
PACIFIC SLEEP CENTER 
Edmonds  425-670-9097  Seattle  206-363-1111 

Please fill in (PRINT) the following information completely 
 

Patient Information   
 
Name: _____________________________________________________________________ Birth date:________________________ Age:__________ 
  First           M.I.   Last                   MM/DD/YYYY 

 
By what name would you prefer to be addressed?___________________________________         Gender:  _______Male      _______Female 
 
Address:___________________________________________ Apt #:________ City:__________________________ State:________ Zip Code:__________________ 
 
P.O. Box Address:____________________________________________________________________________________________________________________________ 
        Box Number    City   State  Zip Code 

 
Home Phone: (_______)_____________________     Cell Phone: (_______)____________________ E-Mail Address: _____________________________________       
 
 
Marital Status (circle):      Single           Married          Domestic Partner           Widowed           Social Security No.____________________________ 
 
Referred to office by: ___________________________________________ How Did You Hear about Us? ____________________________________________ 
 
Employer Information  
 
Name:____________________________________________________________    Work Phone: (_______)____________________________ 
 
Address:_______________________________________________________________________________________________________________________________ 
                                              City           State                 Zip Code 
 

Spouse/Parent Information  
 
Spouse Or Parent  Name:_____________________________________________  Birth date:_______________________   Phone: (_____)_________________ 
      (Please Circle One)             MM/DD/YYYY 
 

Address:__________________________________________________________________________________________________________________________________ 
              City           State                 Zip Code 

Social Security No._____________________________________                     
 
Employer Name:______________________________________________    Work Phone: (_______)_______________________ 
 
Address:__________________________________________________________________________________________________________________________________ 
                                              City           State                 Zip Code 
 

Emergency Contact Information 
 

Name:_____________________________________________________  Relationship: ____________________________ Phone: (_______)____________________ 
 
Address:__________________________________________________________________________________________________________________________________ 
                                              City           State                 Zip Code 
 

Insurance Information 
 

 
Primary Insurance Name:____________________________________           _____HMO      _____PPO                    Group Number:_____________________ 
 
Name of Subscriber:____________________________________________________________  Subscriber ID Number:_________________________________ 
 
Subscriber Relationship to Patient: (Please Circle One) Self     Spouse         Parent      Other:___________________________________ 
 
Insurance Address:_______________________________________________________________________________________________________________________ 
                  City           State                 Zip Code 

 
Secondary Insurance Name:_______________________________             _____HMO      _____PPO                  Group Number:_____________________ 
 
Name of Subscriber:____________________________________________________________  Subscriber ID Number:_________________________________ 
 
Subscriber Relationship to Patient: (Please Circle One) Self     Spouse         Parent      Other:____________________________________ 
 
Insurance Address:_______________________________________________________________________________________________________________________ 
                       City           State                 Zip Code 

          

PLEASE READ THE FINANCIAL AGREEMENT AT www.pacsleep.com/registration.html BEFORE SIGNING BELOW 
A record is kept of the health care services we provide to you. You have the right to see or obtain a copy of the record. You may ask that 
corrections be made to the record. We will not disclose your record to others unless you direct us to do so or if authorized or compelled to do so 
by law. 
 

AGREEMENT: I hereby consent to and authorize the administration of all treatments as deemed necessary by the attending physician. I assume 
all responsibility for payment. I authorize my insurance benefits to be paid directly to the physician. I authorize the physician to release any 
information required by my insurance company. No other records shall be released without my signed consent. I have read, understand and 
agree to the terms and policies outlined in the financial agreement. 
 
Signed:_____________________________________________________________________ Date:_______________________ 
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