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Dear Sir or Madam:

In order for us to perform your scheduled sleep study properly, we must monitor you via closed circuit television (CCTV) for the duration of your time in bed.  If the technician deems it necessary, we will also need to record your movements, etc. while you sleep.  This information can prove invaluable to the physician in the proper interpretation of your study.  Please be assured that all information is for medical purpose only and your privacy will be guarded.

In order for us to do this, we ask that you read, sign and date the following signifying that your grant your permission for this procedure.

I do hereby grant Sleep Institute of San Antonio, P.A. permission to observe my sleep study via closed circuit television (CCTV) for the duration of my time in bed during my sleep study.  I further authorize and grant permission to Sleep Institute of San Antonio, P.A. allowing the video recording of the closed circuit television image when deemed necessary by the technician responsible for my study.  I understand that any recording of myself during this procedure is confidential information and may not be released to any persons or unauthorized institution without my express written consent, however the recording may be used by Sleep Institute of San Antonio, P.A. for teaching purposes as long as my identity is kept confidential.  This authorization will follow and be subject to any state or federal laws applicable to this procedure.

Printed Name___________________________________________________

Signature______________________________________________________

Witnessed by___________________________________________________

Date__________________________________________________________
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Dear Sir or Madam:

As service to our clients we provide a shower facility for your use after your sleep study.  This facility is provided as a courtesy to our customers and is not part of your sleep study.  In light of this and the inherent liability issues this sort of facility incurs, we must request that you sign the following release of liability form if you plan to utilize this service.

I do hereby understand and agree that the shower facility at Sleep Institute of San Antonio, P.A. is provided as a courtesy to the patients undergoing sleep studies at this facility.  I further understand and agree to hold Sleep Institute of San Antonio, P.A. and all its officers and employees free from blame of any injury I may sustain should I choose to utilize the shower facility.  I understand that this agreement is subject to and will follow any state or federal laws applicable to this sort of agreement.

Printed Name___________________________________________________
Signature______________________________________________________

Witnessed by___________________________________________________

Date__________________________________________________________
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CANCELLATION POLICY

Dear Patient,
You are scheduled for a polysomnogram (Sleep Study) test.  The staff, materials, and supplies prepared specifically for you are very costly. Therefore, if you are unable to keep your appointment, you must notify us at least 48 hours before your scheduled time. The high setup cost is also the reason it is very important that you arrive on time. If you are late for your appointment, we may not be able to perform the test that night. If you miss your appointment, fail to arrive at your scheduled time, or fail to cancel in a timely manner, a charge of $150.00 will be assessed. Medicare or your insurance company will not cover this cost. We regret this is necessary, and kindly ask for your cooperation and understanding.

If we have not received a confirmation by 3pm on the day of your scheduled appointment, your appointment will automatically be cancelled and you will need to contact our office to reschedule. If your appointment falls on a Saturday or Sunday you will need to call by 3pm on Friday to confirm your appointment.

I have read, understand and agree to the Sleep Institute of San Antonio’s cancellation policy.
Name______________________________________________________

Signature___________________________________________________

Date_______________________________________________________
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14855 Blanco road, Suite 304

San Antonio, Texas  78216

(210) 492-1680 Fax: (210) 492-6693

                                                 New Patient Registration Form
PATIENT INFORMATION:
Name (Last) __________________________ (First) ____________________ (MI) _________________
Date of Birth _______________ Sex ______ Age _______ Driver’s License # ______________________
Address ___________________________________________ City _____________________________
State ______ Zip Code ________ Phone # _____________ Social Security # ______________________
Email Address: _______________________________________________________________________

Marital Status __________ Name of Spouse ________________________________________________
Patient’s Employer ________________________________ Work Phone # ________________________
Employer’s Address ___________________________________________________________________
Referring Physician ______________________ If Student, School Name _________________________
Friend or Relative not Living with You ___________________________ Phone # ___________________
INSURANCE INFORMATION:
Medicare # ____________________________ Medicaid # _____________________________________
Insurance Co. __________________________________________ Phone # ______________________
Insurance Address ____________________________________________________________________
Certificate/ID # ____________________ Group # ________________ Effective Date ________________
Insured Name _________________________ Sex _____ Relationship to Patient ___________________
Insured Employer _________________________________________ Phone # ____________________
Insured Social Security # _________________ Driver’s License # ____________ D.O.B. _____________
If the patient is covered by another insurance policy, please complete the following information for coordination of benefits.  This information will enable your insurance company to process your claim more quickly. Thank You!
SECONDARY INSURANCE INFORMATION:

Insurance Co. ___________________________________ Phone # _____________________________
Insurance Address ____________________________________________________________________
Certificate/ID# ____________________ Group # ________________ Effective Date ________________
Insured Name ____________________ Sex _____ Relationship to Patient ________________________
Insured Employer __________________________________ Phone # ___________________________
Insured Social Security # _________________ Driver’s License # _____________ D.O.B. ____________
I herby assign, transfer, and set over to Sleep Institute of San Antonio, P.A. and/or Rafael M. Santiago, M.D. all of my rights, title and interest to my medical reimbursement benefits under my insurance policy, I authorize the release of any medical information needed to determine these benefits.  This authorization shall remain valid until written notice is given by me revoking said authorization.  If you DO NOT want any information concerning your condition to be transmitted by fax, please initial here _________. Otherwise, we will assume it is acceptable to use FAX communications in the discretion of your doctor and his staff.  I understand that I am financially responsible for all charges whether or not they are covered by insurance.

Patient Signature ________________________________________________ Date _______________       
    (If under 18, parent or guardian signature is required)
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Confidential Sleep Questionnaire
Name: ______________________________________     Date: _____________________

Date of Birth: __________________     Age: ___________years    Martial Status________

Height_______feet_____inches     Current weight________     Sex: Male  Female (circle)

Current weight_____pounds 5 years’ ago_____pounds 1 year ago _____pounds

Sleep History
1.  The reason you have come for evaluation is:  _________________________________

      _____________________________________________________________________

2.  What is your primary problem with sleep?  __________________________________

     _____________________________________________________________________

3.  How long have you had the sleep problem? __________ months    years   (circle one)

4.  Other problems with your sleep include:

                        Problem


       Duration

     A.  _____________________________     _____________     months    years  (circle)

     B.  _____________________________     _____________     months    years  (circle)

     C.  _____________________________     _____________     months    years  (circle)
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5.  Have you had a sleeping problem diagnosed in the past?          Yes _____     No _____

          If yes to #5, what was the problem?  _____________________________________

          If yes to #5, what treatment(s) was/were recommended?  ____________________

          ___________________________________________________________________

          Did the treatment(s) help?                                                      Yes _____     No _____     

          Where was the diagnosis made?  ________________________________________
6.  What time do you usually go to bed on week days or days that you work?

          __ __:__ __ a.m. / p.m. (circle)

7.  What time do you usually get up on week days or days that you work?

          __ __:__ __a.m. / p.m. (circle)

8.  What time do you usually go to bed on weekends or days you don’t work?

          __ __:__ __a.m. / p.m. (circle)

9.  What time do you usually get up on weekend or days you don’t work?

          __ __:__ __a.m. / p.m. (circle)

10.  How many hours do you usually sleep?

          weekdays or days that you work                   __ __:__ __hours

          weekend days or days that you don’t work    __ __:__ __hours

11.  Do you keep a fairly regular sleep/wake schedule?                    Yes_____     No_____

12.  Do you nap during the day?                                                        Yes_____     No_____

          If yes to #12, how many naps per day and how long on the average?

                                                                   Number of naps        Average length
                                                                                                           (minutes)          
          Week days (work days)                ________________     ____________

          Weekends (days not working)      ________________     ____________ 

          Are you refreshed by your naps?                                           Yes _____     No _____
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13.  Do you read in bed?                                                                  Yes _____     No _____

14.  Do you watch TV in bed?                                                         Yes _____     No _____

15.  Do you write in bed?                                                                 Yes _____     No _____
16.  Do you have arguments in bed?                                                Yes _____     No _____

17.  Do you eat in bed?                                                                    Yes _____     No _____

18.  Do you worry in bed?                                                               Yes _____     No _____

19. Do you currently do shift work?                                              Yes _____     No _____

20. Have you done shift work in the past?                                     Yes _____     No _____

         If yes to #19 and #20, do you have trouble sleeping when

         you are doing shift work?                                                       Yes _____     No _____

21. If you could set your own schedule,

          What time would you go to bed?     __ __: __ __ a.m. / p.m.  (circle)

          What time would you get up?          __ __: __ __ a.m. / p.m.  (circle)

Insomnia

       Answer the following questions assuming “night” means your major sleeping time.

22.  Do you often have trouble getting to sleep at night?               Yes _____     No _____

23.  What is the average number of minutes it takes you to fall a sleep at night?

          __ __ : __ __ minutes

24.  Do you often have awakenings during the night?                    Yes _____     No _____

       If yes to #24, what is the average number of times per night you wake up?

          __ __ times per night

       If yes to # 24, why do you awaken? _______________________________________
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25.  Do you have long periods when you awaken and are not able to get back to sleep?

       Yes _____     No _____

       If yes to #25, how long are these periods of wakefulness when added together?

       __ __ __ minutes per night

26. Are you bothered by waking up too early and not being able to get back to sleep?

                                                                                                                     Yes _____   No _____

       If yes to #26, what is the average number of nights per week?      _____nights per week

27.  How many nights a week do you feel you have a sleep problem? _____nights per week

Movement
28.  Are your bed covers extremely messy in the morning when you wake up?

                                                                                                                   Yes _____     No _____

29.  Do you awaken yourself by kicking your legs during the night?       Yes _____     No _____

30.  Has your bed partner ever complained of your legs kicking during the night?

                                                                         Not Applicable _____       Yes _____     No _____
31.  Do you sometimes have an urge to move your legs, often associated with uncomfortable leg

       sensations?                                                                                          Yes _____     No _____

        Do you get relief, at least temporarily, from the urge or leg sensations when you move?

                                                                                                                    Yes _____     No _____

        Do your leg symptoms begin or get worse when you are resting or inactive?
                                                                                                                    Yes _____     No _____

        Do your leg symptoms get worse in the evening or at night?            Yes _____     No _____

        Does anyone in your family complain of any of the symptoms described above?

                                                                                                                    Yes _____     No _____

        How would you describe your legs symptoms? (please check all that apply)

        _____ Creeping             _____ Crawling             _____ Tingling

        _____ Aching                _____ Burning               _____ Pulling

        _____ Painful                _____ Itching                 _____ Other: _______________________
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Please fill out the below table. This will help your physician determine the severity of a condition known as restless leg syndrome. 

	
	Very Severe

   (4)
	Severe

(3)
	Moderate

(2)
	Mild

 (1)
	 None

    (0)

	1. Overall, how would you rate the discomfort in your
    legs or arms?
	
	
	
	
	

	2. Overall, how would you rate the need to move
    around during the night?
	
	
	
	
	

	3. Overall, how much relief of arm or leg discomfort
    do you get from moving around?
	
	
	
	
	

	4. Overall, how severe is your sleep disturbance from
    your restless legs?  
	
	
	
	
	

	5. How severe is your tiredness or sleepiness from
    your constant moving around at night?
	
	
	
	
	

	6. Overall, how severe is your restless leg problem as
    a whole?
	
	
	
	
	

	7. How often do you get the mentioned symptoms?

    (Very severe means 7 days a wk, severe is 4-5 days a wk,
       moderate is 2-3 days a wk, mild is 1 day a week.)
	
	
	
	
	

	8. When you have these symptoms how severe are
    they on an average day?

    (Very severe means 8 hrs, severe 3-8 hrs, moderate 1-3 hrs,
       mild < 1hr.)
	
	
	
	
	

	9. Overall, how severe is the impact of your
    symptoms on your ability to carry out your daily
    affairs, for example, carrying out a satisfactory
    family, home, social, school, or work life?
	
	
	
	
	

	10. How severe is your mood disturbance from your

     symptoms, i.e. angry, depressed, sad, anxious, or

       irritable?
	
	
	
	
	


Score Analysis:

None = 0

Mild = 1 - 10

Moderate = 11 - 20

Severe = 21 - 30

Very severe = 21 - 40
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Parasomnias
32.  Did you have a sleep problem as a child?                                        Yes _____     No _____

       If yes to #32, describe _____________________________________________________

33.  Do you currently have nightmares or night terrors?                        Yes _____     No _____

          If yes to #33, how frequently?              __________ per week / month / year (circle one)

          If yes to #33, at what age did they begin?     __________years

34.  Do you grind or clench you teeth at night?                                      Yes _____     No _____

35.  Did you wet the bed as a child?




     Yes _____     No _____

       If yes to #35, for how many years?     __________years

36.  Have you ever wet the bed as an adult?                                           Yes _____     No _____

37.  Have you ever been told that you walk in your sleep?                    Yes _____     No _____

38.  Have you recently walked in your sleep?


    Yes _____     No _____

39.  Have you ever been told you make unusual movements other

       than leg kicking during sleep?                                                         Yes _____     No _____ 

Excessive Sleepiness
40.  Do you feel excessively sleepy in the daytime?                              Yes _____     No _____

       If yes to #40, for how long? ____________ months    years (circle)

41.  Do you feel your sleepiness is a result of poor quality of nighttime sleep?





                                                                            Yes _____     No _____
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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 = would never doze

                                                        1 = slight chance of dozing

                                                        2 = moderate chance of dozing

                                                        3 = high chance of dozing

       Situation:







            Chance of dozing
       Sitting and reading.






_______________

       Watching T.V.






            _______________

       Sitting, inactive in a public place

       (e.g. a movie theatre 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 lunch

       without alcohol
                                                                                   _______________

       In a car, while stopped for a few

       minutes in the traffic.                                                                             _______________

42.  Have you ever had an accident or near-miss accident because of falling asleep driving?
                                                                                                              Yes _____     No _____

       If yes to #42, describe _____________________________________________________

       _______________________________________________________________________
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43.  Have you ever felt sudden muscle weakness when you laughed, got angry, or were       surprised? 





          

          Yes_____      No_____


        If yes to #43, please continue. During your episodes of muscle weakness,
            Can you hear?                                                                       Yes _____     No _____

            Does your speech ever become slurred?                               Yes _____     No _____ 

            Is your head affected?                                                           Yes _____     No _____
            Is your whole body affected?                                                Yes _____     No _____

44.  Have you ever been unable to move your body just as you were falling asleep

       or waking up?                                                                              Yes _____     No _____

       If yes to #44, describe _____________________________________________________

       ________________________________________________________________________

45.  Have you ever had exceptionally vivid dreams just as you were falling asleep or 
       waking up?                                                                                 Yes _____     No _____

       If yes to #45, describe _____________________________________________________

       ________________________________________________________________________

          (at least yearly)            (at least monthly)            (at least weekly)          (at least nightly)

46.  Have you been told that you stop breathing during sleep?

       never _____     rarely _____     occasionally _____     frequently _____     always _____ 

47.  Do you wake up with morning headaches?

       never _____     rarely _____     occasionally _____     frequently _____     always _____

48.  Do you awaken with a dry mouth or sore throat?

       never _____     rarely _____     occasionally _____     frequently _____     always _____ 

49.  Are you at times confused in the morning?

       never _____     rarely _____     occasionally _____     frequently _____     always _____

50.  Do you have night sweats?

       never _____     rarely _____     occasionally _____     frequently _____     always _____ 
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51.  Do you have difficulty with you sexual functioning?     Not applicable _____

       never _____     rarely _____     occasionally _____     frequently _____     always _____ 

       If yes to #51, describe this sexual difficulty briefly _______________________________

       ________________________________________________________________________

52.  Do you snore?

       never _____     rarely _____     occasionally _____     frequently _____     always _____ 

          Duration (#52)     _______________ months     years   (circle)

53.  Does sleep position affect your snoring?                                           Yes _____    No_____

       If yes to #53, in which sleep position do you snore most loudly?

         back _____     on right side _____     on left side _____     stomach _____     other _____

       If yes to #53, in which position do you snore  the least?

         back _____     on right side _____     on left side _____     stomach _____     other _____

Snoring has a significant effect on the quality of life for many people.  Snoring can affect the person snoring and those around him/her, both physically and emotionally.  Use the following scale to choose the most appropriate number for each situation. (N/A If not applicable)

                                         0 = Never

                                         1 = Infrequently (1night per week)

                                         2 = Frequently (2-3 nights per week)

                                         3 = Most of the time (4 or more night per week) 

My snoring affects my relationship with my partner                                         __________                                                                  

My snoring causes my partner to be irritable or tired                                        __________

My snoring requires us to sleep in separate rooms                                            __________

My snoring is loud                                                                                             __________

My snoring affects people when I am sleeping

away from home (i.e. hotel, camping, etc.)                                                       __________
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Please recall your weight history:     N/A     if not applicable

54.  Weight at age 20     __ __ __ lbs.

55.  Weight at age 30     __ __ __ lbs.

56.  Weight at age 40     __ __ __ lbs.

57.  Weight at age 50     __ __ __ lbs.

58.  Weight at age 60     __ __ __ lbs.

59.  Heaviest weight __ __ __ lbs., age at heaviest weight __ __ years.

60.  If you have gained weight, do you feel your sleepiness is associated

       with weight gain?                                                                             Yes _____     No _____

61.  Have you attempted to diet?                   Not applicable _____       Yes _____     No _____

       If yes to #61, what was the maximum weight loss?          __ __ __ lbs.

       If yes to #61, have you been successful at keeping weight off?
                                                                                                                Yes _____     No _____ 

Family and Medical History
62.  Do other members of your immediate family (e.g.., father, mother,

       brother, sister, children)  snore?                                                       Yes _____     No _____

       If yes to #62, explain ______________________________________________________

63.  Do other members of your immediate family have excessive daytime

       sleepiness?                                                                                        Yes _____     No _____

       If yes to #63, explain ______________________________________________________

64.  Do other members of your immediate family have any

       problems with sleep?                                                                        Yes _____     No _____

       If yes to #64, explain ______________________________________________________

65.  Have there been crib deaths (sudden infant death syndrome) in

       your family?                                                                                     Yes _____     No _____

       If yes to #65, explain ______________________________________________________
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66.  Please list your current medical problems, such as high blood pressure, heart

       disease, stroke, lung disease, head or cervical spine injury.

       a)     ____________________________________________________________________

       b)     ___________________________________________________________________

       c)     ____________________________________________________________________

       d)     ___________________________________________________________________

       e)     ____________________________________________________________________

Psychological History
67.  Do you feel depressed?

       never _____     rarely _____     occasionally _____     frequently _____     always _____

68.  Have you had a personality change?



     Yes _____     No _____

       If yes to #68, describe _____________________________________________________

       ________________________________________________________________________

69.  Have you ever seen a psychiatrist or any other type of counselor? Yes _____     No _____

       If yes to #69, are you currently seeing a psychiatrist or a counselor?  Yes ____ No _____

Medications and Drugs

70.  Please list below the name and dose of all medications you are taking and state how

       often and for what reason you take each one.  If you take no medications write N/A.

       A. _____________________________________________________________________

       B. _____________________________________________________________________
       C. _____________________________________________________________________
       D. _____________________________________________________________________
       E. _____________________________________________________________________
       F. _____________________________________________________________________

      G. ______________________________________________________________________

      H. ______________________________________________________________________ 
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71.  Please list any known Allergies to:

       Medications______________________________________________________________

       Food____________________________________________________________________

       Latex___________________________________________________________________

72.  Have you ever smoked cigarettes?                                                   Yes _____     No _____

73.  Do you currently smoke cigarettes?                                                 Yes _____     No _____

       If yes to #73, give an estimate of average packs of cigarettes/day

       while you were smoking _______     years of cigarette smoking _______

74.  Have you ever smoked cigars?      Yes ____ No _____, Currently?  Yes _____  No_____

75.  Have you ever chewed tobacco?  Yes _____ No _____,  Currently?  Yes _____ No _____

76.  Have you ever smoked a pipe?    Yes _____ No _____,  Currently?  Yes _____ No _____

77.  Do you drink alcohol?                                                                          Yes _____ No _____

       If yes to #77, How much / how often? _________________________________________

       ________________________________________________________________________
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                             Rafael M. Santiago, M.D., F.C.C.P., F.A.A.S.M. -Medical Director

Diplomat, American Board of Sleep Medicine

www.sleepinstituteofsanantonio.com

CANCELLATION POLICY

Due to the volume of patients waiting for their sleep study appointment, we kindly ask that you notify us within 48 hours of your sleep study appointment if you need to cancel or reschedule. You may contact the scheduling department Monday thru Friday 9am to 5pm at 210-492-1680. You could be that patient waiting to come in!

Thank you for your cooperation!
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