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Please confirm the following information: 
CT Chest (date and location) _______________________________________________  
(Please order CT Chest it not completed. Patients will not be seen without a completed CT) 
Please include the following information with your referral: 

 Past Medical History 

 Current Medications 

 Prior PFTs (if available) 
Pending or Requested imaging studies: 
(Location and date if known)________________________________________________ 
 
 

      Pulmonary or pleural nodules/masses suspicious for malignancy 
      Mediastinal and/or hilar adenopathy suspicious for malignancy 
      Non-resolving pleural effusion with suspicion of underlying malignancy 
      Non-resolving lung consolidation/pneumonia despite appropriate  
      antibiotic therapy suspicious for underlying malignancy 
 
 
 
 


