This form will take approximately 10 minutes to complete.

If at any time you need to stop, save this document to your computer to avoid losing your completed answers.

1) Click the word “FILE” at the top left of your screen

2) Click “SAVE AS”

3) Select where on your computer you would like to save the document.  Most people select their desktop.

4) Click “SAVE”

To return to your document later, look on your computer in the place you saved to.  If you saved to the desktop, the document will be on your main desktop screen.
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If you have not filled out this patient information form in the past year, or if your information has changed since your last visit, please fill this form out now.   We do this in an effort to keep your records as current as possible.
Date Completed:
     
Patient Name:
     
Street Address:
     
City:

       
State:         
Zip:       
Date of Birth:
     
Social Security Number:       -     -     
Home Phone:
(     )     -     
Work Phone:

(     )     -     
Extension:       
Mobile Phone:
(     )     -     
E-Mail:

      @       .      
Marital Status:
 FORMDROPDOWN 

Spouse/Significant

Other’s Name:  
     
Spouse/Significant

Other’s Phone:
(     )     -         FORMDROPDOWN 

        Is this person also your emergency contact?   FORMDROPDOWN 

Emergency Contact:

     
      Contact Daytime Phone:  
     
       Contact Nighttime Phone:
     
To Protect Your Privacy

When your sleep doctor calls with test results, at which number do you prefer to be called during the day?    FORMDROPDOWN 
  If other, please specify here:       
	May we leave messages to remind you of upcoming appointments?

(we do not leave detailed messages on work numbers)
	
	 FORMDROPDOWN 


	May we send postcards in the mail to remind you of

upcoming appointments or other related information?
	
	 FORMDROPDOWN 


	May we send you e-mail you reminders for upcoming appointments

and other appointment related information?
	
	 FORMDROPDOWN 


	Is there a spouse, significant other, family member, or other person who has your permission to discuss your diagnosis and treatment with your sleep doctor?  
	
	 FORMDROPDOWN 



Please write the name of any person who has your permission to discuss your diagnosis and treatment with Sleep Disorders Center of Virginia, starting with your spouse/significant other if applicable.  This permission shall remain in effect until revoked by you.  You have the right to revoke permission at any time.

Name







Relationship to You

	     
	
	Spouse/Significant Other

	     
	
	     

	     
	
	     

	     
	
	     


__________________________________________________________
_________________________

         PATIENT/GUARDIAN SIGNATURE



    DATE
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If you have not filled out this insurance information form in the past year, or if your information has changed since your last visit, please fill this form out now.   We do this in an effort to keep your records as current as possible.All fields are REQUIRED by your insurance company before payment will be considered.

Date completed:        
PRIMARY INSURANCE

Name of Primary Insurance: 

     
Policyholder Name:


     
Your Relationship to Policyholder: 
  FORMDROPDOWN 
       
Policyholder Date of Birth:

     
Policyholder Social Security:

      -       -      


Policyholder Sex:


 FORMDROPDOWN 

Policyholder Phone: 


(     )      -      
Policyholder Employer:

     
Policyholder Occupation:

     
Policyholder Employment:

 FORMDROPDOWN 

SECONDARY INSURANCE

Name of Secondary Ins: 

     
Policyholder Name:


     
Your Relationship to Policyholder: 
 FORMDROPDOWN 
       
Policyholder Date of Birth:

     
Policyholder Social Security:

      -       -      


Policyholder Sex:


 FORMDROPDOWN 

Policyholder Phone: 


(     )      -      
Policyholder Employer:

     
Policyholder Occupation:

     
Policyholder Employment:

 FORMDROPDOWN 

MEDICARE Patients Only:

If Medicare is secondary, please check the reason below.

 FORMCHECKBOX 
Working Aged Beneficiary or Spouse with Employer Group Health Plan

 FORMCHECKBOX 
End-Stage Renal Disease Beneficiary in the 12 month coordination period with an

     employer’s group health plan

 FORMCHECKBOX 
No-fault Insurance including Auto is Primary

 FORMCHECKBOX 
Worker’s Compensation

 FORMCHECKBOX 
Public Health Service (PHS) or Other Federal Agency

 FORMCHECKBOX 
Black Lung

 FORMCHECKBOX 
Veteran’s Administration

 FORMCHECKBOX 
Disabled Beneficiary Under Age 65 with Large Group Health Plan (LGHP)

 FORMCHECKBOX 
Other Liability Insurance is Primary

IF YOU HAVE A TERTIARY INSURANCE, PLEASE USE A SEPARATE SHEET

AND INCLUDE INFORMATION ABOVE.  THANK YOU!
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CPAP CLINIC QUESTIONNAIRE
Date Completed:
     
Patient Name:

     
How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired?  Even if you have not done some of these things recently, try to think how they would affect you.  Use the following scale to choose the most appropriate answer for each situation.

	Situation 
	Chance of Dozing

	Sitting and reading
	 FORMDROPDOWN 


	Watching TV
	 FORMDROPDOWN 


	Sitting, inactive in a public place

(e.g. in a theater or meeting) 
	 FORMDROPDOWN 


	As a car passenger for an hour without a break
	 FORMDROPDOWN 


	Lying down to rest in the afternoon

when circumstances permit
	 FORMDROPDOWN 


	Sitting and talking with someone
	 FORMDROPDOWN 


	Sitting quietly after a lunch without alcohol
	 FORMDROPDOWN 


	In a car, while stopped for a few minutes in traffic
	 FORMDROPDOWN 



Please list your current medications :           FORMCHECKBOX 
 None
Please list your current medication allergies:           FORMCHECKBOX 
 None
Are you currently a smoker? 
 FORMDROPDOWN 

 SLEEP DISORDERS CENTER OF VIRGINIA





Say Goodnight Virginia





Richard A. Parisi, M.D.


Kathe G. Henke, Ph.D.


Martin F. Betts, M.D


Suleman H. Iqbal, M.D.





If you are unable to keep this appointment, please contact our office one business day ahead to cancel.  Failure to do so may result in a $35.00 charge.  Broken appointments prevent other patients from receiving timely care.














Please bring the following items to your visit.





This form filled out.





Insurance referral if needed.  If you are unsure whether or not you need a referral, please contact your primary care physician or insurance company well before your appointment date.





Your health insurance card(s) and prescription drug card(s).





CPAP equipment - mask, tubing, CPAP unit, power cord, and humidifier (remember to empty the water chamber before transporting).





CONTINUE TO NEXT PAGE





PATIENT INFORMATION





INSURANCE INFORMATION








Office Staff – Select PATIENT INFORMATION UPDATE document type





Office Staff – select INSURANCE UPDATE  document type
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