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Patient’s Needs Questionnaire

Patient's Name:_______________________________________________________________________

Date of Birth: 




Primary Care Physician: 




Referring Physician: __________________________________________________________________

Do you have a history of:

· Allergies: 

· Medications, specify






 
Yes  No

· Tapes or adhesive, specify____________________________________  
Yes  No

· Foods, specify








Yes  No

· Environmental allergies, pollen, dust 





Yes  No

· Lidocaine 








Yes  No

· Aspirin 







             
Yes  No

· Solvents   








Yes  No

· Other    








Yes  No

· Breathing problems (asthma, wheezing) ________________________________

Yes  No

· Hepatitis_________________________________________________________

Yes  No

· Diabetes_________________________________________________________

Yes  No

Do you require special equipment for your stay at the sleep center?

· Wheelchair or mechanical lift_________________________________________

Yes  No

· Walker or cane____________________________________________________

Yes  No

· Oxygen__________________________________________________________

Yes  No

Do you need to take medications during the night? ______________________________

Yes  No

If Yes, please bring all medications with you.

Do you require assistance from the technician?_________________________________

Yes  No

If yes, please call the sleep center 650 636-9396 ext 0 to let our staff know the type of assistance that will be needed.
For those patients requiring toileting assistance, lifting or  pushing, we require you provide your own caretaker to spend the night.

Do you require assistance from an interpreter for language or hearing_______________

Yes  No

If Yes, please notify the sleep center prior to your sleep study.
Are you pregnant or is there a possibility you could be pregnant?___________________    
Yes  No   N/A
Are you currently breastfeeding _____________________________________________     
Yes  No   N/A

If the patient is under 18 years of age, one parent must plan to stay with the patient at all times.
**PLEASE FILL OUT BOTH SIDES OF THIS FORM PRIOR TO YOUR APPOINTMENT**
Patient Name:








     






     Last



              First



 M.I.

Patient Address:












City: 



State:


 Zip:


 Phone (____)
                      
         
Birthdate:

Age:


 Sex: ____F  ____M

  Cell: (____) _______________
Social Security#: _______________________________

Employer:




 Patient’s Occupation:







BACKGROUND INFORMATION

HOUSEHOLD Status (circle one):
Single   Married   Widowed    Divorced   Separated   Other

EMERGENCY CONTACT

Name: __________________________________________Relationship to patient





Address: 














City: 
 State: __________   Zip: ________


Home Phone: (                ) 
 Work Phone: (  
 ) 
               



Cell phone:    (                ) 


REFERRING OR PRIMARY CARE PHYSICIAN

(Please note-if you do not provide physician information, your reports will not be sent to your physicians.)

Name: _______________________________
Specialty___________________________________

Address: _____________________________ City:_______________ State: _____________ Zip:_______

Phone# ______________ Fax# _______________ 

Additional Doctors:
Name: _______________________________  Specialty ________________________Phone # ___________

Name: _______________________________  Specialty ________________________Phone #  ___________

PRIMARY INSURANCE INFORMATION  (Please present card to your sleep technician)

Primary Insurance Company _____________________________________________________________

Name of insured (if different from the patient): ________________________________________________
Relationship to patient: 




      
Date of Birth: 





Subscriber ID #: 




  Group #: 




2nd INSURANCE INFORMATION  (Please present card to your sleep technician)

Secondary Insurance Company _________________________________________________________

Name of insured (if different from the patient): ______________________________________________

Relationship to patient: 




      
Date of Birth: 





Subscriber ID #: 




  Group #: 



Peninsula Sleep Center will submit bills directly to your insurance company(s) on your behalf and will send you a bill for any remaining balance.  
PATIENT RESPONSIBILITY

It is important for you to understand what sleep study services your insurance covers and what your out-of-pocket costs will be.  Please call your insurance company to verify covered benefits.  Please inform us if you need pre-authorization or referral before scheduling your sleep study.  

If your insurance fails to pay within 90 days of the date of service, we will bill you directly.  You will need to follow-up with your insurance for payments or reimbursements.

RELEASE OF INFORMATION AND ASSIGNMENT OF INSURANCE BENEFITS

I authorize the release of medical information necessary for treatment, payment of services, and related operations, in accordance with HIPAA privacy laws.  I authorize insurance payment be made directly to Peninsula Sleep Center, Inc.

I have read and understand the above policies.

Signature




                                           Date  
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