@ Florida Sleep Specialists

Diagnosis and Treatment of Sleep Disorders
American Academy of Sleep Medicine Accredited

Patient Information Form

Last Name: First Name: MI:
Status: MI V\‘ D
Address:
Home Phone: Cell Phone:
Work:
DOB: Age: SEX:___ Social Security #:
Email Address:
Ethnicity:] Hispanic or Lating on-Hispanic or Latin Other Decline
Race: American Indian or Alaska Native \sicrj |Iack or African American
Native Islander or another Pacific Native Vhit Dther

Out Of Sate Address
City ,State ,Zip: Home Phone:
Emergency Contact name: Phone Number:

Relationship to the Patient:

PLEASE GIVE THE FRONT DESK YOUR INSURANCE CARDS / PHOTO ID TO COPY FOR YOUR FILE

Referring Physician: Primary Physician
Primary Insurance: Policy #:
Insured’s Name: Relationship to Patient:
Secondary Insurance: Policy #:

ASSIGNMENT OF BENEFITS: (Allows us fo file for your insurance) | hereby assign all medical, to include major
medical benefits which | am entitled including Medicare and private insurance and any other health plans fo:
Sleep Manatee. This assignment will remain in effect until revoked by me in writing. A phofocopy of this
assignment is valid as the original. | understand that | am financially responsible for all charges whether paid by
said insurance. | hereby authorize said assignee to release all information necessary to secure payment. |
authorize Sleep Manatee to download my medication history and RX benefits infto my account from an RX
clearinghouse.

Signed: Date:




PREVIOUS SURGERIES/DATES: 1)
2)

ARE YOU EXPERIENCING ANY OF THE FOLLOWING? (Place @ by applicable items)

Headache

Sleep w/ head elevated

Earache

ISwollen ankles

Sore throat

Sinus trouble

Cough Abdominal

Hoarseness

pain

Eye problems

Chest pain/pressure

ausea/Vomiting

Trouble swallowing

Rapid or irregular pulse

Diarrhea

Blood in stool

eight gain

Veight loss

Urine burns

lood in urine

Frequent urination

Urinary incontinence

Excessive thirst

Excessive appetite

Double vision

Trouble walking

iTrouble talking

Numbness anywhere

Dizzy spells

Blackouts

Joint pain

Back pain

Muscle aches

Abnormal bruising

Abnormal bleeding

Short of breath Constipation Difficulty w/ stream Weakness
YOUR PAST HISTORY Please if you have ever had:
Heart rhythm problem Blood clots in lungs Ulcer Cancer Thyroid trouble
Heart attack Heart valve problem Hepatitis Colitis Diabetes
Heart failure B Head injury Kidney trouble Arthritis
Angina Emphysema Glaucoma Prostate trouble Lupus
igh blood pressure Asthma Pancreatitis Seizures Abnormal bleeding
Blood clots in legs Anemia Gallbladder trouble Stroke Diverticulitis
YOUR CURRENT MEDICINES, INCLUDING DOSAGE AND FREQUENCY: (May attach a list)
WHAT DRUG OR ENVIRONMENTAL ALLERGIES DO YOU HAVE?
SOCIAL HISTORY: (Please Check All That Apply)
Tobacco Use Alcohol Use Drug Use Caffeine Use Exercise
Never Cigars None None None None
Quit-When IChewing Tobacco Socially Marijuana Occasional 1 - 2x week
Cigarettes—Pack/Day How many years?___ Daily Amphetamines Daily 3 - 4x week
Pipe Other 5 - 7x week

FAMILY HISTORY: Does any direct relative have:

Asthma

Emphysema

PHARMACY:

Allergic condition

Diabetes

Address:

Lung cancer

High blood pressure

IFYOU USE OXYGEN OR CPAP PLEASE CHECK THE COMPANY WHO SUPPLIES IT:

Lincare Baycare

Apria

Sarasota Oxygen & Cpap

Aero Care

Print:

Rotech

Cpap.com D Other:

B

Sleep disorders

Phone:

Fax:

Heart problem before age 60

American Home Paitient

Date:

Sign:




