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Date:_____________________                      PATIENT INFORMATION                             Sleep Consultation


Patient Name ________________________________________________________ DOB _____________________________


Phone h ____________________________  c _____________________________  Email _____________________________


Address ___________________________________  City  _______________________  State ________  Zip _____________  


Age _______  Sex _______  Driver’s License  ____________________________  SS#________________________________  Occupation ____________________________  Employer ________________________ Phone ________________________ 


Spouse’s Name ___________________________________________  Phone ______________________________________





In case of an emergency, please name a friend or relative who is not living with you:


Name __________________________________________  Relationship __________________________________________


Phone h ___________________________________________  c _________________________________________________


Referring Physician _________________________________  Primary Care Physician _______________________________


Primary Insurance _______________________________________  Subscriber Name _______________________________


Subscriber ID _____________________________  Group # ___________________________  DOB ____________________


Secondary Insurance ____________________________________  Subscriber Name ________________________________


Subscriber ID _____________________________  Group # ___________________________  DOB ____________________


														


Assignments of benefits, authorization for release of information, and Medicare (Social Security Act): I certify that the information given


by me under Title XVII of the Social Security Act is correct.





I request that payment of Medicare benefits, Medicare secondary, PPO, EPO, HMO Medical Group Insurance payments go directly to


SHORECLIFFS Medical Group, Inc., if assignment is accepted.  I understand that I am financially responsible to SHORECLIFFS Medical


Group, Inc. for charges not covered by the assignment, or if preventative care is necessary.





I permit a copy of this authorization to be used in place of the original and authorize the use of an electronic signature. I authorize any


holder of medical information about me to release to the Health Care Financing Administration, its agent, or my insurance co-pay and any information needed to determine those benefits payable for related services.





SHORECLIFFS Medical Group, Inc. is proud to offer this notice to consumers:


Medical doctors are licensed and regulated by the medical board of California.


1-800-633-2322 www.MBC.CA.GOV





Patient Signature _____________________________________________________  Date ____________________________


If this document is being transmitted electronically, the Patient’s (or Caregiver’s) name that is entered will act as a record of execution of signature with the intent to sign the record. 





Guardian and/or Caregiver Signature _______________________________________  Relationship ___________________


(Only required if patient is under the age of 18 or unable to sign)									        
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PATIENT PRIVACY ACT 


We are required by law to protect your medical information


and to provide you with Notice describing:





HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED


AND HOW YOU CAN ACCESS THIS INFORMATION.








We may require your written consent before we use or disclose to others your medical information


for the purposes of providing or arranging for your health care, the payment for or reimbursement of the care


that we provide to you, and the related administrative activities supporting your treatment.





We may be required or permitted by certain laws to use and disclose your medical information


for other purposes without your consent or authorization.





As our patient, you have important rights related to inspection and copying of your medical information


that we maintain, amending or correcting that information, obtaining an account of our disclosures of your


medical information, requesting that we communicate with you confidentially, and requesting


that we restrict certain uses and disclosures of your health information.





We have available a detailed Notice of Privacy Practices (referred to as “Notice”) which fully explains


your rights and our obligations under the law.  We may revise our Notice from time to time. 


The date at the lower left of the last page of the Notice indicates the most current date in effect.


You have the right to receive a copy of our most current Notice in effect.


If you have not yet reserved a copy of our current Notice, or would like to read the document,


please inquire at the front desk and we will provide you with a copy.





If you have questions, concerns or complaints about the Notice or your medical information,


please contact our Office Manager at (949) 489-8783.








PLEASE LIST THOSE INDIVIDUALS WITH WHOM WE MAY COMMUNICATE


AND THEIR RELATIONSHIP TO YOU.








___________________________________________________________    __________________________________________


Name								       Relationship





___________________________________________________________    __________________________________________


Name								       Relationship





___________________________________________________________    __________________________________________


Name								       Relationship











Patient Signature _____________________________________________________  Date _____________________________


If this document is being transmitted electronically, the Patient’s (or Caregiver’s) name that is entered will act as a record of execution of signature with the intent to sign the record. 








Guardian and/or Caregiver Signature ____________________________________  Relationship _______________________


(Only required if patient is under the age of 18 or unable to sign)
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SLEEP EVALUATION


If you are unsure how to answer a question, leave the space blank and we will assist you when you are seen at our facility.


All information will be kept in strict confidence and treated as medical records.





Patient Name ________________________________________  Male   Female     Age ________  Weight _________





Height ________  Collar Size _________  Is there a bed partner/spouse? _________ (It would be extremely helpful if the person


				              		  who has observed you sleep is able to accompany you to your initial consultation.)


1. What are your primary concerns?


a. _____________________________________________________________________________________________________


b. _____________________________________________________________________________________________________


c. _____________________________________________________________________________________________________ 





2a. Do you snore? _____  Are you heard outside the bedroom? _____ Is your snoring worse on your back or side? _______  Do others complain about your snoring? _______  How many nights/week do you snore? _______  b. Have you been told that you stop breathing during sleep or is there a silent period when there is no longer snoring, followed by a loud snort or body jerk? ___________  c. Do you awaken from sleep short of breath or with a feeling of being choked? ______________


d. Do your perspire at night? _________  e. Do you have a morning headache? _________  If so, how severe is it, how long does it last and where is it located? ________________________________________________________________________


f. Do you have trouble breathing through your nose? ________  Do you have sinus allergies/nasal congestion? __________


g. Try to quantitate your daytime sleepiness by checking the appropriate box:


	Do you fall asleep before noon if you are not active?		Yes	No	


	Do you fall asleep before noon during active tasks?			Yes	No


	If so, what tasks are you performing? ________________________________________________________________


	Do you experience sleepiness after lunch?				Yes	No


	Do you fall asleep during the afternoon if you are not active?	Yes	No


	Do you fall asleep during the afternoon during active tasks?		Yes	No


	If so, what tasks are you performing? ________________________________________________________________


	Do you fall asleep while driving? 					Yes	No


	Do you fall asleep during school or work?				Yes	No


	Do you take naps upon arrival home from school or work?		Yes	No





3. Epworth Sleepiness Scale:  How likely are you to doze off or fall asleep in the following situations,


in contrast to feeling “just tired”? Use the following scale to indicate the most appropriate number for each situation.


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


	Situation					Chance of Dozing


	Sitting and reading					_________________


	Watching TV					_________________


	Sitting inactive in a public place (theatre/meeting)	_________________


	Car Passenger, for over an hour, with no break		_________________


	Lying down to rest in the afternoon			_________________


	Sitting and talking with someone			_________________


	Sitting quietly after a lunch, without alcohol		_________________


	In a car, while stopped for a few minutes in traffic	_________________					           01/11						
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4a. Do you ever feel your knees buckle, your arms weaken, or your jaw drop when you are happy or sad? ______________ 


b. Do you experience such vivid, dream-like episodes or scenes upon awakening or falling asleep that you can’t determine whether they are real or not? ____________  c. Do you feel paralyzed when waking or falling asleep? __________________


d. Do you have automatic behavior?  For instance, while driving do you have periods when you go past certain exits, or are you uncertain whether you’ve done something only to find that you already did?  Do you find yourself in places where you are unsure where you should be?  Please explain: ____________________________________________________________


e. Do you have a history of head trauma or loss of conscience? _________________________________________________





5a. Do you have leg cramps at bedtime? _____  b. Do you experience “crawling”/“aching” feelings in your legs during day/ night which makes you want to move them or walk? ______  c. Do you notice that these “achy” feelings in your legs are worse at night? ______  d. Have you been told that your legs/arms move every 20 seconds or so during the night? ______  e. Is your bedding in total disarray in the morning? _____  f. Do you awaken suddenly with a jerk after falling asleep? ____





6a. Do you remember your dreams? _______  b. Do you have nightmares? _______  c. Are you told that you “act out” your nightmares by swinging your arms/legs/moving/yelling? ________  d. Have you hurt yourself or anyone else associated with these movements during the night? ________  e. Have you been told that you sleepwalk? _________  f. Do you sleep talk? ________  If so, can you be understood? _________  Does this occur in the first or last third of the night? _________


g. Have you been told that you arouse from sleep totally confused or inconsolable? __________  h. Have you awakened feeling panicked, with your heart beating uncontrollably? __________  i. Have you experienced uncontrolled urination in your sleep either as a child or adult? _____________  j. Do you have a history of seizures? ______________





7a. Are you unable to fall asleep in 15 minutes or less? _________  b. Do you awaken several times during the night and cannot get back to sleep? _________  c. Do you worry about falling asleep? __________  d. Do you have thoughts racing through your mind while  trying to fall asleep? ________  e. Do you watch a clock while trying to sleep? ________  f. Do you have anxiety which keeps you from sleeping? Please explain: ___________________________________________________ 





8a. Do you have morning jaw pain? __________________  b. Do you grind your teeth? ___________________





9a. What time do you go to bed on week nights? _______________  Wake up on week days? ________________________


b. What time do you go to bed on weekend nights? _________________  Wake up on weekend days? _________________





10a. How many times do you awaken during sleep? _______________  At what time of the night, and what are the usual causes? __________________________________  b. Are you bothered by being awakened during sleep? ______________





11a. Do you work day, middle or night shift? ____________  b. Do you change shifts from one week to the next _________  c. Do you travel for work? __________________  If so, do you experience “jet lag”? ___________________





12a. Do you have trouble waking up in the morning? _________________  b. Would you rather stay awake later (2-3am) and sleep until noon? __________________





13a. Have you taken any medication, such as sleeping pills, Tylenol PM, alcohol, Valium or marijuana, or had surgery to help correct your sleep problems? _________________  b. Have you taken any medications to help you stay awake, such as caffeine, tea, cigarettes, Ritalin, or amphetamines? __________  If so, please list: _______________________________


c. List all prescription medications you are currently taking: ____________________________________________________





14. Is there any additional information we should know about you/your sleep? ____________________________________


Thank you for answering this detailed questionnaire.  The information that you have supplied will help in your evaluation


and assist our physician in formulating a treatment plan.





Patient Signature ________________________________________________________  Date __________________________


If this document is being transmitted electronically, the Patient’s (or Caregiver’s) name that is entered will act as a record of execution of signature with the intent to sign the record. 





Guardian and/or Caregiver Signature _______________________________________   Relationship ___________________


(Only required if patient is under the age of 18 or unable to sign)
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PHYSICIAN-PATIENT ARBITRATION AGREEMENT 


Article 1:  Agreement to Arbitrate:  It is understood that any dispute as to medical malpractice, that is as to whether any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered, will be determined by submission to arbitration as provided by California law, and not by a lawsuit or resort to court process except as California law provides for judicial review of arbitration proceedings.  Both parties to this contract, by entering into it, are giving up their constitutional rights to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.





Article 2:  All Claims Must be Arbitrated:  It is the intention of the parties that this agreement bind all parties whose claims may arise out of or relate to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise to any claim.  In the case of any pregnant mother, the term “patient” herein shall mean both the mother and the mother’s expected child or children.





All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician’s partners, associated, association, corporation or partnership, and the employees, agents and estates of any of them, must be


arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages.  Filing


of any action in any court by the physician to collect any fee from the patient shall not waive the right to compel arbitration of any


malpractice claim.  However, following the assertion of any claim against the physician, any fee dispute, whether or not the subject of any existing court action, shall also be resolved by arbitration.





Article 3:  Procedure and Applicable Law:  A demand for arbitration must be communicated in writing to all parties.  Each party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators


appointed by the parties within thirty days of a demand for a neutral arbitrator by either party.  Each party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitration, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees or wetness fees, or other expenses incurred by a party for such party’s own benefit.  The parties agree that the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under this contract.  This immunity shall supplement, not supplant, any other applicable statutory or common law.





Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator.





The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper


additional party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending arbitration.





The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this arbitration agreement, including, but not limited to, Code of Civil Procedure Sections 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2.  Any party may bring before the arbitrators a motion for summary judgment or summary adjudication in accordance with the Code of Civil Procedure.  Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05; however, depositions


may be taken without prior approval of the neutral arbitrator.





Article 4:  General Provisions:  All claims based upon the same incident, transaction or related circumstances shall be arbitrated in


one proceeding.  A claim shall be waived and forever barred if (1) on the dated notice thereof is received, the claim, if asserted in a civil action, would be barred by the applicable California stature of limitations, or (2) the claimant fails to pursue the arbitration claim


in accordance with the procedures prescribed herein with reasonable diligence.  With respect to any matter not herein expressly


provided for, the arbitrators shall be governed by the California Code of Civil Procedure provisions relating to arbitration.





Article 5:  Revocation:  This agreement may be revoked by written notice delivered to the physician within 30 days of signature.  It is the intent of this agreement to apply to all medical services rendered any time for any condition.





Article 6:  Retroactive Effect:  If patient intends this agreement to cover services rendered before the date it is signed (including, but not limited to, emergency treatment) patient should initial here: __________  Effective as of the date of first medical services.





If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not be affected by the invalidity of any other provision.  





I understand that I have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge that I have received a copy.





NOTICE;  BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.  SEE ARTICLE 1 OF THIS CONTRACT.





By _____________________________________________  _____________	SHORECLIFFS Medical Group, Inc.


     Physician’s or Authorized Representative’s Signature	  	 Date		161 Avenida Vaquero, San Clemente, CA  92672





     	


Patient Signature ________________________________________________________  Date _________________________


If this document is being transmitted electronically, the Patient’s (or Caregiver’s) name that is entered will act as a record of execution of signature with the intent to sign the record. 





Guardian and/or Caregiver Signature ________________________________________  Relationship __________________


(Only required if patient is under the age of 18 or unable to sign)
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