
Roseville Pulmonary and Sleep Medicine Clinic 

Patient Information - Pulmonary 

Date: ______ _ 

Patient Name: Date of Birth: Sex --------------- --------- ---

Address: __________________ City: _________ Zip: ___ _ 

Best Phone Number: Email: -------------- --------------
Referring Doctor: ______________ Primary Doctor: ___________ _ 

Emergency Contact: ___________ Relationship: _______ Phone: ____ _ 

Our doctors and staff need to know who we are allowed to speak with if you are not available: 

Name: _______________ Phone Number: ______________ _ 

ARE YOU ON OXYGEN? YES_ NO_ (IF YES, PLEASE INDICATE LITERS PER MINUTE): __ 

HAVE YOU EVER HAD A BREATHING TEST (PULMONARY FUNCTION TEST)? YES_ NO_ 
(IF YES, PLEASE INDICATE WHERE THE TEST WAS PERFORMED AND WHEN): 
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