
 

 

 

 

 

      

              `                                                                                   Stuart Lung 

                                                                 Kenneth L. Holling, M.D., P.A.  
                          PULMONARY NEW PATIENT EVALUATION 

Name___________________________________________________________Date__________________________________ 

DOB_____________________AGE:_____________ 

Reason For Visit 

____________________________________________________________________________________________  

Referring Doctor_____________________________________________ 

Please describe the symptoms you are having and for how long: 

__________________________________________________________________________________________________________________  

 

__________________________________________________________________________________________________________________ 

          Review Of Systems 
Do you have or have you ever had any of the following:                                    See HPI 
 

__Asthma                __Gallstones                                                    WEIGHT 

__Angina                __Gout   Have you had any weight change in the past year?______ 

__Anemia                __GERD     

__Arthritis                __Hypertension   CARDIOPULMONARY           EYES  

__Bronchitis                              __HIV               __coughed up blood  __glasses 

__Bronchiectasis                      __Hepatitis               __shortness of breath  __decreased 

vision 

__BOOP                __Inflammatory Bowel Disease __cough                                  __pain in eyes 

__COPD                           __Thyroid Disease   __wheezing                                     ENT  

   __Chemotherapy               __Kidney Disease   __unusual heart beat  __earaches 

__Cancer                __Nasal Polyps    SKIN   __ringing in ears 

__Colitis                __Neuromuscular Weakness           __chronic skin condition          __frequent 

sneezing 

__Cirrhosis                __Prior Intubations              __lump or growth on skin __runny nose 

__Coronary Artery Disease   __Pneumonia                         __change in skin color           __recurrent sore 

throat 

__Congestive Heart Failure   __Rheumatic Fever        GENITOURINARY            __persistent 

hoarseness 

__Cerebral Vascular Accident __Rheumatoid Arthritis                      __painful urination     

GASTROINTESTINAL 

__Diabetes     __Seizure Disorder   __frequent urination __nausea or vomiting 

__Depression     __Scleroderma   __painful urination             __Stomach pain 

__Diverticulitis     __Sarcoidosis   __bloody urine               __frequent 

indigestion 

__Emphysema    __Stomach Ulcers   MUSCULOSKELETAL           __Diarrhea 

       __Tuberculosis                                __painful joints                       __constipation 

       __Other                                    __sore muscles  __blood in stool 

       ____________________                          NEUROLOGICAL 

                                                     __frequent or severe headaches    __dizziness or 

faintness 

   

                                 

                                             



Please list all surgeries and hospitalizations: 
 

Year     Year    Year   

 

  

 

 

 

 

 

 

Please list all Allergies: 
 

_____________________________         ________________________________       _____________________________        

_____________________________         ________________________________       _____________________________ 

_____________________________         ________________________________       _____________________________ 

Have you ever smoked cigarettes?__________ If yes, how many packs per day?_________Number of 

years?_________ 

Quit date__________ Have you ever tried to quit smoking?______ What methods have you 

tried?_____________________ 

Do you drink Alcohol?______________    How many ounces per day _______________ per week 

_____________________ 

Recreational Drug use: __________Inhalation ___________ Injectable ________ Ingestible_________   

Drug Dependence:  Narcotics _____________ Benzodiazepines _____________  

 

Daily, occasional and ex-smokers are more likely to be hazardous drinkers 
 
Hazardous drinking NIAA (National Institute on Alcoholism and Alcohol Abuse Guidelines) 
Men > 14 drinks per week OR > 4 drinks per day     Women > 7 drinks per week OR > 3 drinks per 
day 

 

Current Vaccinations and dates: 
 

FLU ________ Pneumovax ___________ PPD (TB skin test) _____________ Varciella ___________  

Hepatitis _____________ Pertussis _____________ 

 

 

Please list ALL occupations past and present: 
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

________ 

 

Do you have any pets? ____________ Please list: _____________________    

________________________________________    

_______________________________________________________________________________________________________

____ 

 

 

Have you ever worked in any of the following occupations? _______Foundry _______Coal Mine _______Quarry 

_______Tunnel worker_________  

Cotton, flax or hemp mill ______Asbestos Mining, Milling, Processing_____ Painting or Spraying ______ 

Sandblasting ________Rock cutter________ 



Manufacturing ceramics, glass, abrasives _________any job with exposure to dust, gas or fumes_________ 

Chemicals or Fires___________ 

 

Travel History 
 

Please list places you have traveled outside the United States 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

________________________________________________________________________________________________ 

 
Family History 
 

Has any member in your immediate family have or ever had any of the following: 

__Asthma     __Gallstones   __Thyroid Disease 

__Angina     __Gout    __Thrombotic Disease 

__Anemia     __GERD              __Tuberculosis 

__Arthritis     __Heart Disease  __Other    

__Bronchitis                __HIV    ___________________________ 

__Bronchiectasis    __Hepatitis 

__BOOP     __Hypertension 

__COPD     __Hay Fever 

__Cystic Fibrosis    __Inflammatory Bowel Disease 

__Cancer     __Kidney Disease 

__Colitis     __Nasal Polyps 

__Cirrhosis                __Neuromuscular Weakness 

__Coronary Artery Disease   __Pneumonia 

__Congestive Heart Failure   __Rheumatic Fever 

__Cerebral Vascular Accident (CVA)             __Rheumatoid Arthritis 

__Diabetes                __Seizure Disorder 

__Depression                __Scleroderma  

__Diverticulitis                __Sarcoidosis 

__Emphysema    __Stomach Ulcers 

 

 

 

 

 

 

Are you currently using; Oxygen_____ LPM_____ C-PAP ______setting _______ Nebulizer __________ If so, who is your 

supplier? __________________ 

 
Please list your current medications including dosage and directions: 
 

1.__________________________________________________________________ 

2.__________________________________________________________________ 

3.__________________________________________________________________ 

4.__________________________________________________________________ 

5.__________________________________________________________________ 

6.__________________________________________________________________ 

7.__________________________________________________________________ 

8.__________________________________________________________________ 

9.__________________________________________________________________ 

10.________________________________________________________________ 



11._________________________________________________________________ 

12._________________________________________________________________ 

13._________________________________________________________________ 

14._________________________________________________________________ 

15.________________________________________________________________ 

16._________________________________________________________________ 

 

 

Of the following procedures, please list the dates and testing facility of your last test. 
 

Chest X-ray_________________________    Complete Pulmonary Function Test __________________________   

CT Chest ___________________________   Electrocardiogram (EKG) ________________________   

ECHO/Stress Test ___________________________ Sleep Study ____________________________  
 

 
 
 


