Patient Information

Every year we will ask you to fill out the following personal information.

We do this in an effort to keep your records as current as possible.

If the patient is a minor, guardian information will also need to be completed.
Fill in form, then print.
Date completed:        
Name:

     
Street:

     
City:

     
State:
     
       Zip:            
Date of Birth:
     
Social Security Number:
     
Home Phone:
(     ) -       -      
Work Phone:
(     ) -       -        
Extension:         
Other Phone:
(     ) -       -      
e-mail:

      @      
Marital Status:
 FORMDROPDOWN 

Spouse / Significant Other’s Name:
     
Spouse / SO’s Phone:

(     ) -       -      
To Protect Your Privacy

When your sleep doctor calls you with test results,

at which number do you prefer to be called during the day?  FORMCHECKBOX 
Home      FORMCHECKBOX 
Work     FORMCHECKBOX 
Other:      
May we call your phone numbers and leave messages to remind you of upcoming appointments (we do not leave detailed messages on work numbers)?   FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
May we mail/e-mail you reminders for upcoming appointments and other appointment related information?   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No
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?    FORMCHECKBOX 
Yes           FORMCHECKBOX 
No
Please write the name of any person who has your permission to discuss your diagnosis and treatment with the sleep doctor, starting with your spouse/significant other if applicable. 

Name










Relationship To You

	     
	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 


	     
	 FORMDROPDOWN 






Insurance Information

Every year we will ask you to fill out the following insurance information.  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:   FORMCHECKBOX 
Self    FORMCHECKBOX 
Spouse
 FORMCHECKBOX 
Parent   FORMCHECKBOX 
Other:      
Policyholder Date of Birth:
     
Policyholder Social Security:
     


Policyholder Sex:

 FORMCHECKBOX 
Female      FORMCHECKBOX 
Male     Policyholder Phone: (     ) -       -     
Policyholder Employer:
     
Policyholder Occupation:
     
Policyholder Employment:
 FORMCHECKBOX 
Part-Time      FORMCHECKBOX 
Full-Time
SECONDARY INSURANCE
Name of Secondary Insurance:      
Policyholder Name:

     
Your Relationship to Policyholder:   FORMCHECKBOX 
Self    FORMCHECKBOX 
Spouse
 FORMCHECKBOX 
Parent   FORMCHECKBOX 
Other:      
Policyholder Date of Birth:
     
Policyholder Social Security:
     


Policyholder Sex:

 FORMCHECKBOX 
Female      FORMCHECKBOX 
Male     Policyholder Phone: (     ) -       -     
Policyholder Employer:
     
Policyholder Occupation:
     
Policyholder Employment:
 FORMCHECKBOX 
Part-Time      FORMCHECKBOX 
Full-Time
MEDICARE Patients:

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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