
 

 

List all of your current doctors with whom we should share your information to coordinate your medical care. 

 

 

Primary Care Physician   

 

Address    

 

Phone (______) __________-___________ 

 

Fax     (______) __________-___________ 

 Physician   

 

Address    

 

Phone (______) __________-___________ 

 

Fax     (______) __________-___________ 

 
 
 
 
 
 
 
I authorize Blanchard Valley Sleep Disorders Center to leave a message pertaining to my care (i.e. 
what department we are calling from, reminder for appointments, etc), by the following methods.  I will 
assume responsibility to notify them if this information changes. 

 

Home Telephone/Voicemail/Answering Machine     (_____) _______ - ____________      yes      no 
 
Work Telephone/Voicemail/Answering Machine      (_____) _______ - ____________      yes      no  
  
Cell Phone/Voicemail                                               (_____) _______ - ____________      yes      no 
Mail  

Please list the names of any people you authorize 
to receive messages or information regarding your personal medical information. 

 
 
________________________________________________________ ________________________ 
Name     Relationship to patient 
 
 
 
______________________________________________________________________________________________________  _____________________________________________ 
Name     Relationship to patient 
 

X____________________________________  _______________ 
Patient Signature    Date 
 
 
 

THIS SPACE FOROFFICE USE ONLY  

PSG Cert# HST Cert# 

CPAP Cert# ROV Cert# 

TV Cert# ROV Cert# 
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RELEASE OF PATIENT INFORMATION 

 


