
 
 
 
 

Paul A. Guillory, MD   |   Renick P. Webb, MD   |   Ernesto J. Garcia, MD 

 
Patient Information 

 
Date ____________________________         
 
 
Name ___________________________________________________________ Age ________ Date of Birth __________________ Race ________________ 
           Last                                   First                   Middle     
    

Marital Status:    single     married     other ____________________________    Employed:    Yes  |   No      Student:    full-time    part-time   
 
Sex:    male     female          Social Security # ____________________________   Drivers License # /State ______________________________________ 
 
Mailing Address _______________________________________________________  APT# _________  Email ____________________________________ 
 
City / State / Zip __________________________________________________________________________________________________________________ 
 
Phone:  Home # _____________________ Work # _____________________ other # _____________________  Employer ____________________________ 
 
Position ___________________________  Employer’s  Address ___________________________________________________________________________ 
               PO Box/Street           City/State/ZIP 
      

Nearest Relative Not Living With You ____________________________________ Phone # _______________________ Relationship __________________ 
 
Emergency Contact: ________________________________________ Phone #1 __________________________ Phone #2 __________________________ 
 
Allergies (list all): __________________________________________________________________________________ ___________________________________________  
 
Special Needs (list all): ___________________________________________________________________________________________________________ 
 
Primary Doctor ________________________________ Cardiologist ________________________________ Other __________________________________ 
 
 

PLEASE CHECK YES OR NO TO ALL THAT APPLY:  
 

Do you have high blood pressure?   Yes  |   No   Are you handicapped?  Yes  |   No

Excessive Daytime Sleepiness?     Yes  |   No  Do you require assistance with daily activities?  Yes  |   No

Do you experience insomnia?  Yes  |   No  Have you ever had a Seizure?  Yes  |   No

Difficulty thinking/remembering?  Yes  |   No  Do you use Oxygen?    Yes  |   No

Have you ever had a stroke?  Yes  |   No  Do you have a communicable disease?  Yes  |   No

Do you have heart disease?  Yes  |   No  Have you had a sleep study? (If yes, when & where?)  Yes  |   No

Do you have a mood disorder?  Yes  |   No   
 
 

 
 
 
 

GUARDIAN/PARENT INFORMATION (If patient is under 18)    Spouse   |    Mother   |    Father   |    Guardian    |    Other ________________________   
 
Name ______________________________________  Social Security # ______________________ DOB ______________ Employer _______________________________ 
 
Address ________________________________________________________________  Phone: work #  _______________________ other #  __________________________ 

 
 
 
 
 
 
 
 
 
 
 

PLEASE FILL OUT THE BACK OF THIS FORM 
 



 

Red River Sleep Center, Inc. 
PATIENT INSURANCE INFORMATION 
 
 
 
 

Patient Name: _______________________________________ DOB: __________________ 
 
 
Insurance card/information must be provided prior to signing this form. 
 
I hereby instruct and direct my Insurance Company, as indicated by the insurance card/information I provided to RRSC, to pay by check Or if 
my current policy prohibits direct payment to my doctor/service provider, to make the check to me to be mailed to any of the following 
providers: Paul A. Guillory, MD, Renick P. Webb, MD, and/or Red River Sleep Center, Inc. 
 
For the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance policy as payment toward 
the total charges for the professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER 
THIS POLICY.  This payment will not exceed my indebtedness to the above-mentioned assignee(s), and I have agreed to pay, in a current 
manner, any balance of said professional service charges over and above this insurance payment.  A photocopy of this Assignment shall be 
considered as effective and valid as the original.  I authorize the release of any information pertinent to my case to any insurance company, 
adjuster, or attorney involved in this case.  I authorize that my doctor and/or the service provider may release a copy of my sleep reports to the 
physicians I have listed on the front of this form.  I authorize my doctor and/or the service provider to initiate a compliant to the Insurance 
Commissioner for any reason on my behalf. 
  
I understand and agree (that regardless of my insurance), I am ultimately responsible for the balance of my account for any professional 
services rendered.  I have read and completed all the information on both sides of this sheet.  I certify this information is true and correct to the 
best of my knowledge.  I will notify you of any changes in my status or the above information. 
 
 
 
__________________________________________ __________________ 
Signature of Patient or Representative  Date    
 
 
 
 
 

 
 

DISCLOSURE OF FINANCIAL INTEREST 
As Required by R.S. 37:1744 and LAC 47:XLV.4211-4215 

 
Louisiana law requires physicians and other health care providers to make certain disclosures to a patient when they refer a patient to another 
health care provider or facility in which the physician has a significant financial interest. I am referring you, or the named patient for whom you 
are the legal representative to:  Red River Sleep Center, Inc. - 221 Windermere Blvd. - Alexandria, LA 71303 to obtain a diagnostic procedure. 
I have a financial interest in the health care provider to which I am referring you. The nature and extent of my interest is that I am one of two 
physicians who own an interest in the sleep center to which you are being referred.  
 
PATIENT ACKNOWLEDGEMENT 
 
I, the above named patient, a legal representative of such patient, hereby acknowledge receipt, on the date indicated and prior to the described 
referral, a copy of the foregoing Disclosure of Financial Interest. 
 
 
 
__________________________________________ __________________ 
Signature of Patient or Representative  Date    
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