
 
 

UNITY SLEEP DISORDERS CENTER 

PATIENT INFORMATION SHEET 
 

Patient Name:__________________________________________DOB:____________ 
(PLEASE  PRINT) 

Signature:____________________________________________Date:_____________ 

 

Emergency Contact:_______________________________Phone#:________________ 

 

**Please indicate “NONE” below  if applicable** 

 
Drug Allergies: _________________________________________________________ 

 

Other Allergies:__________________________________________________________ 

 

MEDICATIONS: 

Medication Name Strength When taken 

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

MEDICAL PROBLEMS , CONDITIONS and SURGERIES: 

(include any problems or conditions as diagnosed by your primary care provider) 

 

 

 

 

 

 

 

 

 

 

 

 

 


