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PULMONARY MEDICAL REPORT
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Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration. The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the questions below, based on information available in your records.


1. Date of first examination ________________. 
Describe symptoms, sings and clinical findings on that date.  
___________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________

2. Significant past history and clinical course._________________________________ ____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

3. Date of the examination _________________________________________________. 

Findings on the last examination 

	B/P ________		HT ________	        WT ________	   Pulse ________ 








4. Chest wall: 

a. Describe symmetry or any abnormalities _________________________________
               _________________________________________________________________________  

b. Describe retraction or use of accessory muscles. ________________________
  	    _______________________________________________________________________ 

5. Lungs: Respiratory rate________________________________________________________ 
    Respiratory sounds at auscultation_____________________________________________ 
     _____________________________________________________________________________
    Percussion ____________________________________________________________________ 
	
    Presence of permanent wheezing, ronchi or rales. 
    ___________________________________________________________________________ 

    Is there history or presence of hemoptysis? Explain ____________________________ 
     ___________________________________________________________________________ 

    Is there history of respiratory failure?    ___________ yes      ____________no 
	
Dates:  __________	             _______________	                     _____________ 

6. Heart: 

	Rate __________________		                   Heart sounds ___________________ 
	
	Rhythm _______________		                   PMI ___________________________ 



 

   Is there evidence of CHF?  Dates of acute episodes: 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

Any presence or history of cor pulmonale? _________________________________ 

    Date:  ____________________________ 

7. Abdomen: 

    Organomegaly ____________________________________________________________ 

    Hepatojugular reflux _______________________________________________________ 


8. Extremities: 

    Edema _____________________________________________________________________ 

    Cyanosis ___________________________________________________________________ 

    Pulse (0-2) __________________________________________________________________ 


9. Describe any episodes of asthma and/or asthmatic bronchitis. Provide dates, clinical findings, treatment and response. 




	Date
	Clinical findings 
On presentation
	Period of time 
Attack Lasted
	Treatment Given
	Response

	
	_____ Wheezes
_____ Ronchi 
_____ Rales 
_____ Others 

	Arrived ______ 
Discharged ______ 
Duration: 
_____Hours _____Mins.
	
I.V.______
Other ______
Medication,
	

	
	_____ Wheezes
_____ Ronchi
_____ Rales 
_____ Others

	Arrived ______ 
Discharged ______ 
Duration: 
_____Hours _____Mins.
	
I.V. ______
Other ______
Medication,

	

	
	_____ Wheezes 
_____ Ronchi 
_____ Rales 
_____ Others 

	Arrived ______
Discharged
______
Duration:
_____Hours _____Mins.
	
I.V. ______
Other______ 
Medication,
	

	
	_____ Wheezes 
_____ Ronchi 
_____ Rales 
_____ Others 

	Arrived ______
Discharged
______
Duration:
_____Hours _____Mins.
	
I.V. ______ 
Other ______ 
Medication,
	

	
	_____ Wheezes 
_____ Ronchi 
_____ Rales 
_____ Others 

	Arrived ______
Discharged
______
Duration:
_____Hours _____Mins.
	
I.V. ______ 
Other ______ 
Medication, 
	

	
	_____ Wheezes 
_____ Ronchi 
_____ Rales 
_____ Others 

	Arrived ______
Discharged ______
Duration:
_____Hours _____Mins. 

	
I.V.______ 
Other ______ 
Medication,
	





10. APNEA: 

a. Type _______________________________________________________________ 

b. Is it related to any neurological condition? 
	    Explain ______________________________________________________________ 

c. Is patient using CPAP?  Explain response to treatment. ________________ 
	_______________________________________________________________________
           _______________________________________________________________________


11. NARCOLEPSY: 

	Describe frequency and duration of episodes___________________________ 
          ________________________________________________________________________
          ________________________________________________________________________ 

	Describe precipitation factors___________________________________________ 
          ________________________________________________________________________
          ________________________________________________________________________

Treatment and response _____________________________________________________ 
 _____________________________________________________________________________ 
 _____________________________________________________________________________

Please, provide copy of any laboratory, radiography and/or and other study performed to asses diagnosis of actual condition(s).

Diagnosis ______________________________________________________________________
 _______________________________________________________________________________
 _______________________________________________________________________________

Treatment and response ________________________________________________________
 _______________________________________________________________________________
 _______________________________________________________________________________


Prognosis _______________________________________________________________________
 ________________________________________________________________________________
 ________________________________________________________________________________


Additional comments ___________________________________________________________
 ________________________________________________________________________________
 ________________________________________________________________________________





	

	
	



	Physician’s Print Name
	
	Physician Signature

	

	
	


	Specialty
	
	Date (month/day/year)

	

	
	

	License Number
	
	Office Hours

	
	
	


	
	
	Telephone Number



Conservation:  Equal to the file which it constitutes part. 
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