
Patient Information & Medical History 

Welcome to our Practice! 
 

circle one: Dr/Mr/Mrs/Ms/Miss 
First:__________________________Middle:_______________Last:______________________ 
Address:________________________________City:___________________State:_________Zip:______________ 
Home Phone:______________________Cell Phone: ___________________ Work Phone: ____________________ 
Email Address:________________________________________________ May we contact you by email/text?  Yes     No 
Patient SSN:________________________ Patient  DOB:________________  Sex: (circle)  M    F 
 
Emergency contact:______________________________ Phone:______________________________ 
Preferred pharmacy:________________________________________ 
How did you hear about us?__________________________________ 
 
Billing Insurance?   Yes   No              If Yes, please provide the insurance information: ______________________________________ 
    Policy holder DOB & ID # __________________________________________________________ 

 

 

              

          Do you smoke or use tobacco?     Yes     No 

 

Medications: 

 
Is there any disease, condition, or problem that is not listed 

above that we should know, if yes please describe. 

 

 
 
Signature:___________________________________________________   Date:______________ 
  If under 18, Parent or Guardian signature required 

Sleep Apnea 

Snoring 


