Name

DOB

Why were you referred to this clinic?

Primary Care Physician

Referring Physician

Medical Histo I'Y (please check all that apply)

oDiabetes oAsthma oStroke
oThyroid diseasecArthritis oMigraines
oHeart disease oAnemia oALS/MS

oCOPD
oDepression or Anxiety
oCancer: Type

oEmphysema oSeizures
alrreg heart rhythm

oOther

Su rgical Histo I'Y (please list all surgeries/dates)

OTonsils/adenoids oOSinus/nasal surgery
oHeart surgery/stent placement
oOther

Social History

oSingle oMarried oWidowed oDivorced
Current employment
Retired? Yes No  Stay @ home? Yes No
Shift work: Yes No

CDL: Yes No

Allergies
Medication allergies:

C Sleep Center

Social Exposures

Did you ever smoke?  Yes No
How many packs per day?
When did you quit?

Do you drink alcohol? Yes No
How many drinks per day?
Have you ever been an alcoholic? Yes No

Do you consume caffeine? Yes No
How many ounces per day?
ocoffee  cpop  oenergy drinks

Do/did you use illicit substances? Yes No
ometh opot oother

Other exposures
oAsbestos oRadon oFarm dust
oTuberculosis oSecond hand smoke

Family History
My mother is palive odeceased Age
Health problems:

My father is oalive odeceased Age
Health problems:

ocats odogs
oother

omold ograss odust opollen

Do your children have any health problems?

Please list all medications and dosages
(Include supplements and over-the-counter meds)
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Any family history of:

oHeart disease oStroke oSeizures
oSleep Apnea olnsomnia oAsthma
oEmphysema ocAllergies
oCancer/Type:

Past Sleep Evaluation and Treatment
o I have had a previous overnight sleep study
The results of my previous sleep study were:






