MATRIX PULMONARY, P.A.
2401 Manatee Avenue West
P. (941)744-1336 F. (941)746-3846

Date:

Patient Name: Patient DOB:

Patient SSN: Gender: F / M Marital Status: M/ S /W /OTHER
Patient Home Phone Number: Cell:

Patient Primary Mailing Address:
City: State: Zip:
Other Address:

Email address (required)

Referring Physician: Primary Care Physician:
Race: (White/Black/Hispanic/Asian/American Indian/Other):
Ethnicity: Hispanic / Non-Hispanic (circle one) Language:

Pharmacy/Phone #/Address:

Matrix Pulmonary, P.A. is authorized to obtain information from my pharmacy for continuation of my medical care.

Emergency Contact and
Relationship:
Persons authorized to receive medical information/make medical decisions on my
behalf:

Insurance Information:
Primary Insurance:
Secondary Insurance:

X

Authorization to obtain/release medical records from medical providers: | authorize Matrix Pulmonary to
obtain any medical records concerning my care from any physician, hospital, or other health care professionals. | also authorize Matrix
Pulmonary to release any medical records concerning my care to any health care professionals, insurance companies, third part
administrator, or managed care company.

PLEASE PROVIDE YOUR INSURANCE CARD AND DRIVERS LICENSE SO WE CAN MAKE A COPY FOR YOUR FILE.

PAYMENT IS EXPECTED AT THE TIME OF SERVICE: The patient is responsible for any deductible, co-payment, and any amount not
covered by their insurance policy. The recipt you will receive at the time of departure can be used to file your secondary insurance.
MEDICARE PATIENTS: We do file Medicare claims, however the patient is expected to pay the 20% co-payment, and at the time of service
unless your supplemental policy is a Medigap. If your secondary insurance does not cross over from Medicare automatically, you will be
charged the co-payment at time of service. You are also resposible for your Medicare yearly deductible.

ASSIGNMENT AND RELEASE: | certify that |, and/or my dependent(s) have insurance coverage with the above insurance company(ies)
and assign directly to Matrix Pulmonary all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature of all insurance submissions.

| have been shown the Notice of Privacy Practices and have been provided the opportunity to review it.

The above named physician may use my health care information and may disclose such information to the above-named Insurance
Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable
for related services. This consent will end when my current treatment plan is completed or one year from the date signed below. | hereby
authorize said assignee to release all information necessary to secure the payment. | authorize Matrix Pulmonary, P.A. to download my
medication history and Rx benefits into my account from a Rx clearinghouse.

Signed: Date:




MATRIX PULMONARY P.A
Board Certified Pulmonary Diseases

Name: Date:

Age: Marital Status (please circle one): Married Single Divorced Widowed(er)

Do you have any children? YES NO How many?

What are your leading health problems?

Medication Allergies/type of reaction:

Environmental Allergies:

Food Allergies:

When was your last chest x-ray or CAT scan of the chest?

Where was it done?

Have you ever had a breathing test done and where?

Have you had a flu shot in the past year?

Have you had a pneumococcal shot within the past 5 years?

SOCIAL HISTORY:

Do you currently smoke: YES NO
How many packs per day?

Have you smoked in the past: YES NO

If so when did you quit?

For how many years have you or did you smoke?

Do you drink alcohol? Drinks per day?

Do you drink caffeine? Cups per day?



NAME:

REVIEW OF SYSTEMS (PLEASE CHECK ONLY THOSE THAT CURRENTLY APPLY)

CONSTITUTIONAL: EARS/NOSE/THROAT/NECK:
___anorexia __dizziness ___snoring
___ chills ___ear congestion___sore throat
__ fatigue __earinfection __tinnitus
_fever __earitching __ trouble smelling
___insomnia __frequent sneezing
___malaise ___gastroesophageal reflux
___night sweats ___headache
___recent illness __hearing loss
___weight gain/obesity =~ hoarseness
___weight loss ___mucosal bleeding

__nasal allergies

___nasal congestion
EYES: __nasal discharge

___post nasal drip
___blindness ___sinus congestion

___eyes tearing ___sinusitis
___inflammed eyes

MUSCULOSKELTAL: CARDIOVASCULAR:
___arthritis ___angina

___gout ___ankles swell
____muscle pain ___arrythmia

muscle spasm
muscle weakness

__ chest pain/pressure
__ claudication

___neuritis ___dyspnea
___edema
GENITOURINARY:  enlarged heart

___exercise intolerance
__blood in urine ___ fatigue
__ burning on urination ___heart murmur
___infection of the bladder __heart skips a beat

___urinary frequency ___high blood pressure
___urinary incontinence ___leg cramps

___urinary retention ___near syncope/dizziness
___urinary urgency __orthopnea

__voiding at night ___palpitations

paroxysmal nocturnal dyspnea

varicose veins
wake up short of breath

NEUROLOGIC: HEMATOLOGIC:

__black out spells ___abnormal bleeding/bruising
__dizziness __blood transfusion

__head injury __leukemia

___headache ___lymph node enlargement
___memory loss ___malaria

___nerve or brain disease prolonged bleeding time

___numbness __sickle-cell disease
___paralysis ___spleen removal
___ seizures

___speech difficulties

___stroke

trouble with coordination

RESPIRATORY:
___apneic events

asbestosis exposure

___aspiration
___broncholiths
___chest congestion
___chest pain
__chest tightness

cigarette smoking

___cough
___cough up blood

daytime sleepiness

___dyspnea

dyspnea on exertion
excessive sputum

___ frequent coughing
___hiccups

___infected sputum
___night sweats
___nocturnal cough
___occupational exposure
___orthopnea
__orthostasis
___passive smoking
__pedal edema

___PPD positive
__Raynaud’s phenomenon
___shortness of breath
___snoring

__foreign body aspiration___tuberculosis exposure

_ foul smelling sputum __ turn blue
___wheezing
GASTROINTESTINAL: PSYCHIATRIC:
___abdominal pain __alcohol abuse
___anorexia ___anxiety

___black stools

___blood in stools
___constipation
___cramps

__diarrhea

___excessive gas
___gastroesophageal reflux
___heartburn
___hematemesis
___hemorrhoids
___increased abdominal girth
___indigestion
___jaundice

___melena

___nausea

__trouble swallowing
____vomiting

DERMATOLOGIC:
___acne

___hemorrhagic area in skin
___hives

__itching of skin
____psoriasis

__skin cancer
__skinrash

__depression
__disturbance of consciousness
___disturbance of emotion
__disturbance of memory
__disturbance of thinking
___drug abuse

___eating disorder
___hallucination
____mania

___psychosis
___suicidality

ALLERGY/IMMUNOLOGY:
___anaphylactoid reaction
___angiodema

__ food allergy

__rhinitis

___urticaria

ENDOCRINE:
___adrenal excess
___adrenal insufficiency
__chills
__diabetes type 1
___diabetes type 2
__ flushing
___goiter
___hyperlipidemia
___hyperthyroidism
__hypoglycemia
___hypothyroid
___obesity
__thyroid nodule



FAMILY HISTORY PLEASE CIRCLE ANY THAT APPLY:

Please also indicate if mother or father with a “M” or a “F”

Asthma Alcoholism Anemia Arthritis Bronchitis
Diabetes Emphysema Epilepsy Gout Glaucoma
Hypertension Kidney Disease Leukemia Mental Illness Stroke

OCCUPATIONAL HISTORY:

Current occupation:

Cancer
Heart Disease
Tuberculosis

What types of occupations did you hold throughout your lifetime:

Did you have any unusual occupational exposure (i.e. asbestos, coal mine dust)

PAST SURGICAL PROCEDURES/HOSPITAL ADMISSIONS FOR ILLNESS:

What kind of surgery or admission and years:

MEDICATION HISTORY: (if you have already provided a medication list to front desk you may leave blank)

MEDICATION: DOSAGE: FREQUENCY: LENGTH OF USE:




Epworth Sleepiness Scale

How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This
refers to your usual way of life in recent times. Even if you haven’t done some of these things recently try to
work out how they would have affected you. Use the following scale to choose the most appropriate number
for each situation:

0 = would never doze

1 = slight chance of dozing

2 = moderate chance of dozing

3 = high chance of dozing
Situation Chance of Dozing
Sitting and Reading 0123
Watching TV 0123
Sitting inactive in a public place 0123
As a passenger in a car for an hour 0123
Lying down to rest in the afternoon 0123
Sitting and talking to someone 0123
Sitting quietly after lunch without alcohol 0123
In a car, while stopped for a few D123

minutes in the traffic



MATRIX PULMONARY, P.A.
ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTCES:

**You may refuse to sign this acknowledgement**

I have received a copy and/or been offered a copy to review of this offices “Notice
of Privacy Practices.”

Please Print Name

Please Sign Name

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices
but acknowledgement could not be obtained because:

b

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please
Specify)




