PATIENT INFORMATION SHEET                                       

Last Name: ……………………………………………………………First Name: …………………………………………………
Address:…………………………………………………………………………………………………………….
City: ……………………………………
State:………   Zip ………………….   Email:…………………………………………………………..  Sex: MALE/ FEMALE/ TRANSGENDER     
Do you live in?:   CITY / SUBURBS / RURAL                 Do you live in?:  HOUSE/  APARTMENT/ CONDO/ BASEMENT

Date of Birth: ……/……/……
Social Security # : ………………………………………
 Home Phone #:…………………………………………………………  Cell Phone# …………………………………………………………
Marital Status:    S    M   D   W     Ethnicity/ Race: ………………………………… Preferred Language: ……………………………
Do you identify as Hispanic or Latino?     Yes 
No

Primary Care Physician:……………………………………………..Phone:…………………………………..

*Referring Dr. ……………………………………………………. Phone: ……………………………………….

Address: ……………………………………………………………………………………………………………….

INSURANCE INFORMATION:        Insurance Company:  ………………………………………………..

Insured’ s Name: …………………………………………..Relationship to patient:   (Self   Spouse  Parent)

Insured’s Date of Birth ………………………………..   Insured’s Sex:    M       F

Insured ID#: …………………………………………….Group# ………………………………………………….

AUTHORIZATION FOR RELEASE OF INFORMATION:  I Hereby authorize and direct the above named Medical facility, having treated me, to release to governmental agencies, insurance carriers or others who are financially liable for my medical care, all, information needed to substantiate payment for such care and permit representatives thereof the examine and make copies of all records relating to such care and treatment.
AUTHORIZATION TO PAY BENEFITS DIRECTLY TO PHYSICIAN: I HEREBY REQUEST AND AUTHORIZE 

MY INSURANCE COMPANY TO PAY DIRECTLY TO G. S. GILL M.D.  ALL FEES AND RECOGNIZE THAT PAYMENT IN THIS MATTER IS THE SAME AS PAYMENT TO ME;

I have read all the information on this sheet and have completed the above answers.  I certify this information is true to and correct to the best of my knowledge.  I will notify you any changes in my status or the above information.

____________________________________________________________________________________________
PATIENT’S SIGNATURE





                               DATE
Patient Name: _________________________________   Age:_______ Wt:_______ Ht:________ 
Reason for visit 1._______________________2._______________________ 3. _______________________
Occupation: What profession do you currently have?_____________   F/T  P/T

Are you retired?   No  Yes  Are you on disability?   No  Yes  If yes, please explain reason:__________________
Are you exposed to dust, mold, asbestos, smoke at your job/home?   No  Yes   9/11 Exposure? No_Yes 
Smoking:  No   Yes   ______packs per day  Former smoker?   No  Yes  Quit: _______ days/months/years ago
Have you been exposed to secondhand or third hand smoke?  Yes   No 

Alcohol Use:   No   Yes  (Social, Moderate, Heavy)   
     Type: Wine/ Liquor/ Beer
Drug Use:       No    Yes  (Social, Moderate, Heavy)        Type: Marijuana/ Cocaine / Heroin /Tranquilizer /Narcotics
Caffeine Use: No    Yes     ​​​______ cups per day/ week    Type: Coffee/ Tea/ Soda
Past Medical History: Check all that apply
___ASTHMA___COPD/LUNG_DISEASE___SLEEP_APNEA___HYPERTENSION___PULM_HYPERTENSION___HIV  ___STROKE___CANCER___ANXIETY___DEPRESSION___SEIZURES___DIABETES___HEART_DISEASE___CHF   ___ARRHYTHMIA___REFLUX___ALS___MS____HIGH_CHOLESTEROL___ARTHRITIS___KIDNEY_DISEASE ___SARCOIDOSIS___PULMONARY_FIBROSIS___LUPUS_____ OTHER:___________________________________
Family Medical History: Check all that apply 

ASTHMA: MOTHER  FATHER  SIBLING
COPD/EMPHYSEMA: MOTHER  FATHER  SIBLING

STROKE: MOTHER  FATHER  SIBLING

HIGH BLOOD PRESSURE: MOTHER  FATHER  SIBLING

CANCER: MOTHER  FATHER  SIBLING

SLEEP APNEA: MOTHER  FATHER  SIBLING 

DIABETES: MOTHER  FATHER  SIBLING
BLEEDING DISORDERS: MOTHER  FATHER  SIBLING

ANXIETY: MOTHER  FATHER  SIBLING

HEART DISEASE: MOTHER  FATHER  SIBLING

SEIZURES: MOTHER  FATHER  SIBLING
OTHER:___________________________________

1. CHILDHOOD HISTORY
FREQUENT EAR INFECTIONS
YES
NO

NASAL CONGESTION
YES
NO

BRONCHITIS
YES
NO

PNEUMONIA
YES
NO

ECZEMA/RASH
YES
NO

MOUTH BREATHING
YES
NO

SNORING
YES
NO
SNEEZING 
YES
NO

SINUS HEADACHES
YES
NO
CLEAR THOAT OFTEN
YES
NO

VOICE HOARSE
YES
NO

DRY MOUTH
YES
NO

FREQUENT SORE THROAT
YES
NO
GAS
YES
NO

HEARTBURN
YES
NO 

2. ABNORMAL TEST                                 DATE
CHEST X-RAY                   YES
  NO _________
CAT SCAN CHEST             YES
  NO_________
CARDIAC STRESS TEST     YES
  NO _________
3. ALLERGIES

ITCHY/ WATERY EYES               YES
NO

DRY/ SENSITIVE SKIN
YES
NO

RASH/ HIVES
YES
NO

LATEX ALLERGY
YES
NO
DO YOU HAVE ALLERGIES TO:

MEDICATION?: _______________________

ENVIRONMENT?:____________________
FOODS?: ____________________________

ANIMALS?:___________________________

WHAT REACTION DO YOU GET?


(I.E. RASH ,HIVES, ITCHING, ANAPHYLAXIS)


_____________________________________
-ALLERGY TEST DONE IN PAST? 
YES   NO
-WHEN DO THE SYMPTOMS WORSEN?

           FALL/ WINTER/ SPRING/ SUMMER
 -DO YOU HAVE PETS AT HOME?      YES   NO
Patient Name: _________________________________ Date:____________________________

SLEEP HISTORY
SLEEP TIME: __________ WAKE TIME: _________ NECK SIZE: (IF KNOWN) ________ SHIFT WORK? _______
SLEEP APNEA: (PLEASE CIRCLE ALL THAT APPLY) 
1. SNORE DISRUPTIVELY?





YES
NO

2. STOP BREATHING IN YOUR SLEEP?




YES
NO

3. GASP AND/OR CHOKE WHILE SLEEPING?



YES
NO

4. HAS ANYONE WITNESSED YOU NOT BREATHING AT NIGHT?
YES
NO

5. NIGHT SWEATS?






YES
NO

6. NASAL CONGESTION DURING SLEEP?




YES
NO

7. RECENT WEIGHT GAIN? 





YES
NO

8. ANXIOUSNESS AT NIGHT?





YES
NO

9.   PALPITATIONS AT NIGHT?





YES
NO

10. CONFUSED UPON AWAKENING?




YES
NO


11. IMPAIRED DECISION MAKING/ PROBLEM SOLVING?


YES
NO

12. SHORT ATTENTION SPAN?





YES
NO

13. MEMORY LOSS?






YES
NO




14. POOR CONCENTRATION/ FOCUS?




YES
NO

15. MORNING HEADACHES?





YES
NO

16. NECK OR SHOULDER PAIN/ NUMBNESS IN MORNING?

YES
NO

17. GOES TO BATHROOM OFTEN AT NIGHT?



YES
NO

18. SEXUAL DYSFUNCTION?





YES
NO

19. WAKE UP TIRED AND/OR FEEL FATIGUED DURING THE DAY?
YES
NO

20. TAKE DAYTIME NAPS?




              
YES       NO       HOW MANY? ____
FOR HOW LONG HAVE YOU BEEN EXPERIENCING THESE SYMPTOMS? ______________

RESTLESS LEGS WHILE RESTING OR INACTIVE: DO YOU HAVE

1. URGE TO MOVE YOUR LEGS AT NIGHT?



YES
NO

2. UNCOMFORTABLE / UNPLEASANT SENSATION IN LEGS?

YES
NO
INSOMNIA: DO YOU HAVE 

1. TROUBLE FALLING SLEEP?





YES
NO
 

2. TROUBLE STAYING  ASLEEP?





YES
NO

3. RACING THOUGHTS AT BEDTIME?




YES
NO


4. SADNESS AT BEDTIME?





YES
NO


5. SLEEPWALKING OR NIGHTMARES?




YES
NO

NARCOLEPSY: 

1. MUSCLE FATIGUE/NUMBNESS?
 



YES
NO

2. SLEEP PARALYSIS ?






YES
NO

3. HALLUCINATIONS?   






YES
NO
EPWORTH SLEEPINESS  SCALE (ESS):   
CHANCES OF DOZING ON A SCALE OF   0  (NOT LIKELY)   TO  3  (VERY LIKELY)

1. SITTING OR READING


......0......1......2......3

2. WATCHING TV


......0......1......2......3

3. IN  MOVIE OR MEETING

......0......1......2......3

4. PASSENGER  IN THE CAR

......0......1......2......3



5. AFTERNOON  LYING DOWN

......0......1......2......3

6. SITTING OR TALKING


......0......1......2......3

7. SITTING  AFTER  LUNCH

......0......1......2......3
8. IN CAR AT  LONG  RED LIGHT

......0......1......2......3
  






 Total: ________

Patient Name: _________________________________ Date:_____________________________
MEDICATIONS
PLEASE LIST ALL CURRENT MEDICATIONS BELOW: 
	NAME OF MEDICATION
	DOSAGE (e.g. 10 mg)
	          FREQUENCY
	              REASON

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


LOCAL PHARMACY: ____________________ ADDRESS: _________________________ PHONE: ____________
MAIL ORDER PHARMACY: _____________________ PHONE: ________________________
PAST SURGERIES/ HOSPITALIZATIONS

HAVE YOU HAD ANY PAST SURGERIES AND/ OR HOSPITALIZATIONS?   
YES
NO 



IF YES, PLEASE FILL OUT FOLLOWING INFORMATION: 

     

	      DATE
	             HOSPITAL
	             REASON FOR HOSPITALIZATION / SURGERY

	
	
	

	
	
	

	
	
	

	
	
	


ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I………………………………………………………………have received a copy of this office’s Notice of Privacy Practices.

…………………………………………………………

…………………………………………………………

……………………………

Please Print Name



Signature




Date
INSURANCE CONSENT FORM

I, _______________________ hereby  authorize  Garden City Asthma and Sleep Center and/ or Dr. Gill to release a full report of my examination, diagnosis, treatment, prognosis, etc. in regard to the services performed by Garden City Asthma and Sleep Center and my medical records to my  insurance carrier. I hereby assign all my rights to seek reimbursement for all services rendered to me by Garden City Asthma and Sleep Center. I understand that Garden City Asthma and Sleep Center shall seek payment for these services from my insurance carrier. I agree to cooperate and assist Garden City Asthma and Sleep Center in any way necessary to collect payment from my insurance carrier. I have been advised that in the event that the services rendered to me are not reimbursed by any insurance company within 120 days that Garden City Asthma and Sleep Center may declare the entire balance for the services immediately due and payable by me.

___________________________

___________________________

_______________

Print Name




Signature 




Date
Treatment and Testing Consent Form
As part of my treatment at the Garden City Sleep Center /G.S. Gill MD, injections, oral medications and/ or nebulized/ inhaled medications may be administered as part of my treatment plan. In addition, I may need any or all of the following tests: Pulmonary Function Test, Simple Walk Test, Spirometry, Sleep Study. By signing below I give permission to Garden City Sleep Center/G.S. Gill M.D. to administer any of the above treatments and to perform any of these tests if the healthcare provider deems it necessary. *Patient will be advised of any possible side effects associated with treatment.

___________________________

___________________________

_______________
Print Name




Signature 




Date


































































