


SLEEP CENTERY

Sleep Clinic
New Patient Questionnaire

Name:
Date:

Reason for your visit to the sleep clinic:

Please give this questionnaire to Dr. Fleming who will clarify and review this questionnaire
with you in detail.
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Current complaint: (please check answer) Yes

Loud snoring

Doctor’s Notes

N

Stop breathing while asleep

Sleepiness during the day

Decreased energy/fatigue during the day
Unrefreshing sleep

Morning headaches

Frequent awakenings from sleep

[

Choking or “snorting” while asleep

Short of breath during sleep

Sweating while asleep

Difficulty breathing on your back
Daytime naps

-

Sleep walk

Sleep talk

Act out dreams (kick, punch, scream etc.)

Hallucinations prior to falling asleep

Feel paralyzed just before falling asleep
Kick / move your legs while asleep

Sudden muscle weakness when emotional
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Grind teeth while asleep

Leg restlessness (crawling, aching feeling)

Difficulty falling asleep

Difficulty staying asleep
Use sleeping medication

Anxiety / racing thoughts prior to sleep

Sour or acid taste in mouth at night

Body pain at night

Weight changes over last two years
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Nasal Congestion at night
Bed time:

Out of bed time:

Other complaint / concerns
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Recently have you experienced?

Double vision or vision changes
Headache

Sinus congestion or pain

Chest pain

Irregular heart beats

Shortness of breath at rest
Cough

Blood in your stool

Bed wetting

Heat or cold intolerance
Abdominal pain

Diarrhea

Nausea/ vomiting

Loss of consciousness (not sleep)
Heart burn

Shortness of breath with exertion
Memory Loss

Past Medical History:
Sleep apnea

High blood pressure

Seizure or Epilepsy

Diabetes

Stroke

Heart disease
Asthma/COPD/Lung disease
Parkinson’s disease
Depression or Anxiety

Iron deficiency

Any surgeries

Other:
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Do you currently have?

Feelings of sadness

Feelings of guilt

Loss of interest in usual hobbies
Decreased concentration
Change in appetite

Change in sleeping pattern
Feelings of moving slow
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This Space for Doctor’s Notes

Current Medications:

Medication allergies
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Social History:

Married

Children

Bed partner

Daily coffee cola or caffeine use
Alcohol use

Cigarette/pipe/cigar smoking
Recreational drugs
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Occupation:

Family History:
Sleep apnea

Stroke

Diabetes

Heart disease

Other sleep disorder

Signature:
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SLEEPINESS AND SAFETY SLEEP CENTER

///

| understand that | am being evaluated for a sleep disorder that can cause sleepiness during the daytime, as well as, the
evening hours.

| have discussed with a physician the safety risks of sleepiness, especially when | am driving or doing anything that re-
quires my attention and alertness. | understand that if | do not follow my doctor’s instructions and warnings, | can hurt
myself and others.

| have been instructed not to drive when sleepy and otherwise to adjust my activities until my doctor agrees that any
sleepiness has resolved. | have had the opportunity to ask questions of the sleep physician regarding driving and sleepi-
ness. | know that if | have any other questions about the safety risks of my condition, | can call the clinic and discuss
them.

| agree to follow my doctor's recommendations.

Patient's Name DOB

Signature of Patient/Guardian Date

4980 Barranca Parkway, Suite 170 « Irvine = Ca = 92604
tel (949)679-5510 = fax (949)679-1080



EPWORTH SLEEPINESS SCALE

This questionnaire will help your physician to measure your general level of daytime sleepiness.

Name Date of birth Date

How likely are you to doze off or fall asleep in the situations described below, in contrast to feeling just tired?
This refers to your usual way of life in recent times.

Even if you haven't 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:

b = would never doze
1 = slight chance of dozing

2 = moderate chance of dozing
3 = high chance of dozing

SITUATION CHANCE OF DOZING
Sitting and reading 0 1 2 3
Watching TV 0 1 2 3
Sitting, inactive in a public place (eg, a theater or a meeting) 0 1 2 3
As a passenger in a car for an hour without a break 0 1 2 3
Lying down to rest in the afternoon when circumstances permit 0 1 2 3
Sitting and talking to someone 0 1 2 3
Sitting quietly after a lunch without alcohol 0 1 2 3

In a car, while stopped for a few minutes in traffic 0 1 2 3




FINANCIAL POLICY

Patient Name: Date of Birth:

BASIC POLICY Co-Pays and Pay for service are due in full at the time service is provided in our office.

FOR PATIENTS WITH INSURANCE We bill most insurance carriers for you if proper paperwork is provided to us.
We will also bill most secondary insurance companies for you. Copayments and deductibles are due at the time of service.
Since your agreement with your insurance cartier is a private one, we do not routinely research why an insurance carrier has
not paid or why it paid less than anticipated for care. If an insurance carrier has not paid within 60 days of billing,
professional fees are due and payable in full from you.

MEDICARE PATIENTS We will bill Medicare for you. We will also bill secondary insurance carriers for you. All
copayments or deductibles are due and payable at the time service is provided.

NONCOVERED SERVICES Any care not paid for by your existing insurance coverage will require payment in full at the
time services are provided or upon notice of insurance claim denial.

PERSONAL INJURY CASES This office does not bill for auto accident or other liability or lawsuit-related cases. You are
responsible for payment at the time of service. We do not accept liens.

WORKER’S COMPENSATION If your injury is work-related, we will need the case number and carrier name prior to
your visits in order to bill the worker’s compensation insurance company.

YEARLY HEALTH CHECKS Periodic preventive health checks may or may not be covered under your health insurance
policy; however, they may be required by your physician.

MISSED APPOINTMENTS In fairness to other patients and the doctor, we require at least 24 hours’ “Business Day”
notice to cancel appointments. You may be charged for missed appointments or dismissed from the practice.

If you need to cancel or reschedule your overnight sleep study, we require at least 24 hours’ “Business Day” notice, since a
technician has been scheduled. You will be charged a $300 fee for any studies cancelled less than the required notice. A voice
mail message left after business hours is not acceptable. Our regular business hours are Monday-Friday, 9:00AM-5:00 PM.

I have read, understood, and agreed to the above financial policy for payment of professional fees.
The patient is ultimately responsible for all professional fees.

Signature: Date:

Please check on: I have paid my insurance deductible for the calendar year UYes [ONo U Don'tknow ]

ASSIGNMENT OF INSURANCE BENEFITS Patients with insurances please read and sign below.

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, private
insurance, and any other health plans, to Sleep Center Orange Couaty. This assignment will remain in effect until revoked
by me in writing. A photocopy of this assignment is to be considered as valid as an original. I understand I am financially
responsible for all charges whether or not paid by said insurance. I hereby authorize said assignee to release all information
necessary to secure the payment.

Signature: ' Date:

MEDICARE PATIENTS: SIGNATURE ON FILE 1 request payment of authorized Medicare benefits be made either
to me or on my behalf to Sleep Center Orange County for any services furnished me by the listed provider/supplier.
authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents
any information needed to determine these benefits or the benefits payable to related services.

I understand my signature requests that payment be made and authorizes release of medical information necessary to pay
the claim. If “other health insurance” is indicated in Item 9 of the HCFA-1500 form or elsewhere on other approved claim
forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency show.
In Medicare assigned cases, the provider or supplier agrees to accept the charge determination of the Medicare carrier as the
full charge, and the patient is responsible only for the deductible, coinsurance, and noncovered services. Coinsurance and
the deductible are based upon the charge determination of the Medicare carrier.

Patient’s Name (Please Print): PROVIDER
Patient’s Signature: Sleep Center Orange County, Inc.
Patient’s Medicare No.: Date:
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CONSENT FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

By signing below, you, consent to the use and disclosure of your protected health information
by Sleep Center Orange County, Inc. , our staff, and our business associates for treatment, payment and
health care operations. For a more detailed description of uses and disclosures for these purposes, please
review our Notice of Information Practices ("Notice”). You have the right to review our Notice prior to signing
this consent. The terms of this Notice may change. If the terms do change, you may obtain a revised Notice
by simply contacting this Sleep Center Orange County, Inc. office at { 949 ) 679-5510 and requesting a
revised Notice. We will also post any revised notice in the Sleep Center Orange County, Inc. office. You
have the right to request that we restrict our uses or disclosures of your protected health information which
we are otherwise permitted to make for treatment, payment and health care operations, although we are not
required to agree to these restrictions. However, if we agree to further restrictions, they are binding on us.
FIrI\iaIIy, you i::'lz.we the right to revoke the consent In writing, except to the extent that we have taken action in
reliance on it.

AGREED AND ACKNOWLEDGED

SIGN:

DATE :

Information may also be disclosed under the "transitional consent provisions” of the Privacy Standards. The
transition provisions of the Privacy Standards permit providers to rely on old consent forms which do not meet
the Privacy Standards, with respect to information they create or receive before the compliance deadline (April
14, 2003), if a provider complies with all limitations of the consent and it meets other requirements. Under
those provisions, any form of written consent for use or disclosure by a patient which was obtained prior to
the compliance deadline of April 14, 2003, and which would permit the disclosure of health information to an
accreditation organization, could continue to be relied upon to permit such disclosures. It will not matter that
the transitional consent did not refer, implicitly or explicitly, to health care operations. A prior written consent
for any one of the three types of basic purposes (payment, treatment or health care operations) will have the
effect of permitting use and disclosure for all three of these purposes. As long as the prior document could be
interpreted to permit disclosures, a provider would not violate the Privacy Standards by releasing protected
health information to an accreditation organization.

Written consent forms, once obtained, need not be re-signed on any schedule, They are effective from the
date obtained as long as they are kept on file. For more information about the HIPAA Privacy Standards and
other requirements under the rule, please go to www.hipaa.org.






PHYSICIAN-PATIENT ARBITRATION AGREEMENT

Article |: Agreement fo Arbitrate: | is understood that any dispute a5 1o medical malpractice, that is as to whether any medical
services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently
rendered, will be determined by submission to arbitration as provided by California law, and not by a lawsuit or resort (o court
process except as Califomia law provides for judicial review of arbitration proceedings. Both parties (o this contract, by entering
into it, are giving up their constitutional rights to have any such dispute decided in a court of law before a jury, and instead are
accepting the use of arbitration.

Article2: All Clalms Muost be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may
arise out of or relale 1o treatment or service provided by the physician including any spouse or heirs of the patient and any
children, whether born or unborn, at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the
term “patient” herein shall mean both the mother and the mother's expected child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician and the
physician’s pariners, associates, association, corporation or partnership, and the employees, agents and estates of any of them,
must be arbitrated including, without limitation, clams for loss of consortium, wrongful death, emotional distress or punitive
damages. Filing of any action in any court by the physician to collect any fee from the patient shall nol waive the right to compel
arbitration of any malpractice claim.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicaled in writing to all parties. Each party
shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitralor) shall be selected by the
arbitralors sppointed by the parties within thirty days of e demand for & neutral arbitrator by either party. Each party to the
arbitration shall pay such party’s pro rala share of the expenses and fees of the neutral arbitrator, together with other expenses of
the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred
by a party for such party’s own benefit. The parties agree that the arbitrators have the immunity of a judicial officer from civil
liability when acling in the capacity of arbitrator under this contract. This immunity shall supplement, not supplant, any other
applicable statutory or comman law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the
neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper
additional party in a court action, and upon such intervention and joinder any existing court action against such additional person
or entity shall be stayed pending arbitration.

The parties agree that provisions of California law applicable to health care providers shall apply to digputes within this arbitration
agreement, including, but not limited to, Code of Civil Procedire Sections 340.5 and 667.7 and Civil Code Sections 3333.1 and
3333.2. Any party may bring before the arbitrators a motion for summary judgment or summary adjudication in accordance with
the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05; however,
depositions may be taken without prior approval of the neutral arbitrator.

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in
one proceeding. A claim shall be weived and forever barred if (1) on the date notice thereaf is received, the claim, if asserted in a
civil action, would be barred by the spplicable California statute of limitations, or (2) the claimant fails to pursue the arbitration
claim in accordance with the procedures prescribed herein with reasonable diligence. With respect to any malter nol herein
expressly provided for, the arbitrators shall be govemed by the California Code of Civil Procedure provisions relating to
arbitration.

Article 5: Revoeation: This agreement may be revoked by written notice delivered to the physician within 30 days of signature. It
is the intent of this agreement to apply to all medical services rendered any time for any condition.

Article 6: Retroactive Effect: If patieni intends this agreement 1o cover services rendered before the date it is signed {including,
but not limited to, emergency treatment) patient should initial below:

Effective as the date of first medical services

Patient’s or Palient Representative's [nitials

If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remnain in full force
and shall not be effected by the invalidity ol any other provision,

[ understand that | have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge that | have
received a copy.

NOTICE: B?SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL
MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UF YOUR RIGHT TO A JURY
OR COLRT TRIAL. SEE ARTICLE | OF THIS CONTRACT.,

By: By: —
Physician's or Authorized Representative's (Date) Patient’s or Patient Representative’s Signature  (Date)
Signature By:

PrintPatient’s Name
Sleap Center Orange County, Inc.

Print or Stamp Mame of Physician, (1T Representative, Print Name and Relationship to Patient)
Medical Group or Association Name




