
 
 

NEW PATIENT INFORMATION FORM 
 

Date _______________Last Name_____________________________________First_____________________________________ 
 

Social Security #__________________Date of birth ____________ Age____   Height____  Weight____     Sex ___M  ___F 
 

Home address_____________________________________________________________________________________________ 
 

Home phone ___________________  Work ____________________ Cell ____________________ 
 

Please provide contact information for appointment confirmation and communication.  A message 

will be left if we can not reach you directly (please pick one). 

 

phone_____________________________________________         email_____________________________________________ 
 

 

EMPLOYMENT        Employed              Retired             Unemployed            Other __________________ 
 

Employer name_______________________________________________phone____________________________ 

 

MARITAL STATUS             Single    Married      Divorced  Widowed        Separated 
 

Spouse/Partner’s name________________________________________________ phone____________________ 
 

Emergency contact___________________________________________________ phone____________________ 
 

REFERRING PHYSICIAN 
 

Name _______________________________________________________________________  phone ______________________ 
 

Address  ___________________________________________________________________________________________________ 
 

 PRIMARY CARE PHYSICIAN 
 

Name_______________________________________________________________________  phone ______________________ 
 

Address ___________________________________________________________________________________________________ 
 

PRIMARY INSURANCE 
 

Company____________________________________________________  Group # ___________________________________ 
 

Insured name_________________________________________________  Insured ID__________________________________ 
 

 

__________________________________________________________________________________________ 

Scottsdale Insomnia and Sleep Medicine 

8149 North 87TH Place . #109 . Scottsdale . AZ 85258 . ph 480. 467. 0300 . www.scottsdalesleep.com 
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