
 
 
 
 
 
 
 
 

 

 

CT LUNG CANCER SCREENING 
 

Name: ____________________________________________________________ 
 

Date of Birth: _________________ Age: _________ 
 

Height: _____________  Weight: ____________ 
 

Have you had this procedure before?  Yes _____ No _____ 
 

If yes, when and where? _____________________________________________ 
 

Are you a smoker now? Yes _____ No _____ 
 

How long (years) have you smoked? ___________________________________ 
 

If no, did you ever smoke? Yes _____ No _____ 
 

If yes, when did you quit? ____________________________________________ 
 

Previous lung surgery? Yes _____ No _____ 
 

Prior personal history of Lung Cancer? Yes _____ No _____  
  

 If yes, when was it diagnosed? _____________ 
 

Family history of Lung Cancer?  Yes _____ No _____ 
 

How much did you or do you smoke per day on average? 
 

__________________________________________________________________ 
 

Do you have any symptoms today (cough, back or chest pain, shortness of 

breath, etc.) Yes _____ No _____ 
 

If yes, explain: _____________________________________________________ 
 

__________________________________________________________________ 


