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NEW PATIENT FORM
										Date: ______________

Name: ______________________________________	Date of Birth: ________________     Sex: M  F

Address: ______________________________________________

	     ______________________________________________

Home Phone: __________________       Cell: __________________     Work: __________________

Email: ___________________________________________________

Medical Contacts:
Sleep Better Greenville coordinates treatment with your other medial providers to ensure maximum benefit to you.  Where applicable, please lest your other medical professionals

Primary Care Physician: _____________________________________________________________

ENT: _______________________________________________________________________________

Sleep Doctor: _______________________________________________________________________

Dentist: ____________________________________________________________________________

Other Doctor: _______________________________________________________________________

Medical History
It is important that we know your medical history.  Many things have a direct bearing on your sleep health.  The information you give us is strictly confidential and will not be released to anyone without your permission.  Do you have, or have you ever had, any of the following?  Please mark your answer with a check mark

Abrupt awakenings		Alcoholism		Allergies	       Allergies to medications
Allergies to metals		Anemia		Arthritis	       Asthma
Atrial Fibrillation		Blood disease	Bone disease	       Cancer
Circulatory problems	Chest pain		Seizures	       Daytime sleepiness
Congestive heart failure	Diabetes		Dry mouth	       Excessive bleeding
Joint replacement 		Glaucoma		Reflux		       Heart disease       Hearing-impaired		Heart murmur	 Hepatitis	       Kidney disease
High blood pressure	        	Latex allergy		Lupus		       Mitral valve prolapse
Neck or back problems  	Pacemaker		Sleep Apnea	       Radiation treatment
Respiratory problems      	Sinus problems	Stroke 		       Stomach ulcers	
Thyroid disease	      	Nervous problems	Tuberculosis	       Use a CPAP machine

 
Please list all medications, vitamins, and supplements with dosage, if known
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you drink coffee or tea? ______ How many cups a day? _________
Do you use tobacco? ________   Smoke _____ Dip_____ Vape _____


_______________________________
		Signature
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SLEEP BETTER GREENVILLE
2207 EVANS STREET
GREENVILLE, NC 27834
(252) 833-7199




