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PULMONARY CLINIC NEW PATIENT INFORMATION 
  
GENERAL INFORMATION 
 
Patient’s Name: ______________________________________    DOB:_____________   Age:_______ 
 
Reason to be seen: ___________________________________________________________________ 
 
___________________________________________________________________________________      
 
Parents’Names/DOB’s/SS#:_____________________________________________________________ 
 
___________________________________________________________________________________   
 
Home Address: ______________________________________________________________________ 
 
Home Phone #: ______________________ Mom/Dad Cell or Work #: ___________________________ 
 
PCP Office Phone: _________________________   PCP Name: ________________________________ 
 
 
MEDICAL HISTORY:                                                                                                                                  
 
________________________________________   __________________________________________ 
 
________________________________________    __________________________________________ 
 
_______________________________________    ___________________________________________ 
 
MEDICATIONS: 
 
________________________________________   __________________________________________ 
 
________________________________________    __________________________________________ 
 
_______________________________________    ___________________________________________ 
 
 
INSURANCE: 
 
Insurance Plan and ID#: ________________________________________________________________ 
 
Insurance Group #: ____________________________________________________________________ 
   
Referring Physician:___________________________________________________________________ 
 
 U.S. Citizen? _______________________________________________________________________                                                                                                  
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