
Authorization to Release Medical Information

Patient Name									        Date of Birth                                           

Social Security #                                            _____                              
 
Patient Address                                            _____                                                                    _____                                     

City                                          _____                                       State                               _____  Zip                                          

Phone Number                                            _____                                

I authorize,                                            _____                              to release information contained in my medical 
record (including if applicable, information about HIV infection or AIDS, information about substance 
abuse treatment and information about mental health services).

Name to whom information may be released                                                                         _____                              

Address                                                           _____                                                                    _____                                     

City                                          _____                                       State                               _____  Zip                                         

Phone Number                                            _____                                

Date of Information Requested                                            _____                                                        of ALL Records 

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke 
this authorization, I must do so in writing and present my written revocation to the Health Information 
Department. We may have already released the information based on your original authorization. 
We will not release any additional information after we receive your revocation. We will not condition 
treatment or payment based on this authorization or revocation unless otherwise enforced by law.

44000 West 12 Mile Road     .     Suite 113     .     Novi, MI 48377      .     248.465.WAKE  

SLEEP QUESTIONNAIRE

Your answers to the following questions will help us to obtain a better understanding of your sleep prob-
lems. Please answer every question to the best of your ability.  It is helpful to discuss the answers with some-
one who has witnessed your problems, such as a spouse or bed partner.

BACKGROUND INFORMATION        Date:   

Name:            Age:    Sex:  

Date of Birth:            Marital Status:    

Address:        City:      Zip Code:  

Home Phone: (          )       Work Phone: (           )    

Occupation:        Referral Source:     

Physician:        Phone: (           )     

Your Approximate Height:      Weight:      

Has you weight changed? Yes No If yes: How much?                        How long?                        

Please brie�y describe your sleep or sleep problem                                                                                      
                                                                                                                                                                        

When did your sleep problem begin?           

Have you seen any other doctors for your sleep problem  Yes   No  If yes, who?   

Have you ever had a sleep study?   Yes   No  If yes, where?      

Have you ever been treated for snoring, sleep apnea, sleepiness or insomnia?    

Signature of Patient Date

Relationship to Patient Print Name


