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  Premier Sleep Disorders Center

                     Sleep sound  (   Sleep safe  (  Sleep well


VICTORIA LOCATION
SHINER LOCATION

ROCKPORT LOCATION
111 N. Park


124 E. Wolters Street
1811-A Broadway

VICTORIA, TX 77901
SHINER, TX  77984
Rockport, TX 78382

(361)572-9654

(361)572-9654

(361)572-9654





Fax:  (361) 485-2233

PAST MEDICAL HISTORY
NAME;_________________D.O.B._____________GENDER: M F  DATE:__________

CURRENT WEIGHT:___________lbs.            CURRENT HEIGHT________________

WEIGHT 5YS. AGO: _________________     2YS AGO:________________  6 mo. AGO:____________

ORDERING PHYSICIAN:_________________________________________________

CURRENT PROBLEM (DESCRIBE BRIEFLY)_________________________________

________________________________________________________________________________________________________________________________________________

CURRENT MEDICATIONS (INCLUDE OVER THE COUNTER DRUGS)




MEDS:



     HOW OFTEN TAKEN

1.____________________________________________________________________________________

2.____________________________________________________________________________________
3.____________________________________________________________________________________
4.____________________________________________________________________________________

5.____________________________________________________________________________________

6.____________________________________________________________________________________

ALLERGIES:__________________________________________________________________________

LIST PAST HOSPITALIZATIONS AND REASON FOR HOSPITAL ADMISSION:

1.____________________________________________________________________________________

2.____________________________________________________________________________________

3.____________________________________________________________________________________

LIST PAST SURGERY DATES AND TYPE OF SURGERY:

1.____________________________________________________________________________________

2.____________________________________________________________________________________

3.____________________________________________________________________________________

HAVE YOU EVER BEEN TREATED OR SUFFER FROM THE FOLLOWING: (PLEASE CIRCLE)

1. Cancer
Type:__________________

13.  Rheumatic Fever

2. Tuberculosis




14.  Kidney Disease

3. Diabetes





15.  Epilepsy/Seizure Disorder

4. Heart problems




16.  Insomnia

5. High Blood Pressure



17.  Narcolepsy

6. Stroke





18.  Sleep Apnea

7. Lupus





19.  Thyroid Disease

8. Migraine, Headaches



18.  Brain Tumor

9. Ulcers/Gastritis




19.  Fibromyalgia

10. Gatro-esophageal reflux



20.  Rheumatoid Arthritis

11. Psychiatric Treatment



21.  Angina

12. Emphysema / Asthma

HAVE YOU EVER SMOKED? HOW LONG/WHEN?___________________________________

FAMILY ILLNESSES:_______________________________________________________________

__________________________________________________________________________________

      ___________________________________________________________________________________

