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Dr. Mohammad Kagzi, Dr. Ermil Wagner, Kristin Messinger, NP
731 S. IL. RT 21, SUITE 120, GURNEE, IL 60031
847-855-9700 fax 847-855-8990




DATE: _________________ NAME: _________________________ DOB _________

ADDRESS____________________________ Town/city _______________ Zipcode _______

EMAIL: _____________________________________________________________________

PHONE: Home _______________________ Cell __________________ SEX M___F___ 

MARITAL STATUS M__S__D__W__ 

SPOUSE NAME______________________________________ 

PATIENT SOCIAL SECURITY ______-______-__________ 

OCCUPATION_______________________________________________________________ 

EMPLOYER__________________________________________________________________ 

EMERGENCY CONTACT NAME___________________________________________ 

RELATIONSHIP___________________ 

EMERGENCY CONTACT PHONE NUMBER ________________________________ 











INSURANCE INFORMATION



INSURANCE NAME__________________________________________________________ 

ADDRESS___________________________________________________________________ 

INSURED NAME______________________________________________________________ 

ID#______________________________________GROUP #________________________ 

PRIMARY INSURED: SELF_______ SPOUSE______ 

SPOUSE SOCIAL SECURITY ______-_____-_____ 

SPOUSE EMPLOYER_____________________ 

SPOUSE DATE OF BIRTH_______________ 


INSURANCE COMPANY 
#2 COMPANY 

NAME______________________________________________________________ 

ADDRESS___________________________________________________________________ 

INSURED NAME______________________________________________________________ 

ID#______________________________________GROUP #___________________________


[bookmark: _Hlk131586338]1. I agree to pay $ 50.00 fee if I am unable to keep my appointment and unable to reschedule or notify the office 24 hours in advance. 

2. If you have a deductible or copay, it is due at the time services are rendered. 

3. Medicare patients: If you have secondary insurance, please give us your card at the time of your appointment.


RELEASE OF INFORMATION

I authorize the release of all information necessary to process my insurance claims and pertinent to my medical care. This release will remain in effect until revoked by me in writing. A photocopy of this release is to be considered as valid as the original. 


________________________________________ __________________________
 PATIENT SIGNATURE                                       DATE





DATE: _________________ 

NAME: _____________________________________ 

DATE OF BIRTH: ______________ 

Assignment of Benefits: The undersigned hereby authorizes the release of any information relating to all claims or benefits submitted on behalf of myself and/or dependents. I further expressly agree and acknowledge that my signature on this document authorizes my physician to submit claims for benefits for services rendered or for services to be rendered without obtaining my signature on each claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the particular claim. I hereby authorize insurance to pay and hereby assign directly to Midwest Sleep & Wellness all benefits, if any, otherwise payable to me for his services as described on the claim forms. I understand I am financially responsible for all charges incurred. I further acknowledge that any insurance benefits, when received by me and paid to Midwest Sleep & Wellness will be credited to my account, in accordance with the above said assignment. I hereby agree and understand that if I receive payment from my insurance company for services rendered by Midwest Sleep & Wellness, I am to endorse the check and mail with statement to our office. I clearly understand that it is still my responsibility to make sure the bill is paid in a reasonable time. If for any reason any portion of my bill is not paid by my insurance, I further agree to plan for prompt payment of the balance. 

PATIENT'S SIGNATURE_______________________________________________________ 

























NAME: _____________________________________ DATE OF BIRTH:______________ 


MEDICARE PATIENTS 

Patient’s Medicare Number: ____________________________________________ I request that payment of authorized Medicare benefits be made on my behalf to Midwest Sleep for any services furnished to me by any of its individual providers. I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Service and its agents any information needed to determine these benefits or the benefits payable for related services. 


________________________________________ __________________________ 
MEDICARE PATIENT SIGNATURE                   DATE







































DATE: _________________ 

NAME: _____________________________________

DATE OF BIRTH: ______________ 

REQUEST FOR CONFIDENTIAL COMMUNICATIONS 

I give permission for Midwest Sleep to contact me by phone or mail.  I have provided my current address and phone numbers.  I permit Midwest Sleep to leave a voice mail on the numbers provided.

I give my permission for Midwest to discuss my medical conditions, appointments, and diagnostic results with the following:  
 

Name___________________ Phone________________ Relationship__________ 


Name___________________ Phone________________ Relationship__________ 


Name___________________ Phone________________ Relationship__________ 




______________________________________________ date: ______________
Patient signature


















[bookmark: _Hlk131586680]PATIENT SIGNATURE DATE ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Patient Name: _____________________________________ DOB: ______/______/_____ I have been presented with a copy of Notice of Privacy Practices, detailing how my information may be used and disclosed as permitted under federal and state law. I understand and agree with the contents of the Notice. I also hereby consent to the disclosure of my health information for the following purposes: (1) to provide my health care treatment; (2) to obtain payment for the services provided to me; and (3) to carry out ordinary health care and business operations. 










































DATE: _________________ NAME: _____________________________________

DATE OF BIRTH: ______________ 

REASON FOR VISIT ___________________________________________________________________ 

PATIENT ALLERGIES: 

1. ______________________________________________________________
2. ______________________________________________________________ 
3. ______________________________________________________________
4. ______________________________________________________________
5. ______________________________________________________________
DO YOU SMOKE? ___________________PACKS PER DAY______________
DO YOU DRINK? ____________________HOW OFTEN_________________

PAST MEDICAL HISTORY:
 (Please list your significant illnesses and when they were diagnosed)

1. _______________________________________________________________
2. ______________________________________________________________ _ 
3. _______________________________________________________________
4. _______________________________________________________________ 
5. _______________________________________________________________ 

PREVIOUS SURGERY: (Please provide approximate date) 

1. __________________________________________________________________
2. __________________________________________________________________
3. __________________________________________________________________
4. __________________________________________________________________
5. __________________________________________________________________ 





FAMILY HISTORY: (Please list any significant illnesses of your grandparents, parents,
siblings and children) 

1. __________________________________________________________________ 
2. __________________________________________________________________ 
3. __________________________________________________________________
4. __________________________________________________________________ 
5. __________________________________________________________________


DATE: _________________ NAME: ____________________________ DOB ___________
 
MEDICATIONS:
 (Please all medications including nonprescription and over the counter items such as vitamins, that you take on a regular basis. Include the name, dose, and frequency with which you take it.)

	NAME OF MEDICATION
	STRENGTH
	DOSE
	FREQUENCY

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


     
Please provide us with the name address and phone number of the pharmacy you generally use: ____________________________________________________________________________ Please provide the name for mail-away pharmacy, if you have one: ____________________________________________________________________________ 
TREATING PHYSICIANS: (Please list all your current physicians and phone numbers)

Primary care physician_______________________________________________________

Cardiology (heart) __________________________________________________________

Ophthalmologist (Eye)_______________________________________________________ 

Nephrologist (Kidney)_______________________________________________________ 

Podiatrist (Feet)_____________________________________________________________ 
	 Yes
	 No
	Snoring?
Do you snore loudly (loud enough to be heard through closed doors, or your bed partner elbows you for snoring at night)?

	 Yes
	 No
	Tired?
Do you often feel tired, fatigued, or sleepy during the daytime (such as falling asleep during driving)?

	 Yes
	 No
	Observed?
Has anyone observed you stop breathing or choking/gasping during your sleep?

	 Yes
	 No
	Pressure?
Do you have or are being treated for high blood pressure?

	 Yes
	 No
	Body mass index more than 35 kg/m2?

	 Yes
	 No
	Age older than 50 years old?

	 Yes
	 No
	Neck size large? (measured around Adam's apple)
Is your shirt collar 16 inches or larger?

	 Yes
	 No
	Gender (biologic sex) = Male?

	Scoring criteria:

	Low risk of OSA: Yes to 0 to 2 questions

	Intermediate risk of OSA: Yes to 3 to 4 questions

	High risk of OSA: Yes to 5 to 8 questions


















Do you suffer from infected hair follicles, painful ingrown hairs, razor burn, cystic nodules? 
In what areas do you have unwanted hair: face ______ Underarms _______ bikini line _______
Legs ______ arms _____ back _____ chest ______ other ______


Do you suffer from sun damage or unwanted blemishes or age spots?
Would you be interested in a FREE Skin Care Consultation to discuss facial rejuvenation treatments to treat:
 Age Spots ___ Rosacea ___ Broken Capillaries ___ Fine Lines & Winkles ___ 
Enlarged pores ___ Sagging Skin ____ uneven texture or tone ____ Scars/acne ___
Loss of volume _____ Laser treatments are a noninvasive treatment that we are now offering to our patients.

Would you be interested in removing an unwanted tattoo?  _________



Date of last physical exam: ______________ Dental exam: ___________________

Mammogram: ________________________ Colonoscopy: ____________________


Thank you for taking the time to complete these health information forms.  If you have any changes that occur after your initial visit, please update the medical assistant or your provider so we can keep your records up to date.



Please sign a request for medical records if we need to obtain records from a previous provider, We have attached the form for your convenience.















Please complete and sign this form for us to request Medical Records to or from our office.



AUTHORIZATION FOR RELEASE OF PROTECTED HEALTHCARE INFORMATION 

PATIENT NAME: __________________________ DOB: __________________________ I hereby authorize the release of the following protected health information for the above-named individual:
· Progress Notes                                                             
· Consultation
· Medication List
· Immunization Record
· Discharge Summary 
· History & Physical Exam
· Laboratory Results 
· X-ray Report
· HIV status 
· Substance Abuse
· Psychiatric Assessment
· Clinical Assessment
· Treatment Plan 
· Other (explain): ____________________________
Specific Treatment Date: ____/____/____ 
Specific Treatment Date Range: From: ____/____/____ To: ____/____/____ 

 FROM: Name/Facility: ___________________________________ Contact: ________________________________________ Address: _______________________________________ City, State, ZIP: __________________________________ Phone: _________Fax: __________________ 
TO: Name/Facility: ___________________________________ Contact: ________________________________________ Address: _______________________________________ City, State, ZIP: __________________________________ Phone: _________Fax: __________________

The above information will be used for the following purposes: 
This authorization is valid until: _______________________________________________ 
(Month/Date/Year NOT TO EXCEED ONE YEAR) 

Signature: ________________________________Date_____________________________

Relationship to Patient: 
Self-Parent -Guardian 
Signature of Witness: ___________________ Date: ___________________ 
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