
 

 
 

PATIENT DEMOGRAPHIC SHEET 
 

Patient Name_________________________________________ Birth Date__________ Sex:   M    F 
SSN________-______-____________     Marital Status:   M   S   D   W   O    Race:    
Address ______________________________ City__________________ State_____ Zip_________ 
Phone:  Home: (____)_____-_______     Cell: (____)_____-_______     Work: (____)_____-_______ 
What is your preferred method of contact:  phone  text message email 
Is it okay to leave a message regarding medications, labs, appointments, or instructions? Yes       No 
Is it okay to text a message for reminder of appointments?  Yes     No 
Email address: (for communication from our office, notice of upcoming events, and our office  
quarterly newsletter) 
_________________________________________________________________________________ 

INSURANCE INFORMATION 
Primary Insurance_________________________        
Subscriber name: (if not patient)______________________________      
Relationship______________________ DOB________________ SSN________-______-_________ 
Insurance ID/Policy ID: __________________________________ Group # ____________________ 
Employer Of Insured:            
Secondary Insurance (if applicable)_____________________Subscriber (if different)____________________  
Relationship______________________ DOB________________ SSN________-______-_________ 
Insurance ID/Policy ID: __________________________________ Group # ____________________  
Employer Of Insured: _______________________________________________________________  
       EMERGENCY CONTACT 
 
Name:        Relation to contact:      
Phone:  Home: (____)_____-_______     Cell: (____)_____-_______     Work: (____)_____-_______ 
Full Address: ______________________________________________________________________ 
Is it okay to leave a message regarding medication, labs, appointments, or instructions?  Yes___ No___ 

PHYSICIAN INFORMATION 
 
Primary care physician: _____________________  Referring physician: ________________________ 

 
How did you hear about our office? ____________________________________________________ 
Have or a family member attended a Metabolic Milestone event?  No ___ Yes ___  

Erlanger Metabolic and Bariatric Center 
979 East Third Street, Suite C620 

Chattanooga, TN 37403 
Phone  423-771-9191  Fax  423-778-9482  



















Updated 8/17/17 Page 9 
 

Sleep Questionnaires 
STOP-BANG Sleep Apnea Questionnaire 
 
 
STOP (completed by patient) 
 
Do you SNORE loudly (louder than talking or loud 
enough to be heard through closed doors)? 
Yes No 
 
Do you often feel TIRED, fatigued, or sleepy during 
daytime? 
Yes No 
 
Has anyone OBSERVED you stop breathing during 
your sleep? 
Yes No 
 
Do you have or are you being treated for high blood 
pressure? 
Yes No 
 
 
BANG (completed by office) 
 
BMI more than 35kg/m2?     Yes No 
AGE over 50 years old?     Yes No 
NECK circumference > 16 inches (40cm)?     Yes No 
GENDER: Male?     Yes No 
 
 
TOTAL SCORE 
High risk of OSA: Yes 5 - 8 
Intermediate risk of OSA: Yes 3 - 4 
Low risk of OSA: Yes 0 - 2 

The Epworth Sleepiness Scale  
 
How likely are you to doze off or fall asleep in the 
following situations, in contrast to feeling just tired?  
This refers to your usual way of life in recent times. Even if 
you have not done some of these things recently try to work 
out how they would have affected you.  
 
Use the following scale to choose the most appropriate 
number for each situation:  
0 = no chance of dozing  
1 = slight chance of dozing  
2 = moderate chance of dozing  
3 = high chance of dozing  
 
Chance of Dozing Answer 0-3  

Situation  Chance of Dozing  
1. Sitting, inactive in a public 
place (e.g., theater or a meeting  

0   1   2   3 

2. Watching TV  0   1   2   3 
3. Sitting and Reading  0   1   2   3 
4. Sitting and talking to 
someone  

0   1   2   3 

5. Sitting quietly after lunch 
without alcohol  

0   1   2   3 

6. As a passenger in a car for 
an hour without a break  

0   1   2   3 

7. Lying down to rest in the 
afternoon when circumstances 
permit  

0   1   2   3 

8. In a car, while stopped for a 
few minutes in the traffic 

0   1   2   3 

 
1 – 6:  Congratulations, you are getting enough sleep!  
7 – 8:  Your score is average 
9 - >:  Seek the advice of a sleep specialist without delay 
 

 
Final Thoughts:  
Please provide any comments or questions here that you would like:  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 
 


