
 

 

 

Welcome to the Sleep Disorders Center at Kettering Medical Center. We would like to 

ask that you fill out the following information before you arrive to the sleep clinic on 

your scheduled appointment. The sleep clinic is now located in the basement of the 

hospital. Please call at least 24 hours in advance to cancel any appointment. You may 
be charged a $20.00 fee for a no call/ no show office visit. This will allow other 

patients the opportunity to be seen a little sooner.  

 

Please be sure that you have all the appropriate information with you upon arrival to the 

clinic. We prefer that you come with your spouse if at all possible.  

 

1. Please give as much detail as possible on the information sheets. 

2. Please have your family physician give you or fax any labs that you may have had 

especially any thyroid tests. 

3. Please have your insurance cards with you. Also if your insurance needs a referral you 

must have yours faxed to the sleep clinic before your appointment. Fax # 937-395-

8821. 

4. Your co-payment will be due at the time of service. (we prefer cash or check)   

5. If you had a sleep study outside Kettering Hospital please call and have them send us 

a copy  

 

Please note that if your insurance policy requires a deductible to be met for outpatient 

services performed at a hospital, it could apply to your visit at our Sleep Lab. If this 

presents a problem, please call our office at 439-3600.  

 

We are looking forward to seeing you at your appointment.  

Questions regarding your date of appointment please call the sleep clinic at  

937-395-8805. 
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Pulmonary Medicine of Dayton, Inc. 
Patient Information 

Please print clearly 

 

Patient Name: 

 

Birthdate:                         Age:           Sex: 

 

Address: 

 

City:                                    State:             Zip: 

 

Phone:                                            Marital Status: 

 

Single      Married      Windowed     Divorced 

 

Occupation: 

 

Employed By: 

 

Work phone number: (    ) 

 

Social Security # 

  

 

 

Spouse’s Name: 

 

Birthdate: 

 

Occupation: 

 

Employed By: 

 

Work Phone Number: (    ) 

 

Social Security #: 

 

 

 

Primary insurance: 

 

Policyholder Name: 

 

Insurance ID#: 

 

Group#: 

 

Second insurance: 

 

Policyholder Name: 

 

Insurance ID#: 

 

Group#:                                Plan#: 

  

 

 

Primary Physician: 

 

 

 

Address: 

 

Phone: 

 

Person to Contact in an Emergency: 

 

 

 

Relationship: 

 

Phone: 

Assignment of Benefits 
I hereby assign all medical and or surgical benefits, to include Major Medical Benefits to which I am 

entitled including Medicare, private insurance and any other health plan to: Pulmonary Medicine 
of Dayton, Inc. 

 
This assignment will remain in effect until revoked by me in writing.  A photocopy of this 

assignment is to be considered as valid as an original.  I understand that I am financially 

responsible for all charges whether or not paid by said insurance.  I here by authorize 
said assignee to release medical information to secure the payment.  I also understand 
the any CO-PAYMENT is due in full at the time of service, and if I am unable to pay it at 
that time, a service charge of $20 will added to my bill. 

 
SIGNED:          DATE: 



 3 

 

Kettering Memorial Hospital 

Dr. Mariano Iberico      Today’s Date_____________ 

Dr. Hemant Shah       Name___________________ 

 

 

 

Referring physician: ________________________Tel #_____________________ 

Family physician: __________________________ Tel # _______________________ 

Age: _________ Height: _______ Weight: _______ 

 

Main reasons you are coming for this visit:   __________________________________ 

______________________________________________________________________ 

 

USUAL SLEEPING HABITS 

How many hours of sleep do you get ___________ Night __________ Day _________ 

Usual time you go to bed___________ 

Usual time you fall asleep______________ 

Number of times you wake up___________ To do what? ____________ 

Time you get out of bed______________ with/without an alarm clock 

When you wake up do you still feel tired/groggy? ________ 

Do you wake up frequently with a headache? 

Any unusual dreams? If so describe____________ 

Do you snore? ________(Y/N) Heavy/Light__________ 

Does it wake your partner? ______(Y/N) 

Does your partner sleep in separate rooms due to your snoring? ___________ 

On weekends/days off do you sleep longer? (Y/N) (how many hours?)______ 

Do you take naps during the day? (describe)__________________ 

Are they Restful? ______________ 

As you are going to bed, do your legs have a creepy, crawly feeling? ________ 

Describe it further: 

If so, does the discomfort get (circle one) BETTER/WORSE when you do fall asleep? 

Does the feeling get (circle one) BETTER/WORSE with moving the legs? 

Is it worse during the (circle one) evening/night OR during the daytime? 

Do you have uncontrollable urges to fall asleep in the daytime? __________ 

Do you fall to the ground or pass out if you laugh/cry/get emotional? ________________ 

Do your muscles feel weak when you are laughing or excited? _____________________ 

At night: any unusual activities? ______________ 

While asleep do you:  Talk?_______ Walk?__________ Eat?_______ 

Do you ever injure yourself?________________________ Others ?________________ 

Do you: Grind your teeth?_________________ Wet your Bed?_______________ 

Wake up coughing?___________ Wheeze? ____________ Have Chest Pain?_________ 
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Kettering Sleep Lab       Name: ________________ 

Dr. Mariano Iberico, M.D    Today’s Date:________________ 

Dr. Hemant Shah      

DA YTIME SLEEPINESS 

In the daytime, do you feel sleepy? _____________ 

Do you fall asleep while (circle all that apply) driving?___________ 

Doing your job?____________ 

While eating? _______________ 

Have you ever had any accidents or near accidents related to sleep issues? 

Describe what happened________________________________________________ 

PAST HISTORY: 

Currently, have you been diagnosed with the following: 

____Hypertension 

____Heart attack  

____Stroke 

____Emphysema / Asthma / COPD 

____Depressionl /Anxiety 

____Diabetes  

____Thyroid disorder 

____Hiatal Hernia 

____Gastroesophageal reflux (GERD) 

____Peptic Ulcer Disease 

____Irritable Bowel Syndrome 

____Other (describe) 

____Irregular heart beat 

 

 

SURGERIES (with dates): 

_________________________________

_________________________________

_________________________________

_________________________________

 

ALLERGIES (and describe what happens) 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

 

CURRENT MED/CA TIONS: 

 

(Please list all medications you are taking, prescr4otion and over-the-counter). 

Any medicines in particular for sleeping/ OR to keep you up? 

 
Medications Dosage #of tablets How many times a Day 
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Kettering Sleep Lab      Name:________________________ 

Dr. Mariano Iberico, M.D.         Date:_________________________ 

Dr. Hemant Shah, M.D. 

 

 

FAMILY HISTORY of sleep related problems: 
MOTHER? _____________BROTHER? ______________ 

FATHER?______________ SISTER?__________________ 

 

Habits: 

 

Did you ever smoke? (Y/N)______ 

# of packs/day?_______________ for how long? ____________ 

Date of your last cigarette____________ 

Alcohol: (type)________ Amount________________________ 

Any other drugs? ______________ 

Coffee:Y/N _______________ Number of cups/per day____________ caffeinated /decaf 

Cola/Pop (name)____________ Number of cans/bottles a day______________________ 

 

OCCUPATION: 

 

Type of work __________________ 

Usual work hours_______________ 

How many miles (aprox.) do you drive to and from work per day? ________________ 

Any use of dangerous equipment or machinery? (Describe)______________________ 
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Kettering Sleep Lab      Name:________________________ 

Dr. Mariano Iberico, M.D.         Date:_________________________ 

Dr. Hemant Shah, M.D. 
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