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Self-Reported History Form – LUNG SCREENING 

 
 
Date Form Completed: __________________ 

First Name: ____________________ Ml: _______________ Last Name: ______________________________ 
 
Date of Birth: ___________________ 
 
Marital Status:      Single   Married    Divorced   Widowed 
 
Primary Doctor  

Name: ____________________________________ 

City: ______________________________________    State:   ___________     

Release info to this doctor?   Yes   No 
 
Pharmacy Information 

Preferred Pharmacy:  __________________________________________________________________ 

                          City: ____________________________ 

Past Medical History - {check the box if you have been diagnosed with or have any of the following) 

 Abnormal bleeding or bruising 
    Asthma 
 Bronchitis 
 Emphysema 
 Atrial fibrillation 
 Blood problems (clots, anemias) 
 Cancer (other/previous) 
 Coronary artery disease 
 Defibrillator 
 Diabetes 
 Difficulty swallowing

 
 Fractures 
 Frequent headaches or migraines 
 Heart disease/attack 
 High/Low blood pressure 
 High cholesterol/triglycerides 
 Jaundice/Hepatitis 
 Kidney stones 
 Kidney problems/Dialysis 
 Collagen vascular disease 
 Metal implants

 
 Muscle weakness 
 Numbness in arms/legs 
 Osteoporosis 
 Scleroderma 
    Sexually transmitted diseases 
 Seizures/Epilepsy 
 Sleep apnea 
 Stroke/Paralysis 
 Swelling of ankles/feet 
 Thyroid trouble 
 Tuberculosis

 
 

 Have you EVER had radiation, radium, radioactive implants or cobalt treatments?  Yes  No 
 If Yes, at what Center(s) did you receive these treatments? ________________________________ 
  

 Do you have a pacemaker or a defibrillator or other implanted device?     Yes   No     

  

 Do you have an autoimmune disease like lupus or scleroderma?   Yes   No     

 

Females:  Are you or could you be pregnant?    Yes       No 
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Surgical History (List the types of surgery you have had and approximate date) Include any implanted devices: 

_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 

Have you ever had chemotherapy?   Yes   No 
 
If Yes, at what Center did you receive these treatments? ___________________________________________ 
 
Please add the type, if know: ___________________________________ 
 
Do you have any other health issues not included above?   Yes   No 
 
 
_________________________________________________________________________________________ 
Please list all medications and dosages, including over the counter, supplements, and herbal medications you 
are taking or attach list: 
 
Medication Name     Dose      Frequency 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
 
Allergies: List all medication and any other allergies and symptoms/side effects experienced: 
 

 No known allergies 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
 
Family Cancer History 
 
Relationship to you    Type of Cancer    Age at Diagnosis 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
 
 
Do you now or have you ever smoked?        Yes       No 
 
Number of years you smoked: _____    If you have quit, what year? ____ Packs or cigarettes per day? ________    
 
Smokeless tobacco?   Yes       No     
 
Do you drink alcohol?                                                 Yes       No 
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If Yes, how much per week? ______________ 
 
Do you have a history of drug or alcohol abuse?       Yes       No  
 
If Yes, what type? _____________________________ 
 
Have you ever been exposed to hazardous materials?      Yes       No 
 
If Yes, what and for how long? ___________________ 
 
Do you have any cultural or religious beliefs that affect your medical care?   Yes       No 
 
If Yes, please describe:  ________________________________________________________________ 
 
Has your weight changed in the last 3 months?       Yes       No 
 
Have you had a Flu Vaccine this year?       Yes       No 
 
Are you in a relationship with someone who hurts or harms you?    Yes       No 
 
Do you have an Advanced Directive or Living Will?      Yes       No 
 
Do you have a "Do Not Resuscitate Order"?      Yes       No 
 
Are copies of these directives provided today?      Yes       No 
 
 
Review of Systems (please check any/all that apply to you) 
 

Constitutional / General 

  Fever 
 Shaking/Chills  
 Swelling or lumps 
 Night Sweats 
 Fatigue 
 Sleep issues 
 Weight loss/Gain 

Skin, Nails, Hair 

 Rashes 
 Itching 
 Sores or Wounds 

Heart / Cardiovascular 

 Chest pain 
 Irregular heartbeat 
 Leg swelling 

ENT / Eyes Ears Nose Throat 

 Nose bleeds 
 Dry mouth 
 Difficulty swallowing 
 Mouth pain/sores 
 Voice Changes 
 Changes in taste/smell 

 

Lung / Respiratory 

 Cough up blood 
 Shortness of breath 
 Wheezing 
   Chronic cough 
 Home oxygen 

Stomach/GI 

 Abdominal pain 
 Nausea or vomiting 
 Constipation 
 Diarrhea 
 Hemorrhoids 
 Clay or bloody stools 
 Heartburn 
 Ulcers  

Urinary/GU 

 Pain with urination 
 Trouble starting urine 
 Trouble stopping urine 
 Blood in urine 
 Night time urination 
 Incontinence 

 

 

Endocrine 

 Hot flashes 

 Excessive thirst or hunger 
 Heat or cold intolerance 
 Excessive urination 

Musculoskeletal 

 Limited motion 
 Jerking or shaking 
 Problems walking 

Musculoskeletal (cont) 

 Tingling or Numbness 
 Paralysis 
 Seizures 

Psychological/ Behavioral 
 Personality changes or 

excessive anger 
 Depression 
 Nervousness or anxiety 
 Suicidal thoughts 
 Hallucinations 
   Memory problems 

 
 
 
 
 
Neurologic: 

 Headaches 
 Hearing loss or ringing 
 Double vision 
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 Visual changes or Loss 
 Dizzy Spells 

 
Hematologic / Lymphatic: 

 Color Changes/Bruising 
 Low blood count 
 Bleeding Problems 

 

Allergic / Immunologic: 
 Difficulty breathing 
 Choking due to allergies 
 Face swelling  

 
Pain 
Do you have pain now?          Yes       No  
 
If yes, where is the pain?  ________________________________________________________ 
 

On a scale of 0-10, 0 being no pain and 10 intense, how do you rate your pain?  _________________________ 

 
 

 
6C. Additional risk factors 

 
 
 
 
6C1. Education level 

Select one: 
 8th grade or less      9th – 11th grade     High School Graduate or High 

School Equivalency  
 Post high school training, other than college (e.g. Vocational/Some Technical 

School) 
 Associate’s Degree      Bachelor’s Degree Graduate or Professional

  
Unknown / Refused to Answer      
Other, please specify:   _______________________________ 

6C2. Radon exposure – 
documented high exposure 
levels: 

 
 No  Yes 

 
6C3. Occupational exposures to 
agents that are identified 
specifically as carcinogens 
targeting the lungs 

Select all that apply: 
□ Silica      Cadmium  Asbestos Arsenic 
□ Beryllium      Chromium      Diesel fumes      Nickel 
□ Other, Please specify:  ________________________________________  

 
6C4. History of cancers that are 
associated with an increased 
risk of developing a new primary 
lung cancer 

Select all that apply: 
□ Prior lung cancer      Lymphoma       Head and Neck    Bladder 

Cancer 
□ Other smoking-related cancers, please specify: 

_____________________________________________________ 
6C5. Lung cancer in first-degree 
relative (mother, father, sister, 
brother, daughter, or son with 
history of lung cancer): 

 
 No Yes  Not sure / Unknown 

6C6. Family history of lung 
cancer, other than first-degree 
relative: 

 
 No  Yes  Not sure / Unknown 

6C7. COPD:  
 No  Yes 

6C8. Pulmonary fibrosis:  
 No  Yes 

6C9. Secondhand smoke 
exposure: 

 
 No   Yes   Not sure / Unknown 
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Signature: 
 
Patient Signature: __________________________________________ Date:____________ 
 
Name of person completing the form if other than patient:      ________________________________ 
 
Relationship to patient: _____________________________ 


