Comprehensive Sleep & Pulmonary Practice
Vijay Pethkar, M.D. & Toni Tipton, FNP-BC

CONFIDENTIAL HEALTH HISTORY

Name: Date:

Reason for visit:

ALLERGIES:

Please list the symptoms you currently have:

1.

3.

Medical History: check () the medical conditions you have or have had in the past.
CJAIDS/HIV (JGlaucoma (JPsychiatric Care [ JWake up short of breath

(JTonsilitis CJTB (JUse of Prednisone
(_JArthritis (_JHeart Disease [ JRheumatoid Arthritis ( JAsthma
(JHeart Surgery ([ JReflux (JOxygen use

(JBlood Clots (JHepatitis (JSarcoidosis ]
 Leg (_JHigh BP (JSleep Apnea

____Lung (JKidney disease [_JStroke )
(_JBronchitis (JLiver Disease [_JThyroid Problems
(JCancer (JLung Surgery (JCough ]
(JChem Depend ([ JLupus (JCough with phlegm
(JCOPD (_JNarcolepsy ( JCough with blood )
(_JDiabetes (JPacemaker (JSnoring

(JEmphysema [ JPneumonia (JWake up choking )
Surgery / Hospitalizations:

Date: Reasons:




Name: Date

Family History: (parents, siblings) Specify

(JCancer Social History:
(JAsthma Exposure:

(JCOPD (J Coal Dust
(_JSleep apnea () Dust/ Fumes / Chemical
(_JHeart Disease () Asbestos - where
(_JHigh Blood Pressure

(JDiabetes Drug Use Yes No
(JStroke Caffeine Yes No
(JBlood Clots Alcohol Yes No
]

)

Tobacco: Currently smoke Y/N  Non-smoker Y/N  Ex-smoker Y/N
Average # of packs per day # years smoked

Age started smoking? Age stopped smoking?

Dates of Following:

Flu Vaccine :
Chest X-ray/CT: (where)

PneumoniaVaccine:

List of current Medications:




