
Physicians Information
Please list the name of any health care provider you have

seen in the last two years

Chiropractor __________________________________________

Physical Therapist __________________________________________

Medical Doctor (s) __________________________________________

Sleep Center ___________________________________________

General Dentist ___________________________________________

Dental Specialist ___________________________________________

Pain Clinic ____________________________________________

Naturopathic ____________________________________________

Ear,Nose Throat ____________________________________________

Other ____________________________________________


