
New Patient Forms Packet
Please print and fill out all the forms in this packet and bring them with you on your first visit.

Map/Directions to our location: 1400 US Hwy 441 N. Suite 942, The Villages, FL, 32159

NOTE:  PLEASE DO NOT USE gPS!
From the south on Hwy 27/441:
1. North to traffic light at Morse Blvd (after passing St. Timothy’s Catholic Church on your left).
2. Left on Morse Blvd.
3. Enter the rotary (traffic circle), then take the first exit (first right) onto El Camino Real.
4. Once on El Camino Real, go a very short distance (about 1/8 mile) and make the first right into Spanish Plaines 

Professional Park (a large directory sign marks the park’s entrance).
5. Make an immediate right into the first parking area between the rows of buildings.  The Sleep Lab is in the second 

building on your left.  During the day, proceed to the first door, the Breathing Center.  In the evening, proceed to 
the third door, The Village Sleep Lab, for the sleep study.

From Morse Blvd (southwest):
1. Northeast on Morse Blvd to 

the rotary (traffic circle).
2. Enter the rotary and take the 

third exit (third right) onto El 
Camino Real.

3. See step 4 above.

From the north on Hwy 27/441:
1. South to traffic light at Morse Blvd 

after passing the entrance to UF 
Health/The Villages Hospital.

2. Right on Morse Blvd.
3. See step 3 above.

From El Camino Real (northwest):
1. Southeast on El Camino Real. 

Just past UF Health/The Villages 
Hospital, turn left into the next 
entrance (at the large directory 
sign), before you get to the rotary.

2. See step 5 above.



Patient Information
Patient Name Parents/Care of

Gender Marital Status Date of Birth
               /                /

Patient’s Social Security Number

Primary Doctor Emergency Contact, Relationship, & Phone Number

Local Address 

(Street)______________________________________________

(City/St/Zip)__________________________________________

Other (seasonal) Address

(Street)______________________________________________

(City/St/Zip)__________________________________________

Local Home Phone Seasonal Home Phone

Local Work Phone Seasonal Work Phone

Cell Phone Email Address

Pharmacy (local retail) Pharmacy (mail order)

Employer Employee Type:

 Retired

 Employed Full Time

 Employed Part Time

 Not Employed

Student Type:

 Student Full Time

 Student Part Time

 Non Student

Employer Address 

(Street)______________________________________________

(City/St/Zip)__________________________________________

Insurance #1 (Primary)

Name of Insured____________________________________

Gender___________  Marital Status____________________

Relationship to Patient______________________________

Date of Birth_____/______/________

Policy Number______________________________________

Group Number______________________________________

Employer__________________________________________

Employer City/St/Zip_________________________________

Insurer Address 

(Street)______________________________________________

(City/St/Zip)__________________________________________

Insurance #2 (Secondary)

Name of Insured____________________________________

Gender___________  Marital Status____________________

Relationship to Patient______________________________

Date of Birth_____/______/________

Policy Number______________________________________

Group Number______________________________________

Employer__________________________________________

Employer City/St/Zip_________________________________

Insurer Address 

(Street)______________________________________________

(City/St/Zip)__________________________________________






















