
HEALTH HISTORY QUESTIONNAIRE 

Name:  D. O. B.: Date: 

Primary Care Physician:   Referring Physician: 

Pharmacy Name and Address:  

Medical Equipment Company (oxygen, nebulizer, CPAP, BiPAP): 

Reason for Visit: 

Medication Allergies: 

Medications: List your current prescription and non-prescription drugs or attach a list if more room is needed. 

Name Dosage Times per Day 

yes  no yes  no

yes  no

yes  no

yes  no

Social

Have you ever smoked? 

How many years have you smoked? 

If quit, when? 

How many packs a day? 

Health Maintenance 

Flu shot: When? 

Prevnar 20:  When?  

Most Recent Tests: Date 

TB skin test: When? 

Results:  positive  negative 

Location 

Last Colonoscopy: 

Last Mammogram:



10. How likely are you to doze off or fall asleep in the following situations?

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 0 1 2 3 

Watching TV 0 1 2 3 

Sitting, inactive in a public place (e.g. a theater or a meeting) 0 1 2 3 

As a passenger in a car for an hour, without a break 0 1 2 3 

Lying down to rest in the afternoon, when circumstance permit 0 1 2 3 

Sitting and talking to someone 0 1 2 3 

Sitting quietly after a lunch without having had any alcohol 0 1 2 3 

In a car, while stopped for a few minutes in traffic 0 1 2 3 

Sleep History 

1. Do you snore? Yes  No  Don�t know

In which position do you snore? 

Do you snore if you fall asleep in a chair? 

Does your snoring disturb anyone? 

Has anyone ever noticed if you stop breathing in your sleep? 

Do you gasp or choke while you sleep? 

2. Do you suffer from either of the following in the morning?

3. Do you feel sleepy during the daytime?

Back only  All position

Yes  No  Don�t know

Yes  No  Don�t know

Yes  No  Don�t know

Yes  No  Don�t know

Dry mouth  Headache

Yes  No  Don�t know

How many days per week? 

What age did it start? 

Is it worsening? 

Have you ever had a car accident due to sleepiness?

Do you suffer from memory problems?

Are you more irritable lately?

Do you take any daytime naps?

How many per week?  

How long do you nap?  

Are your naps refreshing?  Yes  No

Yes  No  Don�t know

Yes  No  Don�t know

Yes  No  Don�t know

Yes  No  Don�t know

Yes  No  Don�t know

9. What is your bedtime?

How long does it take you to fall asleep? 

When do you wake up?  

Do you wake up during the night?  Yes  No  Don�t know

How many times per night?   What awakens you?  



COMPREHENSIVE 
CANCER CENTERS 

cccnevada .com 

PATIENT ACKNOWLEDGEMENT 

The undersigned patient of Comprehensive Cancer Centers of Nevada ("CCCN") acknowledges and agrees 

as follows: 

1. My CCCN practitioner may refer me to non-CCCN healthcare providers for services including but

not limited to diagnostic testing, imaging, and/or specialist consultation ( each an "Outside Provider");

2. Outside Providers are not affiliated with CCCN, and CCCN has no control over their services;

3. CCCN is not responsible for any delays in my care or other disruptions to my diagnosis or treatment

which may be caused by Outside Providers beyond CCCN' s control; and

4. CCCN is not responsible for the costs of any services provided by Outside Providers, which may or

may not be covered in whole or in part by my insurance plan.

Patient Signature: 
-------------

Date: 
--------

Patient Name: DOB: 
······�······�·······•-■-L .■-�---.-.-.-,.-.- .- .- .-.-.-. -.-. -.-�.-.,.-.-.-.-.-. -■-••·····�····---.-.-.-.-•• - .- .-.-.-.-�---.-•••••••••• 

FOR CCCN USE ONLY: 

Witness Signature: 
-------------

Date: 
--------

Witness Name: Title: 
-------------- --------

400 N. Stephanie Street, Suite 300 • Henderson NV 89014 • 702.952.3350 

SERVICES: Medical Oncology I Hematology I Radiation Oncology I Breast Surgery I Pulmonology & Sleep Disorders 
Cancer Genetic Counseling I Diagnostics I Clinical Trials & Research I CyberKnife® RadiosJrgery 

Signed Electronically



9280 W. Sunset Rd., Suite 312 Las Vegas, NV 89148 
Phone (702) 737-5864 Fax (702) 463-7015 

653 N. Town Center Drive Suite 604, Las Vegas, NV 89148 

Ph# 702-737-5864 Fx# 702-463-7015

Medical Records Request 

Date:______________________ 

Patient Name:  DOB: 

Patient Signature:  

Fax: 
 

702-463-7015

I Hereby Authorize: 

Name:  Lung Center of Nevada Phone Number: 702-737-5864 

Address: 653 N Town Center Dr. Suite 604 Las Vegas, NV 89144

To: Request Records From:_____Release Records to:_____(Please Check One) 

Name: Phone Number: Fax: 

Address: 

Purpose of Release: (Please Check One) 
Continuity of Care Personal Use Other: 

INFORMATION TO BE RELEASED: 

All Records Progress Notes Sleep Studies 
Labs Stress Test 
PFT Echo Report 
CXR/CT Chest Reports 
Other (Specify):  

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need 

not sign this form to assure treatment. I understand that I may inspect or obtain a copy of the information to be used or 
disclosed, as provided in CFR 164.524. I understand that any disclosure of information carries with it the potential for an 

unauthorized redisclosure and the information may not be protected by federal confidentiality rules. If I have questions about 
disclosure of my health information, I can contact the office and obtain a copy of the Privacy Notice. 

I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must 

do so in writing and present my written revocation to the office. I understand that the revocation will not apply to information 

that has already been released in response to this authorization. Unless otherwise revoked, this authorization will expire on the 

following date, event, or condition:  

IF LEFT BLANK, THIS AUTHORIZATION WILL EXPIRE IN 12 MONTHS 

Signed Electronically



COMPREHENSIVE 
CANCER CENTERS 

Meaningful Use Update 

Name: __________________ _ 

Date of Birth: ________________ _ 

Race/Ethnicity: ________________ _ 

Preferred Language: ______________ _ 

Preferred Method of Contact 

Email: __________________ _ 

Cell: ___________________ _ 

Home: __________________ _ 

Other: __________________ _ 

Marital Status 

Married 

Divorced 

Single 

Life Partner 

Widowed 



Signed Electronically



Signed Electronically

Signed Electronically





Signed Electronically



  



   



N Hualapai W
ay N Town Cente

r D
r

Banburry Cross Dr

Summerlin Hospital

Medical Center

Parking Garage

(Shared)

Las Vegas Fire & Rescue

Station #7

Lung Center of Nevada
A Division of Comprehensive Cancer Centers

Medica
l O

ffi
ce

 

Build
ing II

Medical Offi
ce 

Building I

653 N. Town Center Drive, Suite 604
Las Vegas, Nevada 89144 

Tel: 702.737.5864 
Fax: 702.737.6885
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