FIRST COAST PULMONARY ASSOCIATES, P.A.

PLEASE FILL OUT COMPLETELY
Patient Name: 






 Age: 

 Date: 





Family Physician: 





 Phone: 






Marital Status:

 M      S     D     W
Referring Physician: 



 Phone: 




Occupation: 




 Previous if Retired: 






Medical History:

1.  What brings you to the doctor today? 










2.  When did you first notice this problem? 









3.  Do you have any of the following? If Yes, please explain.


a).
Shortness of breath
 Yes
     No








b).
Wheezing

 Yes
     No









c).
Hay fever (Allergies)
 Yes
     No








d).
Cough


 Yes
     No








e).
Cough up phlegm
 Yes
     No








f).
Cough up blood
 Yes
     No








g).
Fevers


 Yes
     No








h).
Recent weight change
 Yes
     No








i).
Sleeping disorder
 Yes
     No








j).
Difficulty swallowing
 Yes
     No








k).
Chest pain

 Yes
     No







4.  Do you smoke?     Yes     No    How long (years)? 


 Packs per day: 



5.  Have you ever smoked?     Yes     No   How long (years)? 

 When did you quit? 



6.  Have you ever been diagnosed with any of the following?  If Yes, please explain.
     Asthma

 Yes
  No 


   Heart Disease
 Yes
  No 



     Emphysema
 Yes
  No 


   Hypertension
 Yes
  No 



     Bronchitis

 Yes
  No 


   Irregular Heart Rate  Yes   No 



     Pneumonia

 Yes
  No 


   Seizures

 Yes
  No 



     Tuberculosis
 Yes
  No 


   Thyroid Problems
 Yes
  No 



     Pleurisy

 Yes
  No 


   Diabetes

 Yes   No 



     Sinusitis

 Yes
  No 


   Heart Burn

 Yes
  No 



     Bronchiectasis
 Yes
  No 


   Stomach Ulcers
 Yes
  No 



     Lung Cancer
 Yes
  No 


   Colitis

 Yes   No 




     Pneumothorax
 Yes
  No 


   Arthritis

 Yes
  No 



     Pulmonary Emboli
 Yes
  No 


   Cancer

 Yes
  No 



     Pulmonary Fibrosis  Yes  No 
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7.  Exposure history:   Please explain.


a).
Have you ever worked with or around asbestos? 








b).
Welding? 




c).
Soldering? 






d).
Mining? 



 
e).
Other Inhalants? 




f).
Animals/Pets? 




8.  List all medication allergies: 










9.  List all of your current medications: 

10.  List all of your previous surgeries and hospitalizations:

          Date

   Operation(s)


            Where


             Surgeon

11.  Recent lab work:


   When

Where


Results, if Known

      a).  TB skin test




    


    




      b).  Chest x-rays




    


    




      c).   Pulmonary Function Tests


    


    




12.  Have you ever been given: 
    When



       Where
      a).   Pneumonia vaccine











      b).   Flu vaccine











13.  List any other medical illnesses:

14.  Have any of your immediate family had: Please check.






Who?






Who?
 Diabetes


  



 High blood pressure 



 Lung Cancer, specify type 




 Asthma

 




 Cancer


  



 Kidney Disease
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