Name: _________________________________________  Date:__________________________

Asheville Pulmonary & Critical Care Associates
New Patient Information

Reason for visit today:____________________________________________________________

Have you had any recent chest imaging?   YES   or   NO       Date of CT/XRay:_________________

Do you use oxygen?   YES or NO     Oxygen Liter Flow:_________   Supplier:_________________

How do you use O2 (circle)?     Exertional 		Nocturnal          24/7

Do you use CPAP:		YES  	or 	NO		Supplier:_____________________

Do you use BIPAP:		YES 	or 	NO		Supplier:_____________________


List the medications you are taking with their doses or attach a list:

Local pharmacy:_______________________   Mail order pharmacy:______________________

1.________________________________		2.__________________________________

3.________________________________		4.__________________________________

5.________________________________		6.__________________________________

7.________________________________		8.__________________________________

9.________________________________                  10.__________________________________

11._______________________________                  12.__________________________________

List any drug allergies and the reaction to each:

______________________________________________________________________________

______________________________________________________________________________


Date of Flu vaccine:__________________ 	Date of Pneumonia vaccine:__________________

Date of Prevnar vaccine:__________________  Date of Covid-19 vaccine:__________________
Review of systems:
(Circle any of the following symptoms you currently have)

General:     	fever,  chills,  weight loss,  weight gain,  night sweats,  snoring,  stops breathing    at night,  falls asleep early during the day

HEENT:     	nasal congestion/drainage, hoarseness

Respiratory:     cough (how many months_____),  decreased exercise tolerance,                           
                           shortness of breath,  coughing up blood (how many months______),
                           coughing up mucous (what color_______________),  wheezing

Cardiovascular:     chest pain,  irregular heartbeat,  sleeps siting up,  swelling in legs,
	                    sleeping on more multiple pillows (how many____), 
	                    wakes up during the night short of breath

Gastrointestinal:     abdominal pain,  change in bowel habits,  difficulty swallowing,
                                   Heartburn,  nausea,  vomiting

Musculoskeletal:     backache   (due to arthritis  yes_____  or  no_____)
                                    joint ache (due to arthritis  yes_____  or  no_____)

Social history:

Have you ever smoked:     YES     or   NO           What age did you start: _____________
 	Are you still smoking:     YES   or   NO    What age did you quit:  _____________
 	On average, how many packs per day_______________

Who lives with you at home:______________________________________________________

What kind of pets or animals do you have:  (indoor / outdoor)____________________________

What kind of work have you done:__________________________________________________

Have you been exposed to chemicals:  YES    or  NO  
Explain:_______________________________________________________________________

Travel History:

Have you recently traveled outside of the country:   	YES 	or	NO

[bookmark: _GoBack]When:________________________		Where:____________________________________

US states you have recently traveled to/lived in?______________________________________

Family History:
(List any family members with the following problems)

Asthma:_______________________________________________________________________

COPD/Emphysema:______________________________________________________________

Blood clots in lungs:______________________________________________________________

Heart disease:__________________________________________________________________

Lung cancer:____________________________________________________________________

Pulmonary Fibrosis:______________________________________________________________

Past Medical History:
(List all pulmonary and/or cardiac problems)

1.____________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________

4.____________________________________________________________________________

5.____________________________________________________________________________


Surgical History:
(List all pulmonary and/or cardiac surgeries that you have had)

1.____________________________________________________________________________

2.____________________________________________________________________________

3.____________________________________________________________________________

4.____________________________________________________________________________

5.____________________________________________________________________________

