
 
The Kazmir Center for Sleep Disorders 

Telephone: (973) 322-9800          
Fax: (973) 322-9808 

 
PATIENT INFORMATION 

 
NAME: _______________________________________________________________ SOCIAL SECURITY NUMBER: ____________________________________ 
 
ADDRESS: ____________________________________________________________ HOME TELEPHONE NUMBER: ___________________________________ 
 
CITY: __________________________ STATE: _______ ZIP CODE: ____________ CELL PHONE NUMBER: _________________________________________
  
GENDER:        MALE  FEMALE    EMAIL ADDRESS: _______________________________________________ 
 
AGE: ______________ DATE OF BIRTH: ___________________________ PRIMARY CARE PHYSICIAN: ____________________________________
  
PLACE OF BIRTH: ____________________________________________________ REFERRING PHYSICIAN: ________________________________________ 
         
RACE/ ETHNICITY: ___________________________________________________ REFERRING PHYSICIAN’S PHONE NUMBER: _____________________ 
 
RELIGION: ___________________________________________________________ REFERRING PHYSICIAN’S FAX NUMBER: ________________________ 
 
MARITAL STATUS:   SINGLE   MARRIED  SEPARATED  DIVORCED   OTHER (SPECIFY):____________________________________________ 
 
DOES PATIENT HAVE ANY DISABILITY THAT MAY REQUIRE SPECIAL ACCOMMODATION?   YES  NO  

IF YES, PLEASE SPECIFY: _______________________________________ 
 
OCCUPATION: _______________________________________________________  FULL TIME   PART TIME   SELF EMPLOYED    RETIRED   
 
EMPLOYER NAME: ___________________________________________________ IF RETIRED, SPECIFY DATE OF RETIREMENT: ___________________ 
 
EMPLOYER ADDRESS: ________________________________________________ EMERGENCY CONTACT’S NAME: _______________________________ 
 
CITY: __________________________ STATE: _______ ZIP CODE: ____________ EMERGENCY CONTACT’S ADDRESS: ____________________________ 
 
BUSINESS TELEPHONE NUMBER: ______________________________________ CITY: ____________________ STATE: _______ ZIP CODE: ____________ 
 
HAS PATIENT USED TABACCO IN THE PAST YEAR?    YES  NO EMERGENCY CONTACT’S PHONE NUMBER: _____________________ 
 
IS PATIENT THE INSURED PARTY?    YES  NO   RELATIONSHIP TO PATIENT: ___________________________________ 
 

INSURANCE INFORMATION 
 
PRIMARY INSURANCE COMPANY’S NAME: _________________________________________________________________________________________ 
 
SUBSCRIBER’S NAME: ________________________________________________ IDENTIFICATION NUMBER: _____________________________________ 
 
ADDRESS: ____________________________________________________________ SOCIAL SECURITY NUMBER: ____________________________________ 
 
CITY: __________________________ STATE: _______ ZIP CODE: ____________ OCCUPATION: __________________________________________________ 
 
HOME TELEPHONE NUMBER: _________________________________ ________ EMPLOYER NAME: _____________________________________________ 
 
AGE: ______________ DATE OF BIRTH: ___________________________ EMPLOYER ADDRESS: __________________________________________ 
 
RELATIONSHIP TO PATIENT: __________________________________________ CITY: ____________________ STATE: _______ ZIP CODE: ____________ 
 
        BUSINESS TELEPHONE NUMBER: ________________________________ 
 
SECONDARY INSURANCE COMPANY’S NAME: _____________________________________________________________________________________ 
 
SUBSCRIBER’S NAME: ________________________________________________ IDENTIFICATION NUMBER: _____________________________________ 
 
ADDRESS: ____________________________________________________________ SOCIAL SECURITY NUMBER: ____________________________________ 
 
CITY: __________________________ STATE: _______ ZIP CODE: ____________ OCCUPATION: __________________________________________________ 
 
HOME TELEPHONE NUMBER: _________________________________ ________ EMPLOYER NAME: _____________________________________________ 
 
AGE: ______________ DATE OF BIRTH: ___________________________ EMPLOYER ADDRESS: __________________________________________ 
 
RELATIONSHIP TO PATIENT: __________________________________________ CITY: ____________________ STATE: _______ ZIP CODE: ____________ 
 
        BUSINESS TELEPHONE NUMBER: ________________________________ 
 
TERTIARY INSURANCE COMPANY’S NAME: ________________________________________________________________________________________ 
SBMC 314 (04/09) 


