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New Patient Registration Form 
Please enter the following information: 

 

Personal information 

First name 
  

Middle name 
 

Last name 
 

DOB 
 

Sex SSN Marital status Preferred language 
 

Address 
 

City 
 

State 
 

ZIP code 
 

Phone number (home) 
  

Phone number (mobile) 
 

Email address 
 

Preferred method/time 
of contact 
 

Referring physician 
 

Phone number 
 

PCP 
 

Phone number 
 

Preferred pharmacy 
 

Pharmacy address 
 

Pharmacy phone number 
 

Emergency Contact 
 

Work information 

Employer 
 

Phone number (work) 
 

Address 
 

City/State/ZIP code 
 

Insurance information 

Guarantor 
 

Address  
 

City 
 

State/ZIP code 
 

Insurance company 
 

Plan type 
 

Identification number 
 

Group number 
 

Phone number 
 

Specialist copay 
 

PCP copay 
  

Medications 

Medication allergies 
 
 
 
 
 
 
 
 
  
 

Current medication(s) 
 
 
 
 
 
 
 
 
 
 

Dose(s) 
 
 
 
 
 
 
 
 
 
 

Refill(s) needed 
 
 
 
 
 
 
 
 
 
 

Past medical history  

Previous surgery(ies) 
 
 
 
 
 

Date(s) 
 
 
 
 
 

Where performed 
 
 
 
 
 

Approximate Year 
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Chronic condition(s) 
(e.g. high blood 
pressure, diabetes, 
COPD, etc.) 
 
 
 
 
 
 
 
 

Medical Provider 
Managing 
 
 
 
 
 
 
 
 
 
 

Prior Sleep Studies 
 
 
 
 
 
 
 
 
 
 

Approximate Date 
 
 
 
 
 
 
 
 
 
 

Family history  

Parents’ medical 
problems 
 
 
 

Brothers and Sisters 
 
 
 
 

Children 
 
 
 
 

Other relatives 
 
 
 
 

Social history 

Alcohol consumption 
 
 

Tobacco use 
 
 

Bed Partner 
 
 

Caffeine consumption 
 
 

Exercise 
 
 

Upcoming visit 

Visit purpose/goals 
 
 
 
 
 

Symptoms (duration) 
 
 
 
 
 

Recent imaging, 
where performed 
 
 
 
 

Recent breathing tests, where 
performed 
 
 
 
 

Referring Provider 
Comments 
 
 
 

Recent hospitalizations 
 
 
 
 

Please bring insurance cards to your visit. 


