
PULMONARY CONSULTANTS OF SAN ANTONIO, P.A.
MICHAEL W. WOOLEY, M.D., FCCP         CHARLES DUNCAN, M.D., FCCP
DAVID A. SCHENK, M.D., FCCP                                      ARTURO HOMMA, M.D.

AT

LONE STAR SLEEP LAB
MEMBER AMERICAN SLEEP DISORDER ASSOCIATION

7940 FLOYD CURL DRIVE, SUITE 220/240 SAN ANTONIO, TEXAS 78229
TELEPHONE (210) 692-0934    FAX:  (210) 692-0841

MEDICAL TOWER II
Michael W. Wooley, M.D., FCCP    _     Medical Directors     _     David A. Schenk, M.D., F.C.C.P.

PATIENT INFORMATION

Last Name:                                                                  First Name:                                                                Middle Initial:              

Sex: [  ] F  [  ] M   Marital Status:                                         Spouse/Parent Name:                                                                        

Address:                                                                                                   Social Security #:                                                                 

City:                                                                              State:                                                             Zip Code:                                    

Home Phone: (         )                                                  Work Phone: (         )                                                DOB:                              

Referring Physcian:                                                                               Ref. Physician Phone #:                                                      

Family Physican:                                                                                    Fam. Physician Phone #:                                                    

EMPLOYMENT INFORMATION

Employer:                                                                                                Occupation:                                                                           

Address:                                                                                                   Phone #:                                                                                

If retired, where were you employed?                                                                                                                                               

PLEASE FILL OUT THE INSURANCE INFORMATION IF YOU ARE THE INSURED OR
ARE COVERD UNDER SOMEONE ELSE’S INSURANCE PLAN

INSURANCE INFORMATION

Primary Ins.:                                                               Pol./ID#:                                                       Grp.#:                                           

Name of Policy Holder:                                                                                       Date of Birth:                                                         

Employer:                                                                                                Relationship to Patient:                                                      

Secondary Ins.:                                                           Pol./ID#:                                                       Grp.#:                                          

Name of Policy Holder:                                                                                       Date of Birth:                                                         

Employer:                                                                                                Relationship to Patient:                                                      

WE NEED A COPY OF YOUR INSURANCE CARDS AND YOUR DRIVER LICENSE. Thank You
All of the above information is true and correct.

Signature                                                                                                                Date                                                                           


