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The Snoring Institute
Patient Health History

First Name:_______________________________     Last Name:____________________________________________  Middle:______
Address:____________________________________________________     City, State, Zip____________________________________

Home Phone_________________________     Work Phone_________________________     Cell Phone________________________

Which number may we use to leave messages or communicate with you? __________________________________________________

Social Security Number______________________     Date of Birth__________________     Occupation_________________________

Email Address _____________________________________________________________
How did you hear about The Snoring Institute? _________________________________________________________________
Please list all medications you are currently taking including aspirin, vitamins, herbs and/or herbal tonics.  

Medication & Dosage

Reason



Medication & Dosage

Reason

	
	
	
	

	
	
	
	


Are you allergic to any medications or non-medical items?  Please list below.

Allergy



Reaction


Allergy



Reaction

	
	
	
	

	
	
	
	


[image: image1]Do you or have you ever had any of the following conditions or treatments?  (Please circle “Yes” or “No”)
Hypertension
              Yes
No
Diabetes


Yes
No
Seasonal Allergies
               Yes
No


Thyroid Problem
              Yes
No
Sleep Apnea

Yes
No
 Pregnant?

Yes
No


Nasal Surgery
              Yes
No
Family History of 


               Abnormal Heart Beat
Yes 
No

Nasal Obstruction
              Yes
No
 Sleep Apnea

Yes 
No
 Sinus Problems

Yes
No
Stroke    
                            Yes
No
 Throat Surgery

Yes
No



Have you had any other treatments for snoring?________________________________________________________________________

Have you used:  Oral Appliance___________    Nasal Strips___________

Major health problem? ____________     Diagnosis________________________________________________     Date______________

Emergency Contact: 

Name____________________________________________  Phone Number_______________________  Relation_________________

I acknowledge receipt of the Practice’s Notice of Privacy Practices.   I authorize the Practice to use and disclose my health information for purposes of treating me, obtaining payment for services rendered to me, and conducting healthcare operations.

__________________________________________________
_____________   _____________________________________________
Signature 






              Date

Congratulations and thank you for choosing The Snoring Institute.  Payment is respectfully requested when services are rendered.  There are no refunds for any services.  Results are not guaranteed and there will be no refunds for any services’ perceived complications from treatment.  
Signature________________________________________________________Date_________________________________________









