep car air intake on re-circulate.

5. Wash hair before going to bed to remove pollen. Spouses should do the same.

6. Use good air filters on central AC or portable filtering units (HEPA - High Energy Particulate Air) in the
bedroom. 

7. Machine-dry your clothing and bedding. Pollen may collect in laundry if it is hung outside to dry.
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