
880 NW 13th Street Suite 2A
Boca Raton, Fl. 33486

Phone 561-955-0028 Fax 561-955-9141 
Dear Sleep Center Patient,

We would like to welcome you to SleepSolvers Sleep Disorders Center.  You are scheduled for a Sleep Study on 00/00/2011, at 9:00 PM.

**Please print out this packet and please fill in and sign the appropriate areas**
** You will be asked to present your Drivers License and Insurance Card upon arrival to the Sleep Disorders Center. **
Please call us at (561) 955-0028 ext. 105, to cancel or reschedule your sleep study appointment as soon as possible. 

Our facility is specifically designed to monitor patients while they are asleep. We have a private bathroom with shower for our patients to use. For patients who do not wear a two piece pajama, we require that you bring comfortable shorts and a t-shirt. 
Please bring any prescription and over the counter medications you may need because the Technologist will not be allowed to administer medications by law. The following items will be available to you: towels, shampoo, toothpaste, and a toothbrush, but you are welcome to bring your own items from home.  You may bring your personal pillow from home. The overnight sleep study usually ends at approximately 6:00 AM.
** It is necessary to bathe prior to your visit to the Sleep Disorders Center.  Please shampoo your hair, but do not use any hair conditioner.  Men will need to be clean shaven.  Women will need to remove all makeup, facial creams, and oils.  All women and men hair pieces, weaves and toupees will need to be removed prior to arriving to the Sleep Disorders Center.  All of the above is necessary in order for the Technologist to apply the necessary electrodes and wires to you correctly. ** 

Patients younger than 18 years old and patients with special needs such as incontinence, cognitive impairment, language issues, mobility issues, and problems dressing themselves must be accompanied by an able bodied adult or caregiver who will remain with them throughout their stay at the Sleep Disorders Center.  Please be sure to let us know of any of these issues as soon as possible.  Please note that the Technologist does have the authority to request a caregiver to stay with a patient if the Technologist feels it is necessary.
If you have any questions, please do not hesitate to call us at (561) 955-0028 ext. 105

Thank you,

SleepSolvers
Directions to SleepSolvers
**Please be sure to bring your Driver’s License and Insurance card**

From West Palm Beach Area:

Take 1-95 South to Glades Road Exit making a left so that you are heading East.

At first traffic light on Glades make a right onto NW 15th Avenue.

Take NW 15th Avenue to the first traffic light and make a left onto NW 13th Street.

You will pass through two traffic lights (approx. 1.5 miles) SleepSolvers will be on the right side of the road in the Galen Medical Building at 880 NW 13th Street Suite 2-A.

From Fort Lauderdale/Miami Area:

Take I-95 North to Glades Road Exit making a right so that you are heading East.

At first traffic light on Glades make a right onto NW 15th Avenue.

Take NW 15th Avenue to the first traffic light and make a left onto NW 13th Street.

You will pass through two traffic lights (approx. 1.5 miles) SleepSolvers will be on the right side of the road in the Galen Medical Building at 880 NW 13th Street Suite 2-A.

** Please arrive at 9:00 PM and in the lobby near the elevator there is a bell for Sleep Solvers, please press the button to ring the bell and our staff will come down to let you in. **

SleepSolvers

Quality, comfort, trust... rest assured.

Authorization for Treatment

Authorization for Treatment:

I have a condition requiring physician care, and hereby consent to the rendering of such care, which may include routine diagnostic procedures and such medical treatment as my attending physician (s) or other SleepSolvers medical staff consider necessary. I understand that my medical care and treatment may be provided by physicians, including fellows and residents, medical and allied health students, physician assistants, nurses and other health care providers.

I have read and understand the above and understand that no guarantee or assurance has been made as to the results that may be obtained.

Valuables:

It is understood that SleepSolvers assumes no responsibility for personal property such as dentures, glasses, clothing, jewelry or any other personal items.

Statement of Financial Responsibility:

I hereby acknowledge that I am responsible for all SleepSolvers charges for services provided to me, including any amount not paid by my insurance plan, Medicare, other health service plans or Health Maintenance Organizations (HMOs).

Except as otherwise agreed, I understand SleepSolvers has the right to refuse or accept assignment of medical benefits. If my healthcare insurance will not allow direct payment to SleepSolvers, or SleepSolvers chooses not to accept assignment of medical benefits, I agree to forward to SleepSolvers all health care insurance benefits I receive for medical care at SleepSolvers immediately upon my receipt of such payments.

Florida law stipulates that any person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim containing false, incomplete or misleading information is guilty of a felony of the 3M degree. Florida law requires SleepSolvers to inform you that SleepSolvers has no financial relationship with any healthcare provider who may have referred you for evaluation of care. If applicable, I acknowledge receipt of the Notification of Non-Coverage for Medicare in writing. If applicable, I certify that the information given to me in applying for payment under Tide XVII of the Social Security Act is correct.

I have read this form and it has been fully explained to me, and I am satisfied that I understand the content and the significance.

All authorizations must be signed by the patient, or by an authorized person in the case of a minor or when the patient is physically or mentally incompetent.

Patient Guarantee Signature: _________________________________Date: ____________ If patient is unable to consent or is a minor, complete the following: Patient is a minor ________ years of age or is unable to sign due to

Signature of patient surrogate: ___________________________________Date: _______________
Relationship to patient: ___________________________________
Witness:                                                                                _____________Date:________________
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GENERAL RELEASE of PROTECTED HEALTH INFORMATION

I understand that my Protected Health Intimation includes any information that is created or received by SleepSolvers and relates to my past, present or future physical or mental health or condition the provision of my health care by SleepSolvers and its staff or the past, present, or future payment for the provision of my health care. Protected Health Information is health information that specifically identifies an individual. It may include if applicable information relating to psychiatric evaluation and treatment, alcohol and drug-abuse diagnosis and treatment, HIV status, AIDS or AIDS-related testing or diagnoses.

I here by authorize SleepSolvers to release any and all of my Protected Health Information to all my insurance carriers, other third-party payers and their utilization review agencies, federal and state agencies. employers who are Self-insured health insurance payers, or their fiscal intermediaries, other medial care facilities (such as extended care and intermediate cut facilities, hospitals & home health agencies), as may be required or requested for certification of coverage and the processing of claims for insurance, social security, disability, or Worker's Compensation, for continued care and treatment, or for other insurance purposes. I hereby authorize SleepSolvers vets to release any and all of my Protected Health Information to accrediting organizations such as the Joint Commission on Accreditation of Healthcare the Agency for Health Care Administration, Department of Health, to Peer Review Organizations or other quality review entities, or to any other persons or entities to ensure that SleepSolvers health care operations related to my treatment are appropriately administered. I hereby authorize SleepSolvers to release any and all of my Protected Health Information to affiliated entities of SleepSolvers for the purpose of providing information regarding the services and goods of SleepSolvers and/or its affiliates that may be of interest to me.

This authorization is valid unless otherwise revoked. This authorization may be revoked at any time except to the extent that SleepSolvers has taken action in reliance upon this authorization. I understand that any revocation will not apply to information that has already been released in response to this authorization. Revocation must be made in writing to the following entity:

SleepSolvers

Galen Medical Building

880 NW 13th Street Suite 2-A

Boca Raton, FL 33486
I understand that, if this information is disclosed to a third party, the information may no longer be protected by federal privacy regulation and may be re-disclosed by the person or entity that receives the information in accordance with Florida law.

I understand the matters discussed on this form. I release the provider, its employees, officers and directors, medical staff members, and business associates from any legal responsibility or liability for the disclosure of the above intimation to the extent indicated and authorized herein.

I HAVE BEAD THIS FORM AND IT HAS BEEN FULLY EXPLAINED TO ME, AND I AM SATISFIED THAT I UNDERSTAND ITS CONTENT AND SIGNIFICANCE.


Signature of Patient: _________________________________________ 


Witness:__________________________________________________   DateTime:________________
If patient is unable to consent or is a minor, complete the following Patient is a minor _______ years 
of age or is unable to signbecause________________________________________________________

Signature of Patient Surrogate: _________________________________________________________

Relationship to Patient: __________________________________


Witness: ______________________________________________   Date and Time: _________________
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Notice of Patient Information Privacy Practices

Effective 3/18/05

This notice describes how medical information about you may be used or disclosed and how you can get access to said information. Please review it carefully.
The Health Insurance Portability and Accountability Act of 1996 (HIPPA) is a Federal program that requires all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, orally, to be kept properly confidential. This Act gives you, the patient, significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered entitles that misuse personal health information.

As required by HIPAA, SleepSolvers has prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information. We jointly participate in this notification, and will share protected health information (PHI) with each other, as necessary, to carry out treatment, payment, or healthcare operations relating to the organized.

Uses and Disclosures or Health Information:

SleepSolvers may use and disclose your protected health information for treatment, obtaining payment for treatment, and healthcare operations necessary to sustain our business.

Treatment means providing, coordinating, or managing healthcare and related services by one or more healthcare providers.


An example of this would be:

We may use and disclose PHI when you need a prescription, or other healthcare services.

We may use and disclose PHI when referring you to another facility, regarding whether you are allergic to any medications.

Payment means such activities as obtaining reimbursement for services, confirmation coverage, billing or collection activities and utilization review.

An example of this would be:

We may provide information to your insurance company as needed to receive payment for services rendered to you. This may include, but is not limited to, diagnosis and treatment codes, treatment notes and copies of documentation relevant to obtaining payment. Your insurance company, health plan, health insurance issuer or HMO with respect to a group health plan, may disclose protected health information to the sponsor of the plan.

Healthcare Operations includes the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service.

An example of this would be:

We may use your personal information to contact you to remind you of an upcoming appointment, either by phone or mail.

SleepSolvers may also use or disclose your PHI without prior authorization for public health purposes, auditing purposes, research studies and emergencies. We also provide information when required by law.  We may also create and distribute de-identified health information by removing all references to individually identifiable information.  In any other situation, SleepSolvers policy is to obtain your written authorization before disclosing your protected health information.  If you provide us with a written authorization to release your information for any reason, you may later revoke that authorization to stop future disclosures at any time.

SleepSolvers may change its policy at any time. This amendment will affect all PHI maintained by SleepSolvers. When changes are made, a new Notice of Information Practices will be posted in the waiting room areas that will display the effective dates and any revision dates, and will be provided to you on your next visit. You may also request an updated copy of out current Notice of Patient Information Practices at any time.
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Patients Individual Rights

You have the following rights with respect to your PHI, which you can exercise by presenting a written request to the Privacy Officer:

(
You have the right to review or obtain a copy of you PHI at any time.

(
You have the right to request restrictions on certain uses and disclosures of PHI.

(
You have the right to request that we amend your PHI.

(
You also have the right to request a list of instances where we have disclosed your PHI for reasons other than treatment, payment or other related administrative purposes.

(
You have the right to obtain a paper copy of this notice from us upon request

Concerns and Complaints

If you are concerned that SleepSolvers may have violated your privacy rights or if you disagree with any decisions we have made regarding access or disclosure of your PHI, please contact out Privacy Officer or Quality Assurance Department at the address listed below. It is our intent to protect and keep your PHI confidential. Your alerting us of any concerns you may have is a necessary part of the continuous quality process we employ. You will, in no way, be retaliated against for filing a complaint. You may also send a written complaint to the US Dept of Health and Human Services. For further information on SleepSolvers health information practices or if you have a complaint, please contact the following.

SleepSolvers

Privacy Officer/Quality Assurance

Henry Battagliola, DC

Galen Medical Building

880 NW 13th Street Suite 2-A

Boca Baton, Florida 33486

561-955-0028
Sleep Diagnosis and Treatment
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Privacy Practices Acknowledgement
I have received the Notice of Privacy Practices and I have been provided an opportunity to renew it.

Date: ______________
Printed Name: _________________________________________________________________

Patient Signature: _________________________________________________________

Patient date of birth: ___________________________
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Patient Demographics: (Please Print)



Date of Visit: ________________
Patient Last Name: ____________________________   First Name: __________________    (M): ______

Address: ______________________________________________________________________________

City: _________________________________   State: ____________________     Zip: _______________

Patient Social Security Number: ___________________________________________________________

Patient Date of Birth: _____________________________________
Patient Age: _________________

Patient Sex: ____________________________

Home Phone Number: _________________________   Cell Phone Number: ________________________

Work Phone Number: _________________________   Spouse Phone Number: ______________________

Employer Name: ________________________________________________________________________

Occupation: ____________________________________________________________________________

Do you reside in Florida all year? ___________
(If No, how many months? ______________)

Out of State Address: ____________________________________________________________________

City: _________________________________   State: ____________________     Zip: _______________

Out of State Phone Number: ______________________________

Emergency Contact other than spouse:

Name: ___________________________________________
Phone Number: ______________________

Relation to you: ___________________________________

Referring Doctor: _________________________________
Specialty: ___________________________

Office Phone Number: _____________________________

Primary Insurance Carrier Name: __________________________________________________________

ID Number: ___________________________________   Phone Number: __________________________

Subscriber: ____________________________________   Subscriber DOB: ________________________

Subscriber SSN: _______________________   Employer Name: _________________________________

2nd Insurance Carrier Name: ______________________________________________________________

ID Number: ___________________________________   Phone Number: __________________________

Subscriber: ____________________________________   Subscriber DOB: ________________________

PLEASE BRING YOUR PHOTO ID AND INSURANCE CARDS
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Name: ______________________________________________________
Date: ________________

General Medical History:
Age: _____________      Height: _____________      Weight: ___________       Neck Size: ____________

How much has your weight changed in the last five years? ____________________________

Have you had or do you presently have any of the following conditions: (Please circle all that apply)
Sinusitis


Angina



Narcolepsy
Chronic Bronchitis


Heart Attack


Parkinson’s Disease

Hardening of the Arteries


High Blood Pressure

Heart Disease


Stroke


Diabetes



Cancer

Tuberculosis


Ulcer



Brain Tumor

Arthritis


Thyroid Problems

Pulmonary Disease

Impotence


Sleep Apnea


Leg Cramps

Asthma


Insomnia


Leg Pain
Emphysema


Seizures
Any other medical problems? ______________________________________________________________
Have you had your tonsils taken out? _________
       Have you had nasal or sinus surgery? _________

Have you had other surgeries? ________
If Yes, Please specify: ________________________________

What is the average number of drinks you drink per day of: 
Caffeinated beverages: _________________






 Alcoholic beverages: __________________

Do you or have you ever used tobacco products? ________   If Yes, How many packs per day ______ and for how many years? ________
“I smoked, but quit _______ days / weeks / months / years ago and I smoked _______ packs per day for _________ years.”

Do you have any of the following symptoms:   (Please circle all that apply)
Frequent indigestion



Get out of breath before anyone else

Awaking with acid taste in mouth


Dizziness

Need to clear throat frequently



Feel cold all the time

Difficulty breathing through nose


Dry skin 

Nose continually stuffed up



Poor appetite

Bad spells of sneezing



Depressed mood

Constant running nose



Easily upset or irritated

Ringing in ears



Suddenly become anxious for no reason

Tremors



Blurred vision
What is the main problem you are here for? ___________________________________________________

Have you had a previous sleep study? ____________

If Yes, please tell us when __________ and what the results were:________________________________
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Please list all medications (prescribed or otherwise) you are currently taking:

Medication 
Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________
Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Medication 

Name: ___________________________
Amount: _______   How often: _________ 
Reason:______________________

Are you allergic to any medications or have any allergies: _____________________

If Yes, please describe reaction/allergies:_____________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
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THE EPWORTH SLEEPINESS SCALE
[image: image1.png]



How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers to your usual way of life in recent times. Even if you have not 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: 

	0 = no chance of dozing

	1 = slight chance of dozing

	2 = moderate chance of dozing

	3 = high chance of dozing


	SITUATION
	CHANCE OF DOZING 

(Enter 0, 1, 2 or 3)

	Sitting and reading
	____________

	Watching TV
	____________

	Sitting inactive in a public place (e.g. a theater or a meeting)
	____________

	As a passenger in a car for an hour without a break
	____________

	Lying down to rest in the afternoon when circumstances permit
	____________

	Sitting and talking to someone
	____________

	Sitting quietly after a lunch without alcohol
	____________

	In a car, while stopped for a few minutes in traffic
	____________









   
Total: ____________
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Are you bothered by sleepiness under other circumstances?   _____________

If Yes, Please describe: _____________________________________________________________________________

________________________________________________________________________________________________

What is your normal bedtime: _____________________

What is your normal wake time: _______________________

Have you been in a car accident due to your falling asleep at the wheel? _______________
Have you ever had a near miss due to your falling asleep at the wheel? ________________

Have you had other types of accidents because of your sleepiness? ____________________

If Yes, please describe: ______________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Patient Signature: ________________________________________________
Date: ____________________
Patient Guardian Signature: _________________________________________
Date: ____________________
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