Please fill out this information as accurately as possible;
it is part of your medical record.

Name
DOB

Why were you referred to this clinic? [———————

C o N 5 U L T A N T s

pulmonany —

Pharmacy name & location Social Exposures

Flu Shot Did you ever smoke?  Yes No
Pneumonia Shot How many packs per day?
Tetanus/TDaP When did you quit?

Medical History (please check all that apply)

oNO Health Problems Do you drink alcohol?  Yes No
OALS/MS  DArthritis  OAsthma How many drinks per day?

oCancer (type) oCOPD Have you ever been an alcoholic? Yes No
oDepression/Anxiety oDiabetes oEmphysema

OFatigue OGERD OHeart Disease Do you consume caffeine? Yes No
OHypertension  oHyperlipidemia How many ounces per day?
alnsomnia  alrreg heart rhythm ocoffee  opop  oenergy drinks

OMigraines OSeizures  OThyroid disease
oSleep Apnea OStroke  oVitamin B or D deficiency

OOther
Surgical History (please list all surgeries/dates) Do/did you use illicit substances? Yes No
oBronchoscopy  mHeart surgery/stent placement ometh opot oother
oSinus/nasal surgery  oTonsils/adenoids
aOther Other exposures
oAsbestos  oRadon oFarm dust
oTuberculosis  oSecond hand smoke
Social History
oSingle oMarried oWidowed oDivorced Family History
How many children do you have? My mother is Dalive odeceased Age
Current place of employment Health problems:
Retired? Yes No  Stay @ home? Yes No
Shift work: Yes No My father is oalive odeceased Age
CDL: Yes No Health problems:
Allergies Do your children have any health problems?

Medication allergies:

Any family history of:

ocats odogs omold ograss odust opollen oHeart disease oStroke  oSeizures

oother oSleep Apnea clnsomnia oAsthma
oEmphysema oAllergies

Please list all medications and dosages oCancer/Type:

Include supplements and over-the-counter meds)

7.
8.
9.
1

B wh =

0.




1.
12.




