NORTH TEXAS LUNG ASSOCIATES

MEDICAL QUESTIONNAIRE
Please complete all paperwork

LAST NAME : FIRST NAME
BIRTHDATE AGE

MIDDLE NAME
GENDER:

PHARMACY INFORMATION .

\LE OR FEMALE
-

Name

Phone

Address

+ ALLERGIES

PLEASE LIST ALL FOOD AND DRUG ALLERGIES AND THE TYPE OF REACTION

Drug

Reaction

MEDICATION LIST

PLEASE LIST ALL MEDICATION AND INHALERS

MEDICATION DOSAGE

| FREQUENCY -

ROUTE




SOCIAL HISTORY

PLEASE CHECK ONE OF THE FOLLOWING BEL.OW AND FILL IN THE BLANK.

DO YOU USE TOBACCO PRODUCTS?
[ }1.NO,IHAVE NEVER USED TOBACCO PRODUCTS.
[ ]2. FORMER SMOKER, 1 DO NOT SMOKE CIGARETTES NOW. I STARTED

SMOKING AT AGE | 1 QUIT SMOKING AT AGH__|. IN THE PAST I SMOKED
AT MOST] IPACKS PER DAY.

[ ]3. CURRENT EVERYDAY SMOKER. I STARTED SMOKING AT AGE___| ON
AVERAGEISMOKE __ [PACKS PER DAY.

PLEASE CIRCLE YES OR NO. IF YES, PLEASE SPECIFY.

DO YOU REGULARLY YES OR NO IF YES, WHAT AMOUNT?
DRINK ALCOHOL? | D ;

DO YOU DRINK YES OR NO IF YES, HOW MANY CUPS
CAFFEINE? O 0] PER DAY?

HAVE YOU EVER USED YES OR NO IF YES, WHAT TYPE?
STREET DRUGS? | ]

ARE YOU CURRENTLY YES-OR NO TF YES, WHAT TYPE?
USING STREET DRUGS? L[] ]

VACCINATION HISTORY _ '

DATE OF LAST PNEUMONIA VACCINE?

DATE OF LAST TETNUS BOOSTER?

DATE OF LAST INFLUENZA VACCINE?

HAVE YOU HAD A TUBERCULOSIS SKIN TEST? YES OR NO

IF YES, WAS IT POSTTIVE OR NEGATIVE?

DID YOU HAVE A CHEST X-RAY AFTER THE TUBERCULOSIS SKIN TEST? YES OR
NO

IF YES, WERE THE RESULTS NORMAL? YES OR NO}




SURGERY/PROCEDURE HISTORY
PLEASE CIRCLE ALL THAT APPLY AND INDICATE YEAR IF APPLICABLE.

[JAPPENDIX REMOVED
[IBACK SURGERY
[ICARDIAC BYPASS
CJCATARACT SURGERY
[JCOLONOSCOPY
[JECHOCARDIOGRAM
CJENDOSCOPY

COFOOT SURGERY

OGALLBLADDER REMOVED

[JHAND SURGERY
[CJHERNIA REPAIR
[JHIP SURGERY

CIKNEE SURGERY
CJLUNG SURGERY

HOSPITALIZATION HISTORY
PLEASE LIST ANY CONDITION REQUIRING HOSPITALIZATION

[IMAMMOGRAM

CIMASECTOMY

CINEPHRECTOMY (KIDNEY REMOVED)
[JOTHER:
CJPARTIAL COLECTOMY (COLON)
[ISHOULDER SURGERY

[ISMALL BOWEL RESECTION

. (OSPLENECTOMY (SPLEEN)

CISTENT PLACEMENT
[1STRESS TEST
COJTHYROID REMOVED
[OJTONSILS REMOVED
COOVALVE REPLACEMENT

YEAR

REASON FOR HOSPFTALIZATION

FAMILY HISTORY

RELATIVE

AGE

DECEASED,
AGE AT
DEATH

MEDICAL CONDITIONS/CAUSE OF DEATH

MOTHER

FATHER

MATERNAL GRANDMBA

MATERNAL GRANDPA

PATERNAL GRANDMA

PATERNAL GRANDPA

SIBLINGS

CHILDREN




PULMONARY HISTORY

PLEASE CIRCLE IF YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS:

[JALPHA-1 ANTITRYPSIN DEFICIEN CY

CIASTHMA

[IBRONCHITIS

JCOPD

OCOUGH

CJEMPHYSEMA
JINFLUENZA

CILUNG CANCER
COPLEURISY
COPNEUMONIA
[JPULMONARY EMBOLISM

MEDICAL HISTORY

[JPULMONARY FIBROSIS
CJPULMONARY HYPERTENSION
[DJPULMONARY NODULE
COSHORTNESS OF BREATH
OSINUSITIS

[ISLEEP APNEA WITH CPAP
[JTUBERCULOSIS

TIWHEEZING

COTHER:

PLEASE CIRCLE IF YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS:

[JAIDS

[JALCOHOL ABUSE |
CJANEMIA
C1ANOREXIA
CIANXIETY
CJARTHRITIS
CIBLOOD CLOTS

[JBLOOD TRANSFUSION (YR{ )

OBULEMIA
CJCANCER TYPE:

JCATARACTS
CJCHLAMYDIA
[JCONGESTIVE HEART FAILURE
OJDEPRESSION
ODIABETES
[JEASY BLEEDING
OECZEMA
CIEPILEPSY
[JGENITAL HERPES
CIGENITAL WARTS
COGLAUCOMA
[JGONORRHEA
OGouTr

THAY FEVER
CIHEADACHES

" [JHEARING LOSS

OHEART ATTACK
[THEART MURMUR
COJHEMORRHOIDS
[JHEPATITIS A, B, C
OHERNIA

OJHIGH BLOOD PRESSURE
OHIGH CHOLESTEROL
OHv

COJHOT FLASHES -
OHPV
OHYPERTHYORIDISM
OHYPOTHYROIDISM
OINFERTILITY
COKIDNEY DISEASE
CLIVER DISEASE
COMOTOR VECHICLE ACCIDENT
[OSEIZURES

OSICKLE CELL ANEMIA
[1SKIN DISEASE
OSTROKE

OULCERS

OOOTHER:




