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CURRENT MEDICATION LIST


PATIENT NAME:  							  DATE:  			

MEDICATIONS (CIRCLE ONES TAKEN DAY OF YOUR SLEEP TEST): 

1.													

2.													

3.													

4.													

5.													

6.													

7.													

8.													

9.													

10.													

ALLERGIES:

1.													

2.													

3.													

DO YOU HAVE A PACEMAKER?		YES____     NO____

How did you hear about us?

□ My physician     □ Friend     □ Radio     □ Yellow Pages     □ Online Ad     □ Online Search     □ Educational Conference  □ TV          □ Newspaper, If so which one? ____________________	□ Other ____________________

COMMENTS: ____________________________________________________________________________________________

____________________________________________________________________________________________
OFFICE USE ONLY
APPOINTMENT DATE: _______________

Age:		_______ years old
Height: 		________ feet ________ inches
Weight: 	_________________________	lbs.
Blood Pressure: 	___________/_____________	Right Arm	Left Arm

Reason for Appointment:
[bookmark: _GoBack]Sleep Apnea
Insomnia
Other: ________________________
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