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Fax: (270) 844-1105  
Date ____________
Name___________________________    Age _____ Date of Birth ___________
Referring Physician ______________________
Occupational history:

What is your education level?  _______________________________________________
List your occupations and years worked at each.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check if you have:

___ Worked around toxic chemicals or substances

___ Asbestos exposure

Chief Complaint:

Why are you here to see a pulmonary (lung) doctor? 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Present Illness:

Are you currently being treated for any illnesses? 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Medical History:

Are you allergic to any medications?
___ Yes     ___ No

List medications to which you are allergic and reactions: 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Revised 4-6-06
Name:_____________________________  Date: _________________________
Have you had the following vaccinations?

___ Influenza (“flu shot”) annually
___ Pneumococcal (“pneumonia”) Vaccine

Check off any lung or breathing problems

___ Unable to catch your breath

___ Wheezing

___ High blood pressure

___ Heart Murmur

___ Unable to sleep lying flat

___ Sudden onset of difficulty breathing

___ Night sweats

___ Coughed up blood

___ Chest pains or pressure

___ Shortness of breath

___ Dizziness

___ Swollen legs

___ Heart failure

___ Blue lips or fingernails

___ Leg cramps when you walk

___ Hay fever

___ Pneumonia

___ Blood clot

___ Exposure to tuberculosis

___ Lung cancer

___ Collapsed lung

Have you ever had:

___ Treadmill stress test

___ Electrocardiogram (EKG)

___ Pulmonary Function or Spirometry test

___ Bronchoscopy or Needle Lung Biopsy

___ Lung surgery

___ Heart surgery

___ TB skin test

___ Allergy testing

Have you ever had any operations?

_________________________________________________________________________________________________________________________________________________________________________________________________________
Any injuries? 

_________________________________________________________________________________________________________________________________________________________________________________________________________
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Phone: (270) 844-1101       
Name: _____________________________ Date: _________________________
Review of systems: Please circle any symptoms you have:

CNS:     headaches, seizures, fainting, loss of memory

Cardio respiratory:    shortness of breath, wheezes, chest pain, palpitations, difficulty                                                                                  sleeping, daytime sleepiness

Gastrointestinal:      heartburn, reflux, indigestion, change in bowel habit, 

Genitourinary:        frequency, hesitancy, burning, passing blood

Musculoskeletal:    joint pain, swelling, arthritis, muscle aches, rash, itching, 

Family History:

Check if any close family member (parents, brothers, sisters, children) have:

___ Heart problems

___ Asthma

___ Sleep Apnea or snoring

___ Cancer

___ Heartburn

___ Emphysema

___ Tuberculosis

Are there any other health problems in your family? 

_________________________________________________________________________________________________________________________________________________________________________________________________________
Social History:

Marital Status      S     M     W     D

With whom do you live?  ___________________________________________________

What are your leisure activities?  _____________________________________________
Do you exercise (including walking)? ___ Yes          ___ No

Do you smoke?    ___ Yes     ___ No

How many packs per day? ________    For how many years?  _______________
If you no longer smoke, when did you quit?  _______ Why? _________________
Do you, or have you ever, lived with anyone who smokes? ________________________
How much alcohol do you drink?  ____________________________________________
Do you use any recreational drugs?  ___ Yes      ____ No

List:  ____________________________________________________________
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Name: _____________________________  Date: __________________
PHYSICAL EXAMINATION:

T_____________ P _________________ R________________ BP_________________
Ht_____________Wt__________________Measured_________Stated________
HEENT: _________________________________________________________________
_________________________________________________________________
Chest: _________________________________________________________________
_________________________________________________________________
Cardiac: _________________________________________________________________
_________________________________________________________________
Abdomen: _________________________________________________________________
_________________________________________________________________
Extremities:  _________________________________________________________________
_________________________________________________________________
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