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FATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/AFATHER:              N/A

SIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/ASIBLINGS:              N/A

GRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/AGRANDPARENTS:             N/A

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

CIRCLE ANY OF THE FOLLOWING THAT YOU USE:

CAFFEINE                    DRUGS                    TOBACCO                    OTHER

EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:EXPLAIN YOUR USAGE OF THE ABOVE:

 SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS SECTION 7A: MEDICATIONS

WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?WHAT MEDICATIONS ARE YOU CURRENTLY TAKING?

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

 SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES SECTION 7B: ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES
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WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES?WHAT ARE YOUR ALLERGIES TO MEDICATIONS AND OTHER SUBSTANCES? N/AN/AN/A

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

               
               
               
               
               
               
               
               

SECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMSSECTION 8: SYMPTOMS

PAINPAINPAIN NUMBNESS / TINGLINGNUMBNESS / TINGLINGNUMBNESS / TINGLINGNUMBNESS / TINGLINGNUMBNESS / TINGLINGNUMBNESS / TINGLING NUMBNESS / WEAKNESSNUMBNESS / WEAKNESSNUMBNESS / WEAKNESSNUMBNESS / WEAKNESSNUMBNESS / WEAKNESSNUMBNESS / WEAKNESSNUMBNESS / WEAKNESS
 NECK NECK NECK  NECK NECK NECK NECK NECK NECK  NECK NECK NECK NECK NECK NECK NECK

 SHOULDER(S) SHOULDER(S) SHOULDER(S)  SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S)  SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S) SHOULDER(S)
 ARM(S) ARM(S) ARM(S)  ARM(S) ARM(S) ARM(S) ARM(S) ARM(S) ARM(S)  ARM(S) ARM(S) ARM(S) ARM(S) ARM(S) ARM(S) ARM(S)
 WRIST(S) WRIST(S) WRIST(S)  WRIST(S) WRIST(S) WRIST(S) WRIST(S) WRIST(S) WRIST(S)  WRIST(S) WRIST(S) WRIST(S) WRIST(S) WRIST(S) WRIST(S) WRIST(S)
 HAND(S) HAND(S) HAND(S)  HAND(S) HAND(S) HAND(S) HAND(S) HAND(S) HAND(S)  HAND(S) HAND(S) HAND(S) HAND(S) HAND(S) HAND(S) HAND(S)
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 FINGERS FINGERS FINGERS  FINGERS FINGERS FINGERS FINGERS FINGERS FINGERS  FINGERS FINGERS FINGERS FINGERS FINGERS FINGERS FINGERS

 LOWER BACK LOWER BACK LOWER BACK  LOWER BACK LOWER BACK LOWER BACK LOWER BACK LOWER BACK LOWER BACK  LOWER BACK LOWER BACK LOWER BACK LOWER BACK LOWER BACK LOWER BACK LOWER BACK

 LEG(S) LEG(S) LEG(S)  LEG(S) LEG(S) LEG(S) LEG(S) LEG(S) LEG(S)  LEG(S) LEG(S) LEG(S) LEG(S) LEG(S) LEG(S) LEG(S)
 KNEE(S) KNEE(S) KNEE(S)  KNEE(S) KNEE(S) KNEE(S) KNEE(S) KNEE(S) KNEE(S)  KNEE(S) KNEE(S) KNEE(S) KNEE(S) KNEE(S) KNEE(S) KNEE(S)
 FEET FEET FEET  FEET FEET FEET FEET FEET FEET  FEET FEET FEET FEET FEET FEET FEET

 TOE(S) TOE(S) TOE(S)  TOE(S) TOE(S) TOE(S) TOE(S) TOE(S) TOE(S)  TOE(S) TOE(S) TOE(S) TOE(S) TOE(S) TOE(S) TOE(S)

ARE YOU A DIABETIC?      YES          NOARE YOU A DIABETIC?      YES          NOARE YOU A DIABETIC?      YES          NO HAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NOHAVE YOU NOTICED LOSS OF STRENGTH IN ANY PARTICULAR AREA?              YES               NO

DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:DO YOU HAVE ANY ADDITIONAL SYMPTOMS NOT COVERED BY THE ABOVE? IF SO, PLEASE EXPLAIN:

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

               
               
               
               
               

SECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIESSECTION 9: ENVIRONMENTAL ALLERGIES

HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10.
HOW LONG HAVE YOU HAD ENVIRONMENTAL ALLERGY SYMPTOMS?
IF YOU DO NOT HAVE THESE SYMPTOMS, CIRCLE N/A AND CONTINUE TO SECTION 10. N/A

HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?
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TRIGGERS OF YOUR SYMPTOMS:
During which months do you have symptoms? (Please check ll that apply)

 Spring       Summer        Fall       Winter

Which of the following exposures seem to worsen your symptoms? (Please check all that apply)

NOSE:
 Frequent sneezing
 Runny nose
 Congestion/blockage
 Itching
 Nose bleeds
 Loss of smell
 Nasal polyps
 Other:

EYES:
 Itching/tearing
 Burning
 Redness
 Swelling of eye lids
 Dark circles
 Infections
 Other:

LUNGS:
 Asthma
 Wheezing
 Cough - daytime
 Cough - nighttime
 Productive cough
 Dry cough
 Wheeze with exercise
 Other:

SINUSES:
 Frequent infections
 Pressure in facial bones
 Pressure around eyes
 Throat drainage
 Other:

EARS:
 Pain
 Itching
 Plugging/popping
 Loss of hearing
 Other:

SKIN:
 Contact rash
 Eczema
 Hives
 Itching
 Other:

HEADACHES:
 Sinus
 Tension
 Migraines 
 Medications that help

(please list) 

 Other:

GASTROINTESTINAL:
 Nausea/vomiting
 Diarrhea
 Constipation
 Other:

 Yard work
 House work
 Mowing lawns
 Barns
 Vacuuming
 Stress

 Dry weather
 Wet weather
 Hot weather
 Humidity
 Windy day
 Out of doors

 Cats
 Dogs
 Other Animals
 Aerosols
 Perfumes
 Smoke

 News print
 Mold/mildew
 Foods: (list below)

SYMPTOMS: (Please check all that apply)

HAVE YOU HAD A PREVIOUS ALLERGY EVALUATION?        YES       NO



DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?DID YOU HAVE ALLERGY SKIN TESTING?

DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?DID YOU RECEIVE IMMUNOTHERAPY (ALLERGY SHOTS)?

DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?DID YOUR SYMPTOMS IMPROVE DURING IMMUNOTHERAPY?

DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?DID YOU EXPERIENCE ANY ADVERSE REACTIONS?

WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?WHERE WERE YOU BORN AND RAISED?

HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?HOW LONG HAVE YOU LIVED IN THE NORTHEAST?

HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?HOW LONG HAVE YOU LIVED IN YOUR CURRENT HOME?

HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?HOW OLD IS YOUR HOME?

DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:DATE OF LAST DOSE OF ALLERGY MEDICATION:

SECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTHSECTION 10: SLEEP HEALTH

HAVE YOU BEEN TOLD YOU SNORE LOUDLY?HAVE YOU BEEN TOLD YOU SNORE LOUDLY?  YES YES  NO NO NO
I WANT TO LEARN MORE ABOUT HOW SLEEP 
PROBLEMS AFFECT MY HEALTH.
I WANT TO LEARN MORE ABOUT HOW SLEEP 
PROBLEMS AFFECT MY HEALTH.
I WANT TO LEARN MORE ABOUT HOW SLEEP 
PROBLEMS AFFECT MY HEALTH.
I WANT TO LEARN MORE ABOUT HOW SLEEP 
PROBLEMS AFFECT MY HEALTH.  YES YES YES  NO NO

HAVE YOU BEEN TOLD THAT YOU STOP 
BREATHING AT NIGHT?
HAVE YOU BEEN TOLD THAT YOU STOP 
BREATHING AT NIGHT?  YES YES  NO NO NO PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

ARE YOU OFTEN TIRED DURING THE DAY?ARE YOU OFTEN TIRED DURING THE DAY?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

IS CONTROLLING YOUR BLOOD PRESSURE 
DIFFICULT?
IS CONTROLLING YOUR BLOOD PRESSURE 
DIFFICULT?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

DO YOU AWAKEN WITH SHORTNESS OF 
BREATH?
DO YOU AWAKEN WITH SHORTNESS OF 
BREATH?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

DO YOU FALL ASLEEP WHILE READING OR 
WATCHING TV?
DO YOU FALL ASLEEP WHILE READING OR 
WATCHING TV?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

DO YOU EVER HAVE TROUBLE 
CONCENTRATING?
DO YOU EVER HAVE TROUBLE 
CONCENTRATING?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________HAVE YOU BEEN DIAGNOSED WITH SLEEP 
APNEA?
HAVE YOU BEEN DIAGNOSED WITH SLEEP 
APNEA?  YES YES  NO NO NO

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

PHYSICIAN USE ONLY: 

 "REVIEWED, ORDER SLEEP STUDY, TITRATION AND TREATMENT IF           
 POSITIVE FOR OSA

 FAX TO 888 539-3001

 "REVIEWED, DO NOT ORDER SLEEP STUDY; PLACE IN CHART.

PHYSICIAN SIGNATURE: _____________________________________

PATIENT NAME:___________________________________________

PATIENT PHONE NUMBER: ___________________________________

SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)SECTION 11: SIGNATURE(S)
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Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization to Release Information and Assignment of Benefits
I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in the place of the original
.

    Date: _____________________ Signature: _____________________________________

I hereby authorize Dr. Howard M. Hertz to apply for benefits on my behalf for covered services rendered by him/her, or by his/her order. I request that payment 
from my insurance company be made directly to Dr. Hertz (or to the party who accepts assignment).
I certify the information I have reported with regard to my insurance coverage is correct. In the event that the insurance information provided is incorrect, invalid, 
or Dr. Howard M. Hertz is not listed as my primary care physician, I understand that I will then assume responsibility for any unpaid balances.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in 
writing.

    Date: _____________________ Signature: _____________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________

Authorization Form, Howard M. Hertz, M.D., P.C., Jared A. Hertz, D.O.

I ___________________________________, hereby authorize Howard M. Hertz M.D., P.C. and/or Jared A. Hertz, D.O., to use and disclose my 
protected health information pursuant to the Notice of Privacy Practices that are posted in  the office at  350 West Main Street, Babylon, NY. I 
have also been given the opportunity to review and/or receive a copy of these Privacy Practices.
This authorization shall be in force and effect until such time that I give notification requesting the termination of the authorization.
I understand that I have the right to revoke this authorization. In writing, at any time by sending such written notification to the attention of 
Howard M. Hertz, M.D., P.C., at 350 West Main Street, Babylon, NY, 11702. I understand that a revocation is not  effective to the extent  that 
Howard M. Hertz, M.D., P.C., and/or Jared A. Hertz, D.O. has relied on the use or disclosure of the protected health information.
I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer 
be protected under federal or state law.
Howard M. Hertz. M.D., P.C. and/or Jared  H. Hertz, D.O. will not condition my treatment or payment on whether I provide authorization for the 
requested use or disclosure.
I understand that I have the right to inspect or copy the protected health information to be used or disclosed as  permitted under Federal law (or 
state law to the extent the state law provides greater access rights), and/or refuse to sign this authorization.

Signature of Patient or Personal Representative ______________________________________ Date _________________________________

Name of Patient or Personal Representative _______________________________________________________________________________

Description of Personal Representative’s Authority _________________________________________________________________________
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