 REST ASSURED SLEEP CENTERS, LLC®

Annapolis ~ Urbana ~ Capital Heights ~ Marriottsville

REGISTRATION FORM
	PATIENT INFORMATION (Please Print)


Date: ___________ Home Phone ______________ Cell Phone: ___________________ Work Phone: ______________

Name ____________________________________________________________ Social Security No.: _______________    


(Last Name)

(First Name)

(Middle Initial)
Address___________________________________________________________ E-Mail: ________________________    

City _________________________________________________________State ____________ Zip  _______________    

Sex: □ Male □ Female     Age: ______    Birth Date: ______/____/______     Height: ______  Weight: ________  
 □Married  □ Single  □ Divorced  □ Minor  □ Widowed □ Separated           Allergies: ____________________________
Race:  □Asian  □ American Indian or Alaska Native  □ African American  □ Caucasian  □ Pacific Islander □ Other: _______
Ethnicity:  □ Hispanic or Latino □ Non Hispanic or Latino  □ Unreported/Refused to Report

Preferred Language: □ English  □ Spanish □ French  □ Chinese □ Other _______________
Employer:  _____________________________________   Occupation: _______________________________________

Can you tell us how you found out about us? ​​​___​​​​​__________________________________________________________

Is it OK to contact you about our support group, AWAKE, and other matters related to sleep disorders?  □ Yes       □ No 
	INSURANCE INFORMATION (Please Print)


Insurance Company Name: __________________________________________________________________________
Primary Subscriber ID#: ________________________ Group No.: ________________ Effective Date: _______________                                                
Claim Address on back of card: _______________________________________________________________________
City: _________________________ State: ______________
Zip:  _________ Phone number: ____________________
Guarantor  Information:  The following is for: ○ the patient’s spouse ○ the person responsible for payment 
Name ____________________________________________________________ Social Security No. _______________    


(Last Name)

(First Name)

(Middle Initial)

Date of Birth: ______/____/______
Age:  ____ Sex: □ Male □ Female  Relationship: □ Parent  □ Spouse □ Guardian
Employer: __________________________________
Work phone: ________________ Home Phone: _______________

Other Insurance Information
Insurance Company Name: __________________________________________________________________________

Subscriber ID#: ________________________________ Group #: _______________ Effective Date: ________________                                                
 Claim Address on back of card: _______________________________________________________________________
City: _________________________ State: ______________
Zip:  _________ Phone number: ____________________
	PHYSICIAN INFORMATION (Please Print)


Primary Care Physician: _________________________ Date Last Seen: ___________Phone number: ______________
Referring Physician:  ____________________________ Phone: ______________________ Fax:___________________

Who may we contact on your behalf in a case of an Emergency: _____________________________________________

Cell Phone: __________________________ Home Phone: _________________________________________________
DON’T FORGET TO BRING INSURANCE CARDS, DRIVER’S LICENSE, AND REFERRAL WITH YOU TO YOUR APPOINTMENT.
PATIENT NAME:______________________________________DOB:_____________________

Use and Disclosure of Protected Health Information

Section I:  Patient Acknowledgement and Consent Form

The educational pamphlet entitled “Notice of Privacy Practices” provides information about how Rest Assured Sleep Centers may use and disclose protected health information about you, and is compliant with the requirements of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Our Notice of Privacy Practices states that we reserve the right to change terms described.  Should this happen we will display the new policy and effective date at Rest Assured Sleep Centers.

You have the right to request restrictions on how your protected health information may be used or disclosed for treatment, payment, or health care operations.  We are not required to agree with your restrictions; but if we do, we are bound by our agreement with you.

____________________________________________

________________________

Signature of Patient/Guardian





Date

____________________________________________

Printed Name

Section II:  Consent for use and disclosure of information

By signing below, you consent to our use and disclosure of protected health information about you for treatment, payment, and health care operations.  You have the right to revoke this consent, in writing, except where we have already made disclosures in trust on your prior consent.

I request that payment of authorized Medicare/Insurance carrier benefits be made on my behalf to Rest Assured Sleep Centers for any services furnished to me by my physician.  I authorize any holder of medical information about me to release to the Centers for Medicare/Medicaid Services and its agent and/or any other insurance carriers for which I have coverage, any information needed to determine these benefits or the benefits for related services.  I agree to provide all reference and treatment plan(s) as required by my insurance carrier(s).  All co-pays must be paid at the time of service in accordance with the contracted insurance carrier agreements.

____________________________________________

________________________

Signature of Patient/Guardian





Date

____________________________________________

Printed Name

PATIENT NAME:______________________________________DOB:_____________________
Section III (optional):  Personal representative, family or other entities authorized access to protected health information to be used and/or disclosed.

List persons and/or other entities you are authorizing to make use of and/or to disclose your protected health information regarding treatment, payment and other healthcare operations.

___________________________________
_______________________
__________________

Name of Authorized Person or Entity

Relationship


Phone Number

___________________________________
_______________________
__________________

Name of Authorized Person or Entity

Relationship


Phone Number

Section IV:  Authorization for use of answering machine and/or voice mail

Rest Assured Sleep Center’s physicians and healthcare staff routinely are unable to contact patients directly during normal business hours.  On these occasions, our offices leave messages on communication devices provided by our patients.  Due to the new federally mandated HIPAA privacy rule, we must obtain your authorization to continue this mode of communication.  Protected healthcare information that we may possibly disclose on your home, work, or cell phone would include, but is not limited to:  test/lab results, prescription/pharmacy information, appointment instructions for visits and procedures, and surgical posting/scheduling information.

_____ (initial) Yes I agree to allow Rest Assured Sleep Centers physicians and healthcare staff to leave messages that include protected healthcare information on all three communication devices:  home, work and cell phone.

_____ (initial) I agree to allow Rest Assured Sleep Centers physicians and healthcare staff to leave messages that include protected healthcare information on the following:  _____home phone; _____work phone; _____cell phone (please initial next to the applicable items).

_____ (initial) No, I do not agree to allow Rest Assured Sleep Centers physicians and healthcare staff to leave messages that included protected healthcare information on my home, work or cell phones.

____________________________________________

________________________

Signature of Patient/Guardian





Date

Section V:  Unable to obtain notice receipt acknowledgement

I attempted to obtain a signed Notice Receipt Acknowledgement from the patient, but was unable to for the following reason:  ___________________________________________________________
_________________________________________________________________________.________________________________________________________________________________________

PATIENT NAME:______________________________________DOB:_____________________

Financial Policy
Assignment of Benefits
I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be made on my behalf to Rest Assured Sleep Centers for any equipment or services provided to me by the organization.
I authorize the release of any medical or other information necessary to determine these benefits or the benefits payable for related equipment or services to the organization, the Health Care Financing Administration, my insurance carrier or other medical entity. A copy of this authorization will be sent to the Health Care Financing Administration, my insurance company or other entity if requested. The original authorization will be kept on file by the organization.

I understand that I am financially responsible to the organization for any charges not covered by healthcare benefits. It is my responsibility to notify the organization of any changes in my healthcare coverage. In some cases, exact insurance benefits cannot be determined until the insurance company receives the claim. I am responsible for the entire bill or balance of the bill as determined by Rest Assured Sleep Centers and/or my health care insurer if the submitted claims or any part of them are denied for payment. I understand that by signing this form I am accepting financial responsibility as explained above for all payment for equipment and services received.
I understand that Rest Assured Sleep Centers, LLC® will collect all co-insurance and co-payments prior to services being rendered.
Payment Options:

Check or Money Order 
Credit Cards:  We accept VISA, MasterCard and most debit cards. 

Payment Plan: If you are obligated as a self-pay account, arrangements must be made prior to your appointment or testing date.  We require that (50%) fifty percent of the charges be paid prior to the service being performed.

· The remaining balance will be subject to payment terms as follows:   

· A budget plan consists of the account being paid in full within six months
· There is a 3% finance charge added each month with a $25 late fee
Financial Responsibility

The procedures performed at our facilities require professional technicians, 10 hours of time, medical equipment and devices as well as physician guidance and interpretation.  Therefore, if you must reschedule your appointment, please be courteous and call in advance to notify us.  We require a 24-hour cancellation/rescheduling notice. A $200 fee, which is not payable by any insurance company, will be assessed to your account due to the expense and time lost for your missed sleep study appointment. For missed consultation appointments, a $50 fee will be charged. Please note, all appointments not cancelled 24 hours prior to appointment and no shows will be subject to this fee. 
1. There is a $35.00 charge for all returned checks. 

2. In the event of a payment plan, personal credit may be checked. 

3. In the case of a default, I promise to pay legal interest on the indebtedness, collection fee costs equal to thirty-five percent of the account balance and related attorney’s fees. 

My signature below confirms that I have read and understand the policies and authorizations stated above. 
______________________________________________
________________________
Signature of Patient/Guardian




Date
**PLEASE BRING THIS SIGNED COPY OF OUR FINANCIAL POLICY WITH YOU TO YOUR APPOINTMENT**
PATIENT NAME:______________________________________DOB:_____________________
What is your primary sleep complaint? ______________________________________________________

Are you currently taking any sleep aids? YES or NO      If yes, what are they? _____________________    

How often do you use it? ____________________  When did you begin taking it? ___________________

Have you been previously diagnosed with a sleep disorder? YES or NO      
What was it? ____________________________What treatments were used? _______________________

Are you on supplemental oxygen? YES or NO           If yes, how much? _________ (liters/minute)

What position(s) do you typically sleep in at home?___________________________________________

PLEASE LIST ALL YOUR MEDICAL CONDITIONS

___________________________    _____________________________    ________________________

___________________________    _____________________________    ________________________ 

___________________________    _____________________________    ________________________

PLEASE LIST ALL YOUR PREVIOUS SURGERIES


___________________________    _____________________________    ________________________

___________________________    _____________________________    ________________________ 

___________________________    _____________________________    ________________________

Have you had your tonsils taken out? YES or NO
  WHAT MEDICATIONS ARE YOU CURRENTLY ON?

___________________________    _____________________________    ________________________

___________________________    _____________________________    ________________________ 

___________________________    _____________________________    ________________________ DRUG ALLERGIES
___________________________    _____________________________    ________________________

WHAT SLEEP DISORDERS RUN IN YOUR FAMILY? Please check below.
	Is there a family history of:
	Apnea
	Snoring
	Narcolepsy
	Insomnia
	Restless Legs Syndrome
	Other sleep disturbances

	Mother
	
	
	
	
	
	

	Father
	
	
	
	
	
	

	Sister(s)
	
	
	
	
	
	

	Brother(s)
	
	
	
	
	
	

	Grandparent(s)
	
	
	
	
	
	


PATIENT NAME:______________________________________DOB:_____________________

DO YOU CURRENTLY SMOKE
?________________________ IF YES, HOW MUCH?______________

IF NO, DID YOU EVER SMOKE IN THE PAST?____________
IF YES, HOW MUCH?_____________ 

HOW MUCH ALCOHOL DO YOU DRINK IN A WEEK? _____________________________________
HOW MUCH CAFFEINE DO YOU DRINK PER DAY? _______________________________________
DO YOU GET ANY REGULAR EXERCISE? _______________________________________________
WHAT IS YOUR BEDTIME ON WEEKDAYS? ________________
WEEKENDS? __________

HOW LONG DOES IT TAKE YOU TO FALL ASLEEP?

WHAT TIME DO YOU WAKE UP ON WEEKDAYS? _______________
WEEKENDS? __________

HOW MANY TIMES DO YOU WAKE UP IN THE MIDDLE OF THE NIGHT? __________________

HOW LONG DOES IT TAKE TO FALL BACK ASLEEP? _______________________________________
DO YOU TAKE ANY NAPS? ___________
If yes, how many a day and for how long? ______________
HOW LIKELY ARE YOU TO FALL ASLEEP IN THE FOLLOWING SITUATIONS?


0 = you would never doze or sleep.


1 = There’s a slight chance of dozing or sleeping


2 = There’s a moderate chance of dozing or sleeping


3 = There’s a 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
	


PATIENT NAME:______________________________________DOB:_____________________
Please circle Yes or No to the following questions:

Do you suffer from any of the following:
	Nasal congestion
	YES
	NO
	
	Snoring
	YES
	NO

	Hay fever
	YES
	NO
	
	Wake up un-refreshed
	YES
	NO

	Sinus problems
	YES
	NO
	
	Sleepy during the day
	YES
	NO

	Post nasal drip
	YES
	NO
	
	Wake yourself up snoring
	YES
	NO

	Diminished sex drive
	YES
	NO
	
	Wake up choking or gasping
	YES
	NO

	Frequent urination at night
	YES
	NO
	
	Stop breathing at night
	YES
	NO

	Night sweats
	YES
	NO
	
	Wake up with a headache
	YES
	NO

	Chest pain
	YES
	NO
	
	Urge to move to your legs when trying to sleep
	YES
	NO

	Night-time heartburn or reflux 
	YES
	NO
	
	Grinding your teeth at night
	YES
	NO

	Joint/muscle pain at night
	YES
	NO
	
	Dry mouth
	YES
	NO

	Recent weight loss
	YES
	NO
	
	Twitching your legs during sleep
	YES
	NO

	Recent weight gain
	YES
	NO
	
	Sleep Walking
	YES
	NO

	Problems with memory
	YES
	NO
	
	Bedwetting
	YES
	NO

	Problems with concentration
	YES
	NO
	
	Acting out your dreams
	YES
	NO

	Anxiety
	YES
	NO
	
	Vivid or lifelike visions as you fall asleep or wake up
	YES
	NO

	Palpitations
	YES
	NO
	
	Feel paralyzed on waking or trying to fall asleep
	YES
	NO

	Depression
	YES
	NO
	
	Sudden weakness in your body with laughter or excitement
	YES
	NO

	Night-time coughing or wheezing
	YES
	NO
	
	
	
	

	Shortness of breath with activities
	YES
	NO
	
	
	
	

	Shortness of breath when laying flat
	YES
	NO
	
	
	
	

	Swelling of legs
	YES
	NO
	
	
	
	

	Unexplained fevers or chills
	YES
	NO
	
	
	
	

	Intolerance to heat
	YES
	NO
	
	
	
	

	Intolerance to cold
	YES
	NO
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Fax Number: 866-429-2689
Toll Free: 877-354-REST                 
www.myrestassured.com
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