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Dear Patient, 
 
It is our pleasure to welcome you as a new patient to our practice!   
We at Prime Pulmonary & Sleep Center strive to provide you with exceptional medical care and superior service.  
 
To help ensure you have the best possible visit, we offer a few tips:  
 

1. Please fill out the attached paperwork and bring it with you to your SLEEP STUDY APPOINTMENT or you may 

EMAIL to SLEEP@PRIMEPULMONARYSLEEP.COM AT LEAST 24 HOURS PRIOR TO YOUR APPOINTMENT.   

 

2. Enclosed you will also find instructions of the night of the sleep study.  
 

3. Please bring your insurance card(s) and photo identification. We are required to verify the identity and 

insurance eligibility of all of our patients. We are also required to collect any co-payments and/or 

deductibles at the time services are provided.  

 
4. Bring cash, check or credit card for your co-payment or deductible. 

 

If you are unable to keep your appointment FOR ANY REASON,  
you must notify us at least 48 hours in advance to  

avoid a $200 missed appointment fee.  
We have set aside your appointment time just for you. 

 

Should any questions or concerns arise before your visit with us, please feel free to contact PPSC by calling:   
(661) 695 - 6777. We are here to help Monday through Friday from 8:00 am – 6:00pm.  
 
 
Thank you and we look forward to seeing you soon! 
 
 
Sincerely, 
 
Our team at PPSC  
 

 
 

 

 

mailto:SLEEP@PRIMEPULMONARYSLEEP.COM
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PATIENT REGISTRATION  INFORMATION 
 

 

PATIENT INFORMATION FOR MEDICAL RECORDS (PLEASE PRINT)                                                                                               
PATIENT LAST NAME:                                                                             FIRST NAME:                                                                MIDDLE:  

 
 

ADDRESS   CITY    STATE       ZIP   PHONE NUMBER 

 
                                                                                                                                                                                      

SOCIAL SECURTIY NO.   DATE OF BIRTH                AGE  DRIVERS LICENSE NO. 

 
 

GENDER     RACE               ETHNICITY LANGUAGE                                                     E-MAIL ADDRESS 

 
                       

PATIENT EMPLOYER         OCCUPATION 

 
 

EMPLOYER ADDRESS   CITY   STATE  ZIP  BUSINESS PHONE 
 
             

SPOUSE’S NAME:    MARITAL STATUS   SPOUSE’S D.O.B. 
            
 

SPOUSE’S EMPLOYER         OCCUPATION 

 
 

EMPLOYER ADDRESS   CITY   STATE  ZIP  BUSINESS PHONE 

             
 

IN CASE OF EMERGENCY CONTACT NAME                     PHONE NUMBER 

 

              

 

 

 

IF SOMEONE OTHER THAN PATIENT IS RESPONSIBLE FOR PAYMENT PLEASE COMPLETE THIS SECTION: 

LAST NAME:     FIRST   D.O.B.    RELATION 
 
 

ADDRESS     CITY   STATE  ZIP  PHONE NUMBER 

 

 

OCCUPATION   EMPLOYED BY      SOCIAL SECURITY NO. 
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INSURANCE INFORMATION 
 

Please complete insurance information below and provide copy of primary and 
secondary insurance cards to front office 

 
Primary Insurance 
 

Subscriber’s Name: __________________________    Date of Birth: _______________  
 

Subscriber’s SSN#: ____ - ____ - _______        Relationship to patient: ___________________ 
 

Insurance Name: ______________________ Subscriber ID#: _______________   Group#: ___________ 
 
Employer: ____________________________  
 
Secondary Insurance: YES / NO  
 

Subscriber’s Name: __________________________    Date of Birth: _______________  
 

Subscriber’s SSN#: ____ - ____ - _______        Relationship to patient: ___________________ 
 

Insurance Name: ______________________ Subscriber ID#: _______________   Group#: ___________ 
 
Employer: ____________________________  
 

RELEASE AUTHORIZATION  

I hereby authorize Prime Pulmonary & Sleep Medicine Center, Inc. to release any and all medical (including dental) information to the above-named insurance 

carrier (or to a designated attorney) for purposes of claims administration and evaluation, utilization review and financial audit. This authorization remains valid 

and effective from the date of aligning until revoked in writing. I understand that I may request a copy of this authorization; I have read this authorization and 

understand if. I HEREBY AUTHORIZE ALL INSURANCE BENEFITS MADE PAYABLE DIRECTLY TO PRIME PULMONARY & SLEEP MEDICINE 

CENTER, INC., FOR SEVICES RENDERED. I understand I am financially responsible to said doctor (s) for charges whether or not covered by this 

assignment. I further agree in the event of non-*payment, to bear the cost of collection, and/or court cost and reasonable legal fees should this be required.  

 

 

___________________________________________      __________________      ________________________________    ___________________ 

PATIENT SIGNATURE                                        DATE                  GUARDIAN OR INSURED’S SIGNATURE     DATE 

 

 

AUTHORIZATION FOR MEDICAL TREATMENT 
I hereby give permission to the staff of Prime Pulmonary & Sleep Medicine Center, Inc. to administer any treatment that may be deemed necessary or advisable 

in the diagnosis and treatment of my/my dependent’s condition. 

 

__________________________________________       __________________      _____________________________________________________ 

PATIENT’S SIGNATURE                              DATE                               RELATIONSHIP 
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FINANCIAL POLICY AND DISCLOSURE 
 

The Financial Policy and Disclosure is to help us provide the most efficient and reasonable health care services. Therefore, it is 
necessary for us to have a Financial Policy and Disclosure stating our requirements for payment for services provided to patients.  
 
Patients are responsible for the payment of all services provided by Prime Pulmonary & Sleep Center. 
I understand and agree that I am financially responsible for all charges for any and all services rendered. 

 
❖ Insurance Policy  

• While we will bill the patient's insurance for services provided, the patient is ultimately responsible for payment for 

services provided in the event that compensation is not made by the patients insurance:  

o I understand that while my insurance may confirm my benefits, confirmation of benefits is not a guarantee of 

payment and that I am responsible for any unpaid balance.  

o If we have not received a payment from your insurance company within thirty (30) days, you will be responsible for 

the balance due.  

o In special cases, we may need your help in contacting your insurance company for the payment of your services.  

o Deductibles, co-payments, and coinsurance will be collected before services are rendered. This includes any medical 

service or office visit, tele-health visits, routine examination, refraction, testing, and any other screening ordered by 

the doctor or staff.  

o A card on file is required to facilitate payment of patient responsibility fees. It will be securely maintained with Prime 

Pulmonary & Sleep Center billing department. 

o I understand and agree that it is my responsibility to know if my insurance has any deductible, co-payment, co-

insurance, out-of-network, usual and customary limit, prior authorization requirements or any other type of benefit 

limitation of the services I receive and I agree to make payment in full. 

o I agree to inform the office of any changes in my insurance coverage. If my insurance has changed or is terminated at 

the time of service, I agree that I am financially responsible for the balance in full.  

o If I am a Medicare patient, I understand that I need to provide the office both my Medicare ID card and my 

secondary ID card. If the office does not have the proper information for a secondary insurance, the secondary will 

not be billed, and balance will be my responsibility until secondary insurance information provided in timely. If 

secondary insurance provided untimely, then I am responsible for the balance.  

o If I am Medicare Advantage plan with HMO or PPO, I understand that I will provide correct Medicare Advantage plan 

payer information at time of appointment. If I am seen by the doctor without providing Medicare Advantage plan 

HMO information and our claim denied due to authorization, then the balance will be my responsibility.  

 
❖ Overdue, Credit Balances, and Refunds  

o All over-due patient balances without a payment plan will be sent to collections.  

o All accounts sent to collections will be charged a $25 collection fee in addition to the account balance.  

o All refunds will be processed timely according to Prime Pulmonary & Sleep Centers’ policy and schedule. 

 
❖ Cancellations  

o We love to take care of our patients and understand that sometimes the need for a cancellation may arise:  
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o If you should need to cancel a pre-scheduled appointment, please notify our office 48 hours in advance so that we may 

accommodate patients who are on a waiting list for an earlier appointment.  

o Failure to cancel your appointment within 24 hours will result in a $200 charge for a SLEEP STUDY and a $100 charge for 

PULMONARY FUNCTION TESTING. 

o This charge must be paid prior to scheduling your next appointment. 

 
❖ To help in this policy, we ask that you assist us by:  

1. Providing us with current and updated information on yourself and your insurance company.  

2. Presenting an updated photo identification card and insurance card when changes are made.  

3. Making the appropriate payment at the time of service, whether it is a deductible, copay, coinsurance, or for the full 

amount if you are a Self-Pay Patient.  

 
In order to provide the best medical care, we ask that you do not discuss your account balance or financial aspects with the 
physician{s) or medical staff. Please discuss any account information with the check out associate or front desk or ask to speak to 
our billing department. 
 
By signing this form, I agree I have read and understood the information above. 

 
 

PATIENT NAME: _______________________________________________ 

 

 

PATIENT DATE OF BIRTH: _______________________________________________ 

 

 

PATIENT SIGNATURE: _______________________________________________ 

 

 

TODAY’S DATE: _______________________________________________ 
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HIPPA CONSENT FORM 
 

• This consent form allows PRIME PULMONARY & SLEEP CENTER to use and disclose information about 

me protected under Health Insurance Portability and Accountability (HIPPA) act of 1996.   

 

• By signing this form, you are granting consent to PRIME PULMONARY & SLEEP CENTER to use and 

disclose your protected health information for the purpose of treatment, payment and health care 

operations. Our Notice of Privacy Practices provides more detailed information about how we may 

use and disclose this protected health information. You have a legal right to review our Notice of 

Privacy Practice before you sign this consent and we encourage you to read it in full. 

 

• PRIME PULMONARY & SLEEP CENTER has the notice of privacy practices available at the front desk for 

my use if I so request which more completely describes such uses and disclosures. It is also posted in 

the waiting room. 

 

• I understand that the terms of notice of privacy practices may change and that I may obtain revised 

notices by mail or by an update to our website. 

 

• I understand that I have the right at any time to revoke this consent, provided I do so in writing.  

However, the service may still use the information to complete any actions that it began prior to my 

revoking consent and which rely on my protected health information. 

 

• I understand that PRIME PULMONARY & SLEEP CENTER may refuse me further service if I revoke the 

consent.   

 
 
PATIENT SIGNATURE: _____________________________________ 
 
DATE: _____________________ 
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CONDITIONS OF CONSENT FOR TREATMENT 
 

Consent for Medical Procedure 
The undersigned consents to undergo a procedure as specifies by the receipted physician’s order. This procedure may include, 
but may not be limited to, being connected to monitoring equipment to record various parameters of sleep. 
 
Medical management  
During the procedure, a sleep technologist (polysomnographer) will be present. The responsibility of the sleep tech will be to 
conduct the test per established protocols.  
 
Personal Items and Valuables 
PRIME PULMONARY & SLEEP CENTER is not responsible for any personal items or valuables that may be lost or damaged. All 
personal item and valuables are the sole responsibility of the patient. 
 
Assignment of Benefits 
The undersigned authorizes direct payment of insurance benefits to PRIME PULMONARY & SLEEP CENTER for services rendered. 
The undersigned is responsible for all charges not covered by insurance. 
 
Advanced Directive and/or Do Not Resuscitate  
PRIME PULMONARY & SLEEP CENTER DOES NOT RECOGNIZE and does not honor advance directives and/or Do Not Resuscitate 
status. In the event of a cardiac and/or pulmonary arrest emergency medical services (EMS) will be activated, and basic CPR 
procedures will be administered.  
 
Release of Information and Patient Confidentiality 
PRIME PULMONARY & SLEEP CENTER may make available a copy of the results of any procedure performed directly to the 
ordering physician. PRIME PULMONARY & SLEEP CENTER is also authorized to make available these results to other physicians 
and durable medical equipment companies if it is reasonable to assume that this information will be used for the medical 
management of the patient. PRIME PULMONARY & SLEEP CENTER may make available general information including name, 
address, sex, age, general description of services rendered, charges, etc, to insurance companies, health care plans, worker’s 
compensation, and federal and state welfare funds for the sole purpose of obtaining reimbursement. My signature below 
acknowledges I have received a copy PRIME PULMONARY & SLEEP CENTER’s Policy on Confidentiality notice. 
 
Driving and Sleepiness  
Sleepiness, causes auto crashes because it impairs your reaction time and attention and ultimately can lead to you falling 
asleep at the wheel. Although no driver is immune to drowsy driving‐related accidents, there are higher risks to some 
populations. People with untreated sleep apnea, narcolepsy or other sleep disorders are at higher risk for driving‐related 
accidents. 
Upon completion of a physician directed sleep disorders test performed at PRIME PULMONARY AND SLEEP CENTER, you 
have been provided written explanation of the consequences and are hereby advised against driving until such time as you 
have been evaluated, diagnosed and successfully treated by a physician for any sleep disorder that can impair your ability to 
safely operate a motor vehicle, and until such time as all symptoms of excessive sleepiness have been successfully resolved. 
 
 
Consent to Photograph, Video Record and Provide Therapeutic Intervention 
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As per standard part of the procedure being performed, a video recording will be made of the patient during awake and sleep 
status. This information will be used to assist with the diagnosis and treatment of any disorder observed. Per protocol, the sleep 
tech may place the patient on positive airways pressure (CPAP of bilevel PAP) treatment during a sleep study. This involves the 
placement of an interface over the patient’s airway to treat sleep apnea and airway resistance. 
 
Medicare Patient Certification 
I certify the information provided in applying of payment is correct. I authorize release of information to act on this request. I 
request that authorized payment be made on my behalf. 
 
Financial Agreement 
The other items in this Consent for Treatment notwithstanding, the undersigned agrees that in regard to services rendered, the 
undersigned is responsible for all charges that are reasonably established for said services. 
 
Collection Fees 
Payment is expected as services and statement of account is rendered unless other arrangements have been made. In the event 
the account goes into Collection’s status, the collection balance will be increased by 35%. 
 

• My physician has informed me that I need a Sleep Study performed. 

• This is done in the interest of my health and proper medical care. 

• My physician has explained the Sleep Study to me and the benefits and risks having the test performed. 

• My physician has explained to me that I may have CPAP (Continuous Positive Airway Pressure) therapy during the Sleep 

Study. 

• I have had the opportunity to ask questions, and I consent to the Sleep Study. 

 
 
_____________________________________ _________________________ 
Signature  Date 
 
_____________________________________ 
Printed Name 
 
_____________________________________ 
Technologist  
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PHONE NUMBERS AND CONTACT INFORMATION 
 

We may call you regarding your appointment and/or for some other information.  

Please tell us below at which confidential numbers we may reach you.   

If we cannot reach you personally at these numbers then we will leave a brief message on your answering 
machine, voicemail, or with the person who answers the phone. 

 
Best phone numbers to be reached (Please enter up to 3, in order of preference): 

 
1.  _____________________________ 

 
2. ______________________________ 

 
3. ______________________________ 

 
 
In addition, it is our office procedure to ask all patients for an emergency phone number and a contract name 
so we can convey emergency medical information and instructions if needed. 
 

Emergency/Trusted Contact (Please enter 2, in order of preference) 
 

Name: _____________________________ 
 
Relationship: ________________________ 
 
Phone Number: ______________________ 
 
 
Name: _____________________________ 
 
Relationship: ________________________ 
 
Phone Number: ______________________ 
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Adult Consent to Leave Messages/Share Information                        
with Family/ Friends 

 
I understand that for Primary Pulmonary & Sleep Center (PPSC) to leave detailed messages containing specific medical 
information on my voicemail or answering machine, I need to give my permission to Primary Pulmonary & Sleep 
Center (PPSC).  
 
Consent for Leaving Messages:  
I give consent to Primary Pulmonary & Sleep Center (PPSC) to leave a message on my voicemail/answering machine 
about my results.  
 
Yes     No  
 
Consent for shared information with Family & Friends: The Name(s) listed below are family members or friends to 
whom I grant permission for my health care provider and their representatives at Primary Pulmonary & Sleep Center 
(PPSC) to verbally discuss their care using their best judgement and grant them permission to disclose health 
information that is relevant to their care.  
 
Under the HIPAA Privacy Law, we are permitted, and we may make a professional judgement that certain disclosures 
are in your best interest even without this signature. I understand that information is limited to verbal discussions and 
that no paper copies of my protected healthcare information will be provided without my signature on a release of 
Information Form.  
 
Name and Relationship to patient:  
 
_____________________________________ 
 
______________________________________ 
 
______________________________________ 
 
 
Patient’s Name (Please Print): _______________________________ DOB: ____________________  
 
 
Patient Signature: _________________________ Date: _____________________ 
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COVID-19 DISCLOSURE FORM 
 
PRIME PULMONARY & SLEEP CENTER is fully prepared to protect our patients from the Covid-19 
pandemic and is compliant with CDC/OSHA recommendations.  
 
I have been screened for symptoms prior to arrival and on arrival to Prime Pulmonary & Sleep 
Center.   I have been advised to keep 6 feet distance from any other patients in the office and Prime 
Pulmonary & Sleep Center has arranged for this as well. I AGREE TO WEAR MY FACE MASK AT 

ALL TIMES WHILE IN THE CENTER, UNLESS INSTRUCTED OTHERWISE FOR CERTAIN 

TESTING PURPOSES. 
 
 

Despite the appropriate preparation and safety measures taken by Prime Pulmonary & Sleep Center, 
I understand there is still a very small but possible risk of contracting Covid-19 from being on the 
facility premises.  I understand and accept this risk associated with coming to PRIME PULMONARY & 
SLEEP CENTER.  If any members or I of my family/friends/close contacts contract the COVID-19 virus, 
I will not hold PRIME PULMONARY & SLEEP CENTER, responsible or liable.  

 

By signing this document, I hereby release PRIME PULMONARY & SLEEP CENTER and its personnel 
from all legal responsibility of liability that may arise from the act I have authorized above. 

 

PATIENT NAME: _________________________________ 

 

 

PATIENT SIGNATURE: ________________________________________  

 

 

DATE: ______________________________ 
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VACCINATION HISTORY 
 

COVID-19 VACCINE:  
 

   I HAVE RECEIVED THE COVID-19 VACCINE – PLEASE COMPLETE BELOW:  
  

 COVID-19 MODERNA VACCINE  
FIRST DOSE MONTH/YEAR: _____________________ 
SECOND DOSE MONTH/YEAR: _________________ 

 
 COVID-19 PFIZER VACCINE: 

FIRST DOSE MONTH/YEAR: _____________________ 
SECOND DOSE MONTH/YEAR: _________________ 

 
  JOHNSON & JOHNSON VACCINE – MONTH/YEAR: _______________  
 

  I PLAN TO RECEIVE THE COVID-19 VACCINE IN: _______________________________  
 

  I DO NOT WISH TO RECEIVE THE COVID-19 VACCINE 
 

  I DO NOT WISH TO DISCLOSE MY PREFERENCES REGARDING THE COVID-19 VACCINE  
 
 

OTHER VACCINES RECEIVED:  
  FLU VACCINE YEARLY – LAST APPROXIMATE YEAR RECEIVED: ______________________ 

 
  PNEUMONIA VACCINE – LAST APPROXIMATE YEAR RECEIVED: ______________________ 

 
 
 

PATIENT NAME: _________________________________ 
 
PATIENT SIGNATURE: ________________________________________  
 
DATE: _______________________________ 
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COVID-19 SCREENING FORM 
 

Date:  ____________________ 

 

Patient Name:  ____________________  

 

Patient/Visitor Signature:  ____________________ 

 

1. In the past 14 days, have you traveled or resided outside your state or residence or the United States?  

(circle one) 
 

Yes  /     No  

If yes, Travel Dates and Locations traveled: ______________________________ 
 

2. If yes for travel, did you wear a mask and take precautions to avoid COVID-19 exposure?  

(Circle One) 
 

Yes  /     No  
 

3. Have you been Diagnosed with or suspected of having Covid-19 infection? (Circle One) 
 

Yes  /     No  

If yes, When/Date?  ___________________________________________ 
 

4. In the past 14 days, have you cared for, lived with, or otherwise had close contact with an individual(s) 

diagnosed with or suspected of having COVID-19 infection? (Circle One) 
 

Yes  /     No  

If yes, When/Date?  ___________________________________________ 
 

5. Have you or anyone in your household has any signs of COVID-19 infection to include but not limited to: Fever 

over 100 degrees or higher, sore throat, cough, shortness of breath, or diarrhea, sudden loss of smell or taste? 

(Circle One) 
 

Yes  /     No  

If yes, Specify:  ___________________________________________ 
 

6. Have you had a positive diagnostic test (e.g., nasopharyngeal, or anterior nares swab) or SARS-COV-2 but 

never developed symptoms? (Circle One) 

Yes  /     No  

If yes, when:  ___________________________________________ 

____________________________________________________________________________________ 

OFFICE STAFF USE ONLY  

Patient Temperature: _______________________       Office Staff Name: ___________________ 
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TRANSPORTATION AND DRIVING 
 
 
Dear Patient, 
 
You are responsible for transportation to and from PRIME PULMONARY & SLEEP CENTER facilities. 
Your signature below is your acknowledgement that you are able to operate a motor vehicle upon 
departing our facilities or you have been arranged for alternate transportation from our facilities.  
 
If you feel you cannot drive safely, our technologist will provide a phone number for a local taxi 
service and/or hotel accommodation close by. Otherwise, please feel free to use your Uber or Lyft 
account for transportation. 
 
PRIME PULMONARY & SLEEP CENTER, its employees and agents assume no liability for personal 
injury or property damage to a patient upon the patient’s departure from its facilities. 
 
I acknowledge I am able to safely operate a motor vehicle, or I have obtained alternate 
transportation upon departing from PRIME PULMONARY & SLEEP CENTER’s facilities.  
 
 
_____________________________________ _________________________ 
Signature  Date 
 
_____________________________________ 
Printed Name 
 
_____________________________________ 
Technologist  
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EARLY TERMINATION OF SLEEP STUDY 
 
 

The expectation with a polysomnogram (sleep study) is to obtain a minimum of six (6) hours of data 
collection. In some cases, insurance companies may not pay for a polysomnogram of shorter than six 
hours’ duration. In addition, data collection of less than six hours’ duration may affect the accuracy of 
an interpreting physician’s analysis of the procedure. 
 
I, the undersigned, wish to terminate my sleep study before six hours of data collection has been 
obtained and I understand that: 

• My insurance plan may not pay for the procedure and I may be financially liable for the full 
amount of the procedure, and 

• Limited data collection may affect the accuracy of the diagnosis based on the procedure. 
 

I verify by my signature that I am fully rested and alert and I am able to operate a motor vehicle upon 
departing a PRIME PULMONARY & SLEEP CENTER facility 
 
 
_____________________________________ _________________________ 
Signature  Date 
 
_____________________________________ 
Printed Name 
 
_____________________________________ 
Technologist  
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NEW PATIENT HISTORY – SLEEP MEDICINE 
 

 

• Referring Physician First and Last Name: __________________________________ 

• Primary Care Physician First and Last Name: _______________________________ 

• Reason for Visit/Consultation: ________________________________________ 

 
Main complaints:  
 

1) What is your main sleep complaint?    

2) Have you ever had a sleep study? _________  
How long ago? _____   

Where?    

3) Are you currently using a CPAP or BiPAP machine? YES  NO  __ 

4) Who is your DME (medical equipment company)? _________________________ 

5) Type of Machine? ____           Pressure setting:           Mask: ___  

6) Have you ever used CPAP or BiPAP in the Past? YES  NO  _   Last used? __________  
 
 

Sleep Habits: 
 

1) What time do you go to bed on weekdays?  Weekends?    

2) What time do you get up on weekdays?  Weekends?    

3) How many hours of sleep do you get in a typical night?    

4) Do you work evening or night shifts?    Yes       No 

5) Do you have: (CIRCLE ONE) Difficulty Initiating Sleep / Difficulty Maintaining Sleep / Both  

6) Do you sleep on your: (CIRCLE ALL THAT APPLY)    Back  /   Stomach  /   Left Side /   Right Side  

7) Your approximate current weight? ______  Your height? ________   

8) Do you drink caffeinated beverages (coffee, tea, soda)?  Yes      No 

9) In the last 1 year, has your weight:  Increased   Decreased   Stayed the same  
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PLEASE COMPLETE BELOW – CIRCLE ONE:  Never Sometimes Often Always 

     

1. Do you fall asleep or become sleepy when Driving? 0 1 2 3 
     

2. Do you take intentional naps? 0 1 2 3 
     

3. Do you feel unable to move (paralyzed) when falling asleep? 0 1 2 3 
     

4. Grind your teeth? 0 1 2 3 

     
5. Do you experience short periods of muscle weakness or loss of muscle     

control (especially with laughter or excitement)? 0 1 2 3 
     

6. Do you think you need a sleeping pill, either prescription drug or     

over-the-counter sleeping aids in order to fall asleep? 0 1 2 3 

     
7. Have nightmares? 0 1 2 3 

     

8. Do you ever experience an uncomfortable or restless sensation in your legs     

when you relax or are first going to sleep that is relieved by moving or getting     

out of bed and walking? 0 1 2 3 

     
9. Walk or talk in your sleep? (Circle appropriate event) 0 1 2 3 

     
10. Move about or engage in aggressive behaviors while asleep or awakening from sleep? 0 1 2 3 

     

11. Have you been taking sleeping pills or non-prescription sleeping aids on a     

nightly basis for more than three weeks? 0 1 2 3 

     
12. Are you having any sexual problems (impotency, lack of desire, premature ejaculation, 

etc.)? 
0 1 2 3 

     

13. Do you violently act out your dreams while asleep?    0 1 2       3 

     

14. Have you ever had any hallucinations while falling asleep or while waking up from 

sleep?     

 

 0  1 2       3 
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Medical History: 
Please outline your medical history: Do you have or have ever been told you have: 

□ High Blood Pressure □ Diabetes □ Migraine or Frequent Headaches 

□ Sinus Problems/Allergies □ Stroke □ Parkinson’s 

□ Arrythmia □ COPD  □ Dementia (Alzheimer’s, etc.) 

□ Atrial Fibrillation □ Asthma  □ Prior History of Sleep Apnea 

□ Atrial Fibrillation □ Frequent Nighttime Urination □ Prior History of Restless Legs 

□ Thyroid Problems □ Depression and/or Anxiety □ Obesity 

□ Heart Disease □ Liver Disease □ Abnormal behavior during sleep 

□ Lung Disease □ Seizures or Epilepsy                   □ Migraine or Frequent Headaches 

□ Arthritis                                □ Anemia                                         □ Acid Reflux  

□ Cancer                                  □ Elevated Cholesterol 
 

Other: _________________________________________ 
        _________________________________________ 

 

Surgical History: 
Have you ever had a Tonsillectomy and/or Uvulopalatopharyngoplasty (UPPP) surgery? Yes    No 

Have you ever had any other upper airway / Nasal surgery?  Yes    No 

If yes, When? ___________________________________  

OTHER: ________________________________ 

 

Current Medications: 
Please list all prescription and over the counter medications, including vitamin and herbal medications.  

NAME DOSAGE FREQUENCY REASON 

    

    

    

    

    

    

    

    

 

Allergies to Medications/Foods/Environmental: 
NAME REACTION 
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EPWORTH SLEEPINESS SCALE 
 

 

Patient Name: _________________ Today’s Date: __________________  

 
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, think about how they may affect you.  

 

Use the following scale to choose the most appropriate number for each situation: 

0 = would never doze 

1 = slight chance of dozing 

2 = moderate chance of dozing 

3 = high chance of dozing 

 

Situation  (0-3) – Circle  

o Sitting and reading  0 1 2 3 

o Watching TV  0 1 2 3 

o Sitting, inactive in a public place (e.g., a theatre or a meeting)  0 1 2 3 

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

o Lying down to rest in the afternoon when circumstances permit  0 1 2 3 

o Sitting and talking to someone  0 1 2 3 

o Sitting quietly after a lunch without alcohol 0 1 2 3 

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

TOTAL SCORE: /24 
 

Normal ESS: < 11  

Mild Daytime Sleepiness: 11 – 14 

Moderate Daytime Sleepiness: 15 – 18  

Severe Daytime Sleepiness: 18 – 24  
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STOP-BANG Sleep Apnea Questionnaire 
 

Patient Name: ________________________ Today’s Date: _______________ 
 

STOP YES NO 

Do you SNORE?   

Do you often feel TIRED, fatigued, or sleepy during the 

daytime?  

  

Has anyone OBSERVED you stop breathing during 

your sleep?  

  

Do you have or are you being treated for high blood 

PRESSURE?  

  

 

BANG YES NO 

BMI more than 35 kg/m2?    

AGE over 50 years old?    

NECK circumference: Male > 17 inches (42cm)?   

Female > 16 inches (40cm)?  

  

GENDER: Male?    
 
 

TOTAL SCORE:                                                                                                
High risk of OSA: 5 - 8   

Intermediate risk of OSA: 3 - 4   

Low risk of OSA: 0 – 2 

 


