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Dear Patient,
We are pleased your healthcare provider has referred you for our services.
Your sleep study appointment has been scheduled for at PM. A second appointment may need

to be scheduled at your doctor’s request, in the event additional testing is necessary. A parent must stay with any
patient under the age of 18.

The following are instructions to follow previous to your appointment and on the day of your test. To assist us with
obtaining a proper diagnosis, please bring your completed questionnaires to the sleep center on the night or day of
your appointment.

Prior to vour appointment:

o Enclosed in this packet is a sleep diary. Please log entries for the 10 days prior to your sleep
study.

e Ifyou feel you may have a difficult time achieving sleep during your visit, please contact your
physician to order you a medication such as Ambien or Lunesta to take the night of your sleep
test. The center does not have any sleep medication on site. Please do not take this medication
until you have consulted with one of our sleep technicians after arriving for your study.

e Ifyou have any questions regarding your medications, please contact the Sleep Center prior to
your scheduled study.

o If you have special needs (wheelchair, Hoyer lift, adjustable bed, oxygen, interpreter etc.) please
call our office before your appointment. We will be happy to accommodate you.

¢ If you cannot keep your appointment or may be late, please advise us no later than 5:00PM on
the day of your test, however contacting us as soon as possible is preferred.

¢ For patients who would like an appointment sooner than their initial scheduled date can
request to be placed on our cancellation list and we will contact you if an earlier appointment
becomes available.

e Cancellations should be made at least 24 hours prior to the appointment date. Cancellations less
than 24 hours may be subject to cancellation fee.

e Please feel free to tour our facility prior to your sleep study. We are open Monday through
Friday, 8:00 AM to 5:00 PM. No appointment is necessary.

On the day of vour test, please follow the guidelines listed below:

Avoid caffeinated beverages (coffee, tea, soft drinks and chocolate) after 10:00 AM

Avoid alcohol the day of your scheduled study.

Avoid taking any naps the day of your scheduled study.

Before coming to your appointment, please bathe or shower and shampoo and completely dry
your hair. Do not apply any creams, oils, gels, or hairspray or to your hair or skin. If you have
red or black nail polish on your fingernails, you will need to remove it from one finger so we are
able obtain a correct oximetry level.

e Bring comfortable sleeping attire (shorts, t-shirt, pajama, nightgowns, bathrobe, slippers, etc)
No silky material or tight leggings.



You may bring your own pillow and reading material which may help you sleep better.
Bring items you may need to wash and dress in the morning (toothbrush, toothpaste, shaving
equipment, blow dryer, etc) we have three showers available. If you require a shower, please
contact the center prior to your study so we can accommodate you.

e Ifyou are currently using Cpap or Bipap, bring your mask with you. If you would like to try
a different type of mask, the technicians can help you pick a new one to use for the sleep test. The
type, style, condition and size of your mask you are currently using helps our technicians rule out
any problems with your existing mask.

Due to regulations set forth by Medicare and the American Academy of Sleep medicine and to further assist in the
methods of accurate diagnosis, video monitoring is required. A photograph is also obtained prior to the evaluation for

identification purposes and is used only by the interpreting sleep physician.

What happens after the sleep study?

After your sleep study you may have a few questions. Be sure to ask your sleep technician about any concerns that may
not have been addressed already.

Once the wires are disconnected, there may be some glue or paste remaining in your hair. Our technicians can advise you
the best way to remove the residue. The white paste is water soluble and will come out in the shower with soap and water.

After being disconnected (which takes 15-20 minutes), your technician will give you some paperwork to complete. After
that, you are free to leave.

The test results take seven (7) to ten (10) business days to be completed and sent to your ordering physician. All testing
information collected by the night technicians will be analyzed by our daytime sleep technologists and compiled into a
report for the reading sleep physician to review and interpret. The analysis takes 24-48 hours. The sleep physician then
reviews the study and determines a diagnosis and recommendations for treatment. As soon as it is available, the
completed sleep physician’s report is sent to your ordering physician. This may take up to ten (10) days. Please contact
your physician for your test results.

If you do not have a follow up appointment scheduled with your ordering physician, you will need to do so. The sleep
center does not contact your directly with your test results. If you would like a copy of your report, please ask your
technician for the Release of Information form to fill out while at your sleep study. This allows us to send you a copy
when the report is available.

If additional testing is recommended by the sleep physician, Rocky Mountain Sleep Disorders Center will contact you to
schedule an appointment. Please note that we may contact you before your ordering physician to schedule additional
testing if it is recommended. This is done so that we can provide your physician with all the information needed to treat
you prior to your next scheduled appointment with him/her. We encourage you to contact your physician with any
questions on your diagnoses.

Should you have further questions about your appointment, or the forms included in this packet, please don’t hesitate to
call our office. Our staff will be able to answer any questions you may have.

Respectfully,

The Staff at Rocky Mountain Sleep Disorders Center
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Patient Billing and Insurance

Rocky Mountain Sleep Disorders Center does not consider a person’s ability to pay a determining
factor in providing needed health care. However, we do expect the guarantor/patient to cooperate
in concluding the financial aspects of the services provided to them.

Sleep testing has two billable components, similar to x-rays or other diagnostic testing
procedures. Undergoing the sleep study itself generates a technical charge, while the interpreting
physician of the sleep study will generate a professional charge as well. In almost all cases, the
professional fees are considerably less than the technical component of the sleep study.

Billing Policy

We will submit the billing for medical services to all insurance companies provided at the time of
registration, however the account remains the responsibility of the guarantor/patient. Account
statements will be sent out monthly reflecting current bill status. You will not receive the first
statement until your insurance has been billed and has paid for portions of service they are going
to pay for.

Co-payments

All co-payments must be paid at the time of service as required by your insurance contract. If you
are unable to pay your co-payment at check-in, an envelope will be provided to you for
remittance of your co-payment to the Rocky Mtn. Sleep Disorders Center within 48 hours.

Self-pay Accounts

Self-pay accounts are patients without insurance coverage, patients covered by insurance plans in
which the Rocky Mountain Sleep Disorders Center does not participate, or patients without an
insurance card on file with us. We do not accept attorney letters or contingency payments. It is
always the patient’s responsibility to know if the Rocky Mountain Sleep Disorders Center is
participating with their plan. If there is a discrepancy with our information, the patient will be
considered self-pay unless otherwise proven. We do offer the care credit program. In addition, a
hardship application is available for possible discounts.

Insurance

It is the patient’s responsibility to provide the Rocky Mountain Sleep Disorders Center with
current insurance information. We will ask for your insurance card at your first visit to obtain a
copy for our records. We may occasionally request a copy at a later date in order to update your
records, so please have your insurance card every time you visit the office. If current information
is not obtained at the time of service, it will become the patient’s responsibility to pay until
current information is provided to the Rocky Mountain Sleep Disorders Center.

The patient/guarantor is liable for any amounts not paid, whether the insurance company or third-
party payer makes partial payment or declines to pay. If the insurance or third party payer fails to
pay the account within ninety (90) days from the date it was billed, it will be the responsibility of



the patient/guarantor to pay the account balance in full or make financial arrangements for
payment in full. Payments are accepted monthly at the following rates:

Balance Owing

Minimal Monthly Payment Allowed

0-$100 $20.00
$100-$250 $50.00
$250-$500 $75.00
$500-$1200 $100.00
$1200 or more $125.00

If the patient/guarantor chooses to bill their insurance, the account will be considered "self-pay".
If the patient/guarantor does not have insurance or other third party liability, the account will be
considered "self-pay" and the balance will be due and payable within thirty (30) days from the
date of service, or the above payment options are available.

Account balances not paid as agreed, may be transferred to a collection agency.

We kindly ask for 24 hour notice if you are unable to keep an appointment. Please help us
serve you and our other patients better by keeping scheduled appointments.

Payment Options
e Cash
e Personal check.
e Credit Cards
e Care Credit
Contact Us

Rocky Mtn. Sleep 406-453-7570 or 1-866-715-7570
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Medical History Questionnaire

Patient Name:

Date:

Date of Birth: Age:

Sex: Male Female

MEDICAL & INJURY HISTORY:
Check the condition(s) that apply to you. Please provide
date of diagnosis for each condition.
High Blood Pressure

Diabetes

High Cholesterol or lipids
Emphysema or lung disease
Kidney Disease

Asthma

Thyroid disease

Heart Disease

Tumor, cancer, malignancy
Stroke, TIA

Diagnosis of epilepsy or seizures
Reflux or heartburn

Arthritis

Encephalitis or meningitis

Head injury with loss of consciousness
Injury to spine

Injury to arm, hand, leg, foot
Other injuries, fractures, etc.
Anxiety

Depression

Hay fever/seasonal allergies
Sinus problems

Trouble breathing through nose

Other: please list here

SURGICAL & PREGNANCY HISTORY:

Check the condition(s) that apply to you. Please provide

dates of surgeries and pregnancies.

Brain Surgery

Neck or back surgery
Facial surgery
Tonsillectomy

Dental surgery

Sinus surgery
Vascular surgery
Heart or lung surgery
Abdominal surgery
Hysterectomy

Tubal ligation
C-sections

Other: please list here or add comments

1 of2
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Medical History Questionnaire

Family History: Please list significant illnesses in mother, father, sisters or brothers, aunts or uncles, grandparents, children
or grandchildren, especially those that are similar to your current problem:

Are there any sleep disorders in your family? Please list:

Are you allergic to any medications? Please list:

Please list the name, dosage and schedule of current prescription medications:

Please list any over the counter medications including vitamins and herbs:

Which hand do you use for writing? [] Right [] Left

What is your current work status? [ ] Working [ ] Retired [ ] Unemployed [ ] Disabled
What is your occupation?

How many children do you have? Who lives at home with you?

Marital status? [ ] Married [] Single [ ] Divorced [ ] Widowed

Do you smoke or use any form of tobacco? [ ] Never [ ] Yes [ ] Quit When?

Do you drink beer, wine or other alcoholic beverages? [[] No [ ] Yes How often & how much?

Have you lost or gained weight lately? [ ] Lost [ ] Gained Amount? Over how long?

What is your caffeine consumption per day: (cup=8oz, can of soda=120z, 1 chocolate bar=9mg)

Coffee: oz Tea: oz Soda: oz Chocolate: mg

Please list and other medical problems or comments:

20f2
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SLEEP HABITS QUESTIONNAIRE

Name: Date:

Below, briefly describe your sleep problem, then answer the following questions about your sleep. (what kind of
problem, when it started, how often your sleep or wake problem occurs):

Do you have difficulty sleeping during the night?
[ ] Yes Please answer all of the following questions.
[ ] No Please answer questions #3 through #17.

1.) How many nights per week on the average have you been troubled by disturbed sleep? nights
For how many years has this occurred? years
2.) Please rate these common sleep issues on a 1-5 scale by circling the appropriate number regarding your sleep.
1 = not a problem 5 = major difficulty
Trouble getting to sleep 1 2 3 4 5
Awakenings during night 1 2 3 4 5
Early morning awakenings 1 2 3 4 5
Daytime sleepiness 1 2 3 4 5
3.) Do you think you feel excessively sleepy during the day? [ ] Yes [ ] No
4.) What time do you usually go to bed on weekdays? AM/PM
5.) What time do you usually go to bed on weekends? AM/PM
6.) What time do you usually get up in the morning? Weekdays AM/PM Weekends AM/PM
7.) Do you usually feel refreshed when you awaken? [ ] Yes [ ] No
8.) How long does is take you to go to sleep - in minutes? minutes
9.) How many hours a night do you think you sleep on the average? hours
10.) When you get up in the morning, do you use an alarm clock, or do you wake on your own?
Weekdays? [ ] Alarm [ ] Self Weekends? [ ] Alarm [ ] Self
11.) Have you ever taken prescription or over the counter sleeping medication? [_| Yes [ ] No

If yes, which ones?

12.) How do you sleep away from home? [ ] Same [ ] Better [ ] Worse
13.) Do you fall asleep when you are trying not to? [ ] Yes [ ] No Ifyes, please describe:




14.) Characterize your normal sleep habits. (What rituals do you have in preparing for bed? Do you awaken during the
night? If so, what for and how many times?):

15.) Do yousnore? [ ] Yes [ ] No Ifyes, how many nights per week do you snore? Nights
16.) Have you ever experienced weakness in any part of your body at times of extreme laughter, sadness or excitement?

[ ]Yes []No If yes, please describe:

17.) Have you ever experienced unusual sensations or feelings in your lower legs, such as “creepy crawling”?
[]Yes [] No Ifyes,please describe:

18.) Do you have recurrent vivid dreams that you actually feel are occurring? [ ]| Yes [ ] No
If yes, at what part of sleep do they occur? [ ] At Onset [ ] During Sleep [ ] Awakening

19.) Have you ever awakened paralyzed, aware of your surroundings, but unable to move for a brief period?
[] Yes [ ] No
20.) Have you ever eaten food, consumed alcohol or smokes cigarettes without full awareness or control,
semi-consciously or unconsciously, during sleep or during partial awakening at night?
[ ] Yes [ ] No Ifyes, please describe:

21.) Have you ever had any of the following:

sleep walking [ ] yes [ ] no
bedwetting [ ] yes [ ] no
marked insomnia [ ] yes [ ] no
excessive sleepiness [ ] yes [ ] no

22.) Comments: (please comment on any aspect of your sleep or sleep-wake cycle that you feel is
necessary:
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Epworth Sleepiness Scale

Name: DOB:

Height: Weight: Neck size:

Male [ | Female [ ]

The Epworth Sleepiness Scale is used to determine the level of daytime sleepiness. A score of 10 or more is
considered sleepy. A score of 18 or more is very sleepy. If you score 10 or more on this test, you should
consider whether you are obtaining adequate sleep, need to improve your sleep hygiene and/or need to see a
sleep specialist. These issues should be discussed with your personal physician.

How likely are you to doze off or fall asleep in the following situations?

Use the following scale to choose the most appropriate number for each situation:
0 = would never doze or sleep.
1 = slight chance of dozing or sleeping
2 = moderate chance of dozing or sleeping
3 = high chance of dozing or sleeping

Situation Chance of Dozing or Sleeping
Sitting and reading

Watching TV

Sitting inactive in a public place

Being a passenger in a motor vehicle for an hour or more

Lying down in the afternoon

Sitting and talking to someone

Sitting quietly after lunch (no alcohol)

Stopped for a few minutes in traffic while driving

Total score

Please add any comments about your daytime sleepiness:
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BED PARTNER QUESTIONNAIRE

(PLEASE ASK SOMEONE WHO HAS WATCHED YOU SLEEP TO COMPLETE THIS FORM)

Observers name: Relationship to pt: Date:

I have observed this person’s sleep:

[ ] Once or Twice [] Often [] Almost every night

Check any of the following behaviors that you have observed this person doing while asleep.
Circle those that you consider severe problems for this person.

[ ] light snoring [ ] loud snoring

[ ] loud snorts [ ] choking

[ ] pause in breathing (how long?  seconds) [ ] gasping for air

[ ] twitching or kicking of legs [ ] twitching or flinging of arms
[] sleep talking [ ] grinding of teeth

[ ] bed-wetting [] sitting up in bed not awake
[ ] awakening with pain [ ] head rocking or banging

[ ] getting out of bed not awake [ ] biting tongue

[ ] becoming very rigid and/or shaking [ ] crying out

[ ] apparently sleeping, even if he/she behaves otherwise [ ] other

If this person snores, what makes it worse?

[ ] sleeping on his/her back [ ] sleeping on his/her side [ ] alcohol

Does the snoring sometimes require you or your partner to sleep separately? [ ] yes

[ ] fatigue
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Name:

INSTRUCTIONS:

® \Write the date, day of the week, and type of day: Work, School, Day Off, or Vacation.

® Put “C” in the box when you have coffee, cola or tea. Put “M” when you take any medicine. Put “A” when you drink alcohol. Put “E” when you exercise.
® Put a vertical line (| ) to show when you go to bed. Shade in the box that shows when you think you fell asleep.

® Shade in all the boxes that show when you are asleep at night or when you take a nap during the day.

® | eave boxes unshaded to show when you wake up at night and when you are awake during the day.

SAMPLE: On a Monday when | worked, | jogged on my lunch break at 1 PM, had a glass of wine with dinner at 6 PM, fell asleep watching TV from 7 to 8 PM, went to bed at
10:30 PM, fell asleep around Midnight, woke up and couldn’t got back to sleep at about 4 AM, went back to sleep from 5 to 7 AM, and had coffee and medicine at 7 AM.

Dav of Type of Day :.f:;
ay o (Work, School, S| = | = z | =

Date = c
Week payort, |8 |Z|E|E|E|E|E|E|E|E|s|>|2|%%|%|5|%3|%|%(%3/53|2|2
Vacation) | Z |« | N | o | [0 |0 | N|o ||| |Z| ||| |wv|O|N|0®|O |+« |+

Sample Mon. Work E A -

(@)
<

Week 1 —
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L Week 2
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