PATIENT INFORMATION SHEET                                       

Last Name: ……………………………………………………………First Name: …………………………………………………
Address:…………………………………………………………………………………………………………….
City: ……………………………………
State:………………..   Zip ………………….   Email:…………………………………………………………..  Sex:   M     F      
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

Employment Status:  FT      RET    Non    Part-time.   Work Phone: ………………………………………..

Employer Name: ……………………………….. Address: ……………………………………………………….

City:……………………………………………….State:………………………..Zip…………..

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: _________________________________ Date:_____________________________

Age:_______ Wt:_______ Ht:________ Neck Size: _________ Sleep Time:_______  Wake Up_____  
Shift Work:   Yes    No     Smoke:   Yes    No     Quit: ____________ days/months/years ago

Alcohol Use:
Yes
No
Drug Use:    Yes     No

Reason for visit 1._______________________2._______________________ 3. _______________________
Past History: Check all that apply
___ SINUS
___ ASTHMA
___COPD ___SNORING ___HIGH BLOOD PRESSURE ___STROKE ___CANCER   ___INSOMNIA   ___ANXIETY/DEPRESSION   ___ARRYTHMIA   ___SEIZURE  ___NEUROMUSCULAR DISEASE

___CONGESTIVEHEART FAILURE

Family History: Check all that apply
___ SINUS
___ ASTHMA
___COPD ___SNORING ___HIGH BLOOD PRESSURE ___STROKE ___CANCER   ___INSOMNIA   ___ANXIETY/DEPRESSION   ___ARRYTHMIA   ___SEIZURE  ___NEUROMUSCULAR DISEASE

___CONGESTIVEHEART FAILURE

1. CHILDHOOD
EAR ACHE, SURGERY
YES
NO

NASAL CONGESTION
YES
NO

BRONCHITIS
YES
NO

PNEUMONIA
YES
NO

ECZEMA/RASH
YES
NO

MOUTH BREATHING
YES
NO

SNORING
YES
NO

2. NOSE
BLOCKED UP
YES
NO

SNEEZING
YES
NO

HEADACHE
YES
NO

3. THROAT
CLEAR OFTEN
YES
NO

VOICE HOARSE
YES
NO

DRY MOUTH
YES
NO

SNORING
YES
NO

4. COUGH                                     YES
NO
FOR HOW LONG _________________


DRY
YES
NO

IF PHLEGM, COLOR ________________

COUGH AND WHEEZE
YES
NO

5. REFLUX

GAS
YES
NO

INDIGESTION
YES
NO

6. ASTHMA
CHEST TIGHTNESS
YES
NO

SHORT OF BREATH
YES
NO

CHEST PAIN
YES
NO

WHEEZING
YES
NO

7. ABNORMAL TEST

CHEST X-RAY
YES
NO

CT CHEST
YES
NO

CARDIAC STRESS TEST
YES
NO

8. HYPERTENSION


PULMONARY HYPERTENSION

YES
NO
9. ALLERGIES

MEDS: _______________________

FOOD: _______________________

10. ALLERGY TEST DONE IN PAST
  YES  NO
GRASS, TREES, WEED, DUST, DOG, CAT

11. BEDROOM

CARPET, FEATHER PILLOW, DOWN

DOGS______CATS______BIRDS______

12. EYE / EAR PROBLEM
YES
NO
13. SKIN:   NORMAL     DRY     ECZEMA
Patient Name: _________________________________ Date:_____________________________

SLEEP HISTORY: Please Circle

SLEEP APNEA: DO YOU

1. SNORE THAT BOTHERS OTHERS?




YES
NO

2. STOP BREATHING IN YOUR SLEEP?




YES
NO

3. GASP OR CHOKE WHILE SLEEPING?




YES
NO

4. SWEAT AT NIGHT?






YES
NO

5. HAVE HIGH BLOOD PRESSURE?




YES
NO

6. HAVE NOSE BLOCK-UP DURING SLEEP?



YES
NO

7. RECENT WEIGHT GAIN? 





YES
NO

8. FEEL ANXIOUS ?






YES
NO

9. HAVE PALPITATIONS AT NIGHT?




YES
NO

10. WAKE UP TIRED OR FEEL TIRED DURING THE DAY?


YES
NO

11. HAVE SHORT ATTENTION SPAN?




YES
NO

12. FEEL FORGETFUL AT TIMES?





YES
NO

13.  NOTICE SNORING WORSE WITH ALCOHOL?


YES
NO

14. SEXUAL DYSFUNTION?





YES
NO

15. GO TO BATHROOM  OFTEN AT NIGHT?



YES
NO

16. TAKE DAYTIME NAPS ?





YES
NO

IF SO HOW MANY ? ____________ FOR HOW LONG ? _______________
RESTLESS LEGS WHILE RESTING OR INACTIVE: DO YOU HAVE

1. URGE TO MOVE YOUR LEGS?





YES
NO

2. UNCOMFORTABLE / UNPLEASANT SENSATION IN LEGS?

YES
NO

3. URGE TO MOVE OR SENSATIONS WORSE AT NIGHT?

YES
NO

4. ANY HISTORY OF JERKY LEGS AT NIGHT?



YES
NO

5. FAMILY HISTORY OF RLS / JERKY LEGS?



YES
NO

INSOMNIA: DO YOU HAVE 

1. INSOMNIA?







YES
NO

2. TROUBLE FALLING SLEEP?





YES
NO
 

3. TROUBLE STAYING TO SLEEP?





YES
NO

4. WAKE UP EARLY MORNING AT CAN’T GO BACK TO SLEEP?

YES
NO

5. RACING THOUGHTS AT BEDTIME?




YES
NO


6. SADNESS AT BEDTIME?





YES
NO


7. SLEEP WALKING OR NIGHTMARES?




YES
NO
NARCOLEPSY: 

1. DO YOU FEEL YOUR ARMS OR LEGS WEAK WHEN EMOTIONAL?
YES
NO

2. SLEEP PARALYSIS ?






YES
NO

3. HALLUCINATION SLEEPING OR WAKING UP ?


YES
NO

EPWORTH SLEEPINESS  SCALE (ESS):   CHANCES OF DOZING,   0   (NO) TO  3  (High)

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:___________ ABN >10

Patient Name: _________________________________ Date:_____________________________
Please list all current medications in the table below:

	NAME OF MEDICATION
	STRENGTH(MG)
	DOSAGE

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


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.

Date ___________
Print Name





Signature 
___________________________


___________________________
Treatment and Testing Consent Form

As part of my treatment at the Garden City Sleep Center /G.S. Gill MD I may be given any of the following:

Flu Shot, Pneumonia Shot, Allergy Shot, Xolair Shot, Dexamethasone Shot , B12 Shot, Lidocaine Shot, or/and Oral Medications, such as but not limited to Claritin 10mg, Edarbi, Aluterol 0.083%, etc
Also as a part of my treatment at the Garden City Sleep Center /G.S. Gill MD I may need any or all of the following tests:

· Pulmonary Function Test- During this test I will be given a nebulizer treatment of Albuterol, Xopenex, Perforomist, Ipratropium Bromide, or Budesonide.
· Reflux Test

· Spirometry- During this test I will be given Xopenex HFA, Proventil HFA, Proair HFA, Ventolin HFA, Symbicort inhaler, or a nebulizer treatments of Albuterol, Xopenex, Perforomist, Ipratropium Bromide, or Budesonide.
· Sleep Study

By signing below I am giving permission to Garden City Sleep Center/G.S. Gill M.D. to administer any of the above.  Also by signing below I am giving 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. I have been advised of any possible side effects associated with the treatment.

Date ___________

Print Name





Signature 

___________________________


___________________________



































































