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www.GR8SLEEP.com

                                                                                                                                                                                 (818) 80 –SLEEP or 

                                                                                                                                                                                    (818) 807-5337

INSTRUCTIONS

1. Please print clearly and complete all information

2. Please furnish a copy of your insurance card (front and back)

PATIENT TO COMPLETE
	LAST NAME
	FIRST NAME
	MIDDLE NAME

	ADDRESS (Number, Street)
	CITY
	STATE
	ZIP CODE

	HOME TELEPHONE NO.

(          )
	WORK TELEPHONE NO.

(          )
	DATE OF BIRTH (MM/DD/YY)

	SEX: (Circle One)

MALE          FEMALE
	SOCIAL SECURITY NO.

-          -
	MARITAL STATUS (Circle One)

M   S   W   D

	EMPLOYER
	OCCUPATION

	EMPLOYER ADDRESS
	EMPLOYER PHONE NO.

(          )


PERSON/FAMILY MEMBER TO CONTACT IN CASE OF EMERGENCY
	PRIMARY CARE PHYSICIAN
	PCP PHONE NO.

(          )
	PCP ADDRESS

	REFERRING PHYSICIAN (If different than PCP)
	REFERRING PHYSICIAN PHONE NO.
	REFERRING PHYSICIAN ADDRESS

	FAMILY MEMBER OR FRIEND
	HOME TELEPHONE NO.

(          )
	WORK TELEPHONE NO.

(          )

	RELATIONSHIP TO PATIENT
	ADDRESS


ELIGIBILITY GUARANTEE SECTION

	PRIMARY INSURANCE NAME
	POLICY NO. / CERTIFICATE NO.
	GROUP NO.

	PRIMARY INSURANCE PHONE NO.

(          )
	PRIMARY INSURANCE ADDRESS

	SECONDARY INSURANCE NAME
	POLICY NO. / CERTIFICATE NO.
	GROUP NO.

	SECONDARY INSURANCE PHONE NO.

(          )
	SECONDARY INSURANCE ADDRESS


I HEREBY AUTHORIZE SERENITY SLEEP LABORATORIE, TO CONTACT MY INSURANCE COMPANY TO VERIFY MY INSURANCE COVERAGE. I UNDERSTAND THAT IF

I AM NOT ELIGIBLE, I AM LIABLE FOR ALL CHARGES RENDERED. I AGREE THAT IF THIS INFORMATION IS NOT TRUE, I (OR THE ABOVE PERSON NAMED

FINANCIALLY RESPONSIBLE FOR ME) WILL PAY IN FULL ALL SUCH CHARGES. I ALSO AUTHORIZE iPEER SLEEP LABORATORIES TO RELEASE ANY MEDICAL

INFORMATION NECESSARY TO PROCESS MY INSURANCE CLAIM. I HEREBY AUTHORIZE PAYMENT OF MEDICAL BENEFITS DIRECTLY TO:

	SIGNATURE OF PATIENT
	SIGNATURE OF INSURED
	DATE SIGNED


	Pre-Sleep Questionnaire

NAME:_____________________________________ DATE:_____________________ TIME: (approx. 30 min. prior to bedtime)_______________________________________

1. What time did you go to bed last night? _________________ PM/AM  What time did you get up? _______________________ PM/AM

2. About how many hours of sleep did you get last night? _____________ hours

3. Did you feel sleepy today?                                                                                                [ ] YES                              [ ] NO

If yes, when? ________________________________________________________________________________________________________________

4.        Did you take any naps today?                                                                                            [ ] YES                              [ ] NO

If yes, what time and how long? __________________________________________________________________________________________________

5.        Have you taken any medications today?                                                                            [ ] YES                              [ ] NO

If yes, please list: ______________________________________________________________________________________________________________

6.        Have you taken any other medications in the past month?                                                [ ] YES                              [ ] NO

If yes, please list: ______________________________________________________________________________________________________________

7.        Have you had any alcoholic beverages today?                                                                   [ ] YES                              [ ] NO

If yes, what? __________________________________ When? __________________________________ How much? ____________________________

8.        Have you had any caffeinated beverages today?                                                                [ ] YES                              [ ] NO

If yes, what? __________________________________ When? __________________________________ How much? ____________________________

9.        Have you felt sick or had any physical complaints today?                                                 [ ] YES                              [ ] NO

If yes, how and when? __________________________________________________________________________________________________________

10.      Did anything out of the ordinary happen today?                                                                 [ ] YES                              [ ] NO

If yes, please describe: __________________________________________________________________________________________________________

11.      Did you have a physically strenuous day?                                                                           [ ] YES                              [ ] NO

12.      What time did you eat your last meal? _____________________ PM/AM

13.      How tired do you feel right now?                                                                 [ ] Not at all     [ ] A little     [ ] Quite a bit     [ ] Extremely

14.      How sleepy do you feel right now?                                                              [ ] Not at all     [ ] A little     [ ] Quite a bit     [ ] Extremely

15.      How awake, or alert, do you feel right now?                                                [ ] Not at all     [ ] A little     [ ] Quite a bit     [ ] Extremely

COMMENTS:

__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
Special wake up time requested: (Note: an ideal study does not end at a present time): _____________________________________________________________________


EPWORTH QUESTIONNAIRE FORM

	Patient’s Name: ___________________________________________________________________             Date: ____________________________________________________

Sex: _____________        Weight: ________________        Height: _______________     D.O.B: ___________________    Age: ________________________________________


	YES              NO                 Occasionally

Do you have difficulty falling asleep at the beginning of the night?                                                                                               [ ]                 [ ]                           [ ]

Do you have difficulty staying asleep throughout the night?                                                                                                           [ ]                 [ ]                           [ ]

If yes, how many times do you wake up during the night? _________________________________________________________________________________________

How long does it take you to fall back asleep? __________________________________________________________________________________________________

Do you experience a restless sensation in your legs while lying in bed?                                                                                        [ ]                  [ ]                           [ ]

If yes, how frequently?                                         25%                     50%                  75%                  Almost every night

(of the night)

Have you been told that you make kicking/twitching movements while sleep?                                                                             [ ]                  [ ]                           [ ]
Do you snore at night?                                                                                                                                                                     [ ]                  [ ]                           [ ]

If yes, how would you rate the severity?                                                            Mild          Moderate          Severe

Have you been told that you have pauses in your breathing while asleep?                                                                                     [ ]                  [ ]                           [ ]

Do you experience excessive daytime tiredness during the day?                                                                                                    [ ]                  [ ]                           [ ]

Do you get drowsy while driving?                                                                                                                                                   [ ]                  [ ]                           [ ]
Do you occasionally awaken feeling paralyzed?                                                                                                                             [ ]                  [ ]                           [ ]
Do you experience sudden loss of strength in your legs/arms during the day?                                                                               [ ]                  [ ]                           [ ]

If yes, are these brought on by a sudden frightening event or laughter?  ____________________________________________________________________________


	Do you frequently wake up with: (please check)

Dry mouth [ ]          Headaches [ ]           Excessive sweating [ ]          Choking or gasping [ ]          Nasal congestion [ ]          Chest pain [ ]          Heart burn [ ]


	How likely are you to fall asleep during the day in the following situations, in contrast to just feeling tired?

0 = would never doze / 1 = slight chance / 2 = moderate chance / 3 = high chance

Situation                                                                                                                                                                                                        Chance of falling asleep
Sitting and reading                                                                                                                                                                                                          0          1          2          3

Watching TV                                                                                                                                                                                                                   0          1          2          3

Sitting inactive in a public place (i.e. movie theater)                                                                                                                                                      0          1          2          3

As a passenger in a car for an hour without break                                                                                                                                                          0          1          2          3

Lying down to rest during the day when circumstances permit                                                                                                                                      0          1          2          3

Sitting and talking to someone                                                                                                                                                                                        0          1          2          3

While in a car that is stopped                                                                                                                                                                                          0          1          2          3

Sitting quietly after lunch without alcohol                                                                                                                                                                      0          1          2          3


	PATIENT FINANCIAL AUTHORIZATION AND RELEASE FORM
This form is completed if Serenity Sleep Laboratories or any other subsidiaries are the billing agent for a diagnostic procedure.

Patient information regarding billing
I hereby acknowledge that I am receiving or about to receive health care services. I understand that payment for the services rendered on my behalf are my sole responsibility.

I hereby authorize, Serenity Sleep Laboratories or designated subsidiaries or agents to.

1. Bill my insurance provider and receive payment directly for all services rendered on my behalf.
2. Bill me for any amount not paid by my insurance provider. These, include but are not limited to: co-payments, deductibles, and non-covered services. I

understand that these are determined by my insurance provider and policy, and agree to be responsible for all resulting balances.

3. Bill me directly for any services denied by my insurance provider for pre-existing conditions.

4. Bill me directly for any services not paid within 60 days from the date of services for:

· Workman’s Compensations

· Personal Injury Claims

· Auto Accidents

· Legal Action (contemplated, pending, or adjudicated)

Accepting Assignment
I understand that Serenity Sleep Laboratories will accept assignment for all covered services provided. Assignment is defined as “Reasonable and Customary Charge” for

covered services. These are established by the insurance provider for the geographic area.

Accepting Assignment
I authorize access to all of my insurance information and medical records and medical records necessary for billing the related health care services. I hereby give permission

to release any medical information or insurance information in order to file any insurance claims. I release any medical information or insurance information in order to file

any insurance claims. I releases Serenity Sleep Laboratories Inc. and its agents from any liability claims or damages that may arise from the disclosure of such information and pursuit

of payment. I also assign any benefits paid on me or my dependents’ behalf are my sole responsibility.

I certify that I have read and understand the above information, my responsibilities and I have access to a copy of this form.

Print Patient Name: ____________________________________________________________________________________________________________________________

If a representative is signing for this patient, list relationship and print name below:

_________________________________________________________          ______________________________________________________________________________

(Relationship to patient)                                                                                     (Print Name)

Signature of Patient or Responsible Representative: __________________________________________________________________________________________________

Date: ____________________________________________________       Time: __________________________________________________________________________


	PATIENT CONSENT FORM
I authorize a  _____________________________________________ to be performed on _________________________________________________________________________

Under the direction of Dr. ____________________________________________________________________________________________________________________________

Long term EEG monitoring and Polysomnography (sleep study) procedures are non-invasive multi channel recordings designed to record diagnostic parameters for neurologic or
Sleep disorders. Monitoring leads are attached with tape and medical crème. Monitor skin associated with the application sites and tape may be a side effect of the procedure.

When Continuous Positive Airway Pressure (CPAP), Bilevel pressure or oxygen is indicated by policy during a sleep study, it may be applied to improve cardiac, respiratory

events occurring during sleep. Common complications of CPAP and Bilevel are dry mouth, burning sensation in the nose, and skin irritation. With any procedure, there may be

imponderable or unexpected side effects experienced. Notify the technologist of any discomfort you experience during the procedure.

Technologist Check Appropriate Choice:

YES          NO/N.A

[ ]               [ ]           If colloidal glue is used in the application, side effects may be sensitivity to strong odor, minor itching or burning as glue dries. The remover, acetone, also
has strong odor, and may cause a stinging sensation. Acetone will cause very dry skin temporarily.

[ ]               [ ]          I consent to the recording pictures with a camera, still or video, before or during the procedure by the sleep technologist. All photographic documentation is
kept confidential and to be used as part of a diagnostic procedure only.

Please note that all labs have monitoring cameras for technologist to view patients. The presence of a camera in the patient’s room does not indicate video recording.

I certify that:

· I have read and have access to a copy of the Consent Form and the Patient Rights brochure.

· I give permission to release any medical information in order to file any insurance claims and to any physicians in regards to my medical history.
· I release Serenity Sleep Laboratories Inc. and its agents from any liability claims or damages that may arise from the disclosure of such information and
pursuit of payment.

· The nature and purpose of the procedure, the risks involved, and the possibility of complications have been fully explained to me. No guarantee

or assurance has been given by anyone as to the result that may be attained.

If a representative is signing for the patient, list relationship and print name below:
__________________________________________________________________          ___________________________________________________________________________

(Print Name)                                                                                                                          (Relationship to patient)

Signature of Patient or Responsible Representative: ________________________________________________________________________________________________________
__________________________________________________________________          ___________________________________________________________________________

(Relationship to patient)                                                                                                                                          (Print Name)

Signature of Patient of Responsible Representative: ________________________________________________________________________________________________________
Date: _____________________________________________________________    Time: _________________________________________________________________________

Witness: ___________________________________________________________________________________________________________________________________________
(Print name)                                                                                                   (signature)
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