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New Patient Form
Patient Information
Name: ______________________________________
Date of Birth: ____ / ____ / ______
Age: ______ Sex: ☐ Male ☐ Female ☐ Other
Address: __________________________________________
City: __________________ State: ______ Zip: __________
Phone: __________________________
Email: __________________________
Primary Care Provider: ______________________________
Referring Physician: ________________________________
Emergency Contact: _________________________________
Relationship: __________________ Phone: _____________
Insurance: ________________
Policy Number: ________________
Group Number: ________________

Pharmacy
Address__________________________________________________
City____________________ State________ Zip code_____________

	Medication
	Dosage

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



Reason for Visit
What problem brings you in today?
☐ Shortness of breath
☐ Chronic cough
☐ Wheezing
☐ Abnormal chest imaging
☐ Lung nodule
☐ Sleep issues / snoring
☐ Asthma evaluation
☐ COPD evaluation
☐ Other: ___________________________________
Past Medical History
(Please check all that apply and provide details where necessary)
☐ Hypertension (High Blood Pressure)
☐ Diabetes
☐ Heart Disease
☐ Asthma / COPD
☐ Thyroid Disorder
☐ Kidney Disease
☐ Liver Disease
☐ Cancer (Type: ______________________)
☐ Stroke / Neurological Disorder
☐ Depression / Anxiety / Mental Health Condition
☐ Other: __________________________________________
Additional Details (diagnosis dates, treatments, etc.):
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Respiratory History
Have you been diagnosed with:
☐ Asthma
☐ Chronic Obstructive Pulmonary Disease
☐ Sleep Apnea
☐ Pulmonary Fibrosis
☐ Lung Cancer
☐ Pneumonia
☐ Tuberculosis
☐ Other: ___________________________________


Sleep Symptoms
☐ Loud snoring
☐ Daytime sleepiness
☐ Witnessed breathing pauses
☐ Morning headaches
Previous sleep study? ☐ Yes ☐ No
If yes, when/where: ________________________

Allergies
	Allergy
	Reaction

	

	

	

	



Surgical History
	Type of Surgery
	Date

	
	

	
	

	
	

	
	


Family History
Family history of lung disease?
☐ Asthma
☐ Chronic Obstructive Pulmonary Disease
☐ Lung Cancer
☐ None
Smoking History
☐ Never smoked
☐ Former smoker
☐ Current smoker
Type: ☐ Cigarettes ☐ Cigars ☐ Vape
Packs per day: ______
Years smoked: ______
Quit year: ______
Secondhand smoke exposure: ☐ Yes ☐ No
Alcohol History

Do you drink alcohol?   Yes_________   No_________
How many glasses a day? ___________________________
Vaccinations
Flu vaccine in past year: ☐ Yes ☐ No
Pneumonia vaccine: ☐ Yes ☐ No
COVID vaccine: ☐ Yes ☐ No

Signature
Patient Signature: _____________________________
Date: ____ / ____ / ______
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