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Patient Demographic Information:

TODAY’S DATE: / / AGE: MARITAL STATUS:

PATIENT NAME: NICKNAME:

DATE OF BIRTH: / / SOCIAL SECURITY #: GENDER:

PREFERRED LANGUAGE: RACE: ETHNICITY:

EMAIL ADDRESS:

HOME ADDRESS:

Street City State Zip
HOME PHONE: CELL PHONE:

WORK PHONE: EMAIL:

EMPLOYER: OCCUPATION:

WORK ADDRESS:

Street City State Zip

EMERGENCY CONTACT: PHONE:

RELATION:

PHARMACY: PHONE:

Name & Address or Location

PRIMARY CARE PHYSICIAN: PHONE:

REFERRING PHYSICIAN: PHONE:
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INSURANCE INFORMATION:

PRIMARY MEDICAL INSURANCE:

Name & Address
POLICY HOLDER: POLICY HOLDER DATE OF BIRTH: / /
POLICY NUMBER: GROUP NUMBER:

SECONDARY MEDICAL INSURANCE: (if applicable)

Name & Address
POLICY HOLDER: POLICY HOLDER DATE OF BIRTH: / /
POLICY NUMBER: GROUP NUMBER:

HOW DID YOU HEAR ABOUT US?

PHYSICIAN (Name: ) FORMER PATIENT

FAMILY/FRIEND (Name: ) SOCIAL MEDIA

CPAP/SLEEP STUDY INFORMATION (IF APPLICABLE):

Date and place of first and last sleep study:

What kind of CPAP machine do you have:

What is the DME Company where you get your supplies:



http://www.sleepmattersmd.com/

X i

\ %

Sleep Matters MD

7530 Woodward Ave., Ste. A, Woodridge, IL 60517

Sleep Matters MD 630-297-8282 (Office) 630-278-6118 (Fax)
because your sleep matters www.slccpmattcrsmdcom
Sleep Questionnaire:
Demographics:
Patient Name: DOB: Date:
Sleep Complaint:
1. Briefly describe your sleep complaint:
Sleep Schedule:
2. What is your normal bedtime?
3. How long does it take for you to fall asleep?
4. How many times do you wake up at night?
5. What is your wake time?
6. Do you take any naps? Yes No Sometimes
Social History:
1. Do you currently smoke cigarettes? Yes No Former Cigars Vaping Chewing tobacco
2. Do you drink alcohol? Yes No Sociall Former
3. Do you drink anything with caffeine? Yes INo|  |Former

4. Do you exercise?

€s

No Sometimes

Medical/Surgical History:

Height/Weight:




X 4

\ %

Sleep Matters MD

7530 Woodward Ave., Ste. A, Woodridge, IL 60517
630-297-8282 (Office) 630-278-6118 (Fax)

Www.sleepmattersmd com

Sleep Matters MD

because your sleep matters

Insomnia Severity Index: Please circle the appropriate response for each item.

Please rate the CURRENT severity of None/Not Mild Moderate Severe Very Severe
each sleep problem listed below. Applicable
1. Difficulty falling asleep 0 1 2 3 4
2. Difficulty staying asleep 0 1 |:| 2 D 3 D 4 I:I
3. Waking up earlier than intended 0 1 |_| 2 3 4
Very Satisfied Moderately Dissatisfied Very
Satisfied Satisfied Dissatisfied
4. How satisfied/dissatisfied are you with 0 1 2 3 4
your CURRENT sleep pattern?
Not at all A Little Somewhat Much Very Much
5. To what extent do you consider your sleep 0 1 2 3 4
problem to INTERFERE with your daily
functioning (e.g. daytime fatigue, mood,
ability to function at work all day/daily
chores, concentration, memory, mood, etc.)
CURRENTLY?
6. How NOTICEABLE to others do you 0 1 2 3 4
think your sleep problem is in terms of
impairing the quality of your life?
7. How WORRIED/DISTRESSED are 0 1 2 3 4
you about your current sleep problem?
Epworth Sleepiness Scale: How likely you are to fall asleep or doze in each situation.
Chance of Falling Asleep or Dozing No Slight Moderate High
. . . . Chance Chance Chance Chance
Place a check mark in the appropriate box to the right for each item. 0) a) Q) 3)

1. Sitting and reading

2. Watching TV

3. Sitting inactive in a public place (e.g. theater, meeting)

4. As apassenger in a car for an hour without a break

5. Lying down to rest in the afternoon when circumstances permit

6. Sitting and talking to someone

7. Sitting quietly after lunch without alcohol

8. In a car, while stopped for a few minutes in traffic
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HOME SLEEP STUDY EQUIPMENT AGREEMENT:

TO ALL OUR PATIENTS,

THIS IS AN ACKNOWLEDGEMENT WHICH STATES THAT SLEEP MATTERS MD IS PROVIDING YOU,

(PATIENT NAME), THE EQUIPMENT TO COMPLETE YOUR

HOME SLEEP STUDY. YOU ARE REQUIRED TO COMPLETE THIS HOME SLEEP STUDY WITHIN THE NEXT
SEVEN (7) DAYS. IF YOU FAIL TO COMPLY, YOUR CREDIT CARD WILL BE CHARGED $100.00 FOR THE
EQUIPMENT. IF YOU WOULD LIKE THE SLEEP STUDY EQUIPMENT TO BE SHIPPED TO YOU, A SHIPPING
COST OF $15.00 WILL BE CHARGED. IF THE REUSABLE EQUIPMENT IS LOST, STOLEN OR DAMAGED, A

CHARGE OF $2500 WILL BE CHARGED.

EXCEPTION: IF YOU CHOOSE NOT TO COMPLETE THE HOME SLEEP STUDY, YOU MUST RETURN THE

UNOPENED EQUIPMENT WITHIN FIVE (5) DAYS OF RECEIPT OF THE EQUIPMENT.

AGREED

CARD NUMBER EXP: (OVATH

PATIENT SIGNATURE: DATE:
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PATIENT FINANCIAL RESPONSIBILITY FORM

Thank you for choosing Sleep Matters MD as your healthcare provider. We are honored by your choice and are committed to
providing you with the highest quality healthcare. We ask that you read and sign this form to acknowledge your understanding
of our patient financial policies.

Patient Financial Responsibilities

The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment for his/her treatment and care.
We are pleased to assist you by billing for our contracted insurers. However, the patient is required to provide us with the
most correct and updated information about their insurance and will be responsible for any charges incurred if the information
provided is not correct or updated.
Patients are responsible for the payment of copays, coinsurance, deductibles, and all other procedures or treatment not
covered by their insurance plan. Payment is due at the time of service, and for your convenience, we accept cash, check,
and most major credit cards at our office.
Patients may incur and are responsible for the payment of additional charges at the discretion of Sleep Matters MD. These
charges may include (but are not limited to):

o Charge for returned checks ($25.00).

o Charge for missed appointments without 24 hours advance notice ($50.00)

o Charge for extensive phone consultations and/or after-hours phone calls requiring diagnosis, treatment, or

prescriptions (as per time)

o Charge for the copying and distribution of patient medical records ($35.00)

o Charge for extensive forms completion (as per time)

o Any costs associated with collection of patient balances.

Patient Authorizations

By my signature below, | hereby authorize Sleep Matters MD and the physicians, staff, and hospitals associated with Sleep
Matters MD to release medical and other information acquired in the course of my examination and/or treatment to the
necessary insurance companies, third party payers, and/or other physicians or healthcare entities required to participate in
my care.

By my signature below, | hereby authorize assignment of financial benefits directly to Sleep Matters MD and any

associated healthcare entities for services rendered as allowable under standard third-party contracts. | understand that

| am financially responsible for charges not covered by this assignment.

By my signature below, | authorize Sleep Matters MD personnel to communication by mail, answering machine

message, and/or email according to the information | have provided in my patient registration information.

By my signature below, | authorize Sleep Matters MD to securely store my credit card information and only charge it should |
have an outstanding balance or any leftover balance from a processed claim in the future. | am aware that the storage system
used is fully compliant to the highest level of credit card storage security regulations. Once stored, | am aware that only the
last 5 digits of my card are viewable by Sleep Matters MD personnel. | understand that | am responsible for all charges for
services that | receive from Sleep Matters MD, and that if the patient responsibility portion of my charges (including charges
applied to my deductible and/or coinsurance) is not paid in full within thirty (30) days following the receipt of the patient
financial responsibility statement mailed from the Sleep Matters MD Billing Office, Sleep Matters MD will bill my stored credit
card for the outstanding balance due.

I have read, understand, and agree to the provisions of this Patient Financial Responsibility Form:

Signature of Patient or Guardian Date

Waiver of Patient Authorizations
I do not wish to have information released and prefer to pay at the time of service and/or to be fully responsible for payment of
charges and to submit claims to insurance at my discretion.

Signature of Patient or Guardian Date
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BENEFITS ASSIGNMENT
Last Name First Name DOB
Address SSN

AUTHORIZATION FOR MEDICAL INFORMATION RELEASE - | authorize Sleep Matters MD to release to my insurance company, any
medical information needed to determine benefits payable for related services.

AGREEMENT OF RESPONSIBILITY — | understand that professional services are rendered and charged to the patient. CO-PAY IS
DUE AT THE TIME OF SERVICE (Co-insurance and deductibles may also be collected at the time of service). | understand | am
financially responsible for charges not covered by my insurance company. | also agree to pay any outstanding balance, as well
as attorney fees and costs to Sleep Matters MD if this matter is referred to collection.

RELEASE OF INFORMATION/ASSIGNMENT OF BENEFITS — | authorize use of this form for release of information needed to
process claims to all my insurance companies. | permit a copy of this authorization to be used in place of the original. | authorize
the provider to act as my agent in helping obtain payment from my insurance companies. | assign all rights and claims for
reimbursement of expenses allowable under my insurance plan and authorize payment directly to the provider for services
rendered. | understand | will receive monthly statements for any balance due by me. | also understand, full payment is required
to be made on receipt of your 1st statement after insurance has met their obligation.

MEDICARE AUTHORIZATION — | request payment of authorized Medicare benefits be made on my behalf to Sleep Matters MD,
for any services provided to me by that physician/supplier. | authorize the holder of medical information about me to release to
Medicare and its agents, any information needed to determine these benefits or benefits payable for related services.

| understand my signature requests payment to be made and authorize release of medical information necessary to pay claims.
If ‘other health insurance’ is indicated in item 9 of the HCFA-1500 Form, or elsewhere on approved claim forms, or electronically
submitted claims, my signature authorizes release of information to insurer or agency shown. In Medicare assigned cases, the
physician/supplier agrees to accept the charge of determination of the Medicare carrier as the full charge — the patient is
responsible for deductible, co-insurance and non-covered services. Co-insurance and deductibles are based upon the charge
determination of the Medicare carrier.

MEDIGAP/SUPPLEMENTAL AUTHORIZATION - | request payment of authorized Medigap/Supplemental benefits on my behalf to
Sleep Matters MD, for any services furnished me by that physician/supplier. | authorize holder of my medical information to
release to Medigap/Supplemental and its agents, any information needed to determine these benefits or the benefits payable
to related services.

AUTHORIZATION — INSURANCE/FINANCIAL MATTERS - By my signature, | also authorize Sleep Matters MD, to discuss
financial/insurance matters on my behalf with those persons designated below (Please PRINT complete names & relationship):

PATIENT: DATE:
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Medical Release of Information

Patient Name: DOB:

| hereby give my consent and authorize to the following facility:

Sleep Matters MD
7530 Woodward Ave, Ste, A
Woodridge, IL 60517
Tel: 630-297-8282 Fax: 630-
278-6118
To have access to my;

Medical Records, Physician Notes, Laboratory Reports, Pathology Reports,
Radiology Reports, Procedural/Operative Reports and Consultation Reports.

| understand that | may revoke this consent in writing at time, although not retroactively, and that upon
fulfillment of the above request medical information or the lapse of one (1) year from the date of signature,
whichever comes first, this consent will automatically expire without my expressed revocation. A photocopy of
this authorization shall be as valid as the original.

| understand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this
authorization. | understand that | may inspect or copy the information to be used or disclosed as provided in 45
CFR 165.524. | understand any disclosure of information carries with it the potential for an unauthorized re-
disclosure and the information may not be protected by federal confidentiality rules. The patient’s medical
record is privileged information, which is protected by various State and Federal Laws. Such information may
not be further disclosed to other persons or entities without a separate written authorization from the patients.

| understand that the information in my health record may include information relating to sexually transmitted
diseases, such as the Acquired Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus

(HIV). It may include information about behavioral or mental health services, and treatment of alcohol and drug
abuse.

Patient must sign unless he/she is a minor under 18 or is unable to sign. If signature is not of a patient, indicate
the relationship to patient.

Patient Signature: Date:

Relationship to Patient:
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NOTICE OF PRIVACY PRACTICES

Please sign last page after reading.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice please contact our office at 630-297-8282.

Sleep Matters MD is committed to treating and using your Protected Health Information (PHI) responsibly. As of April 2003, the Health Insurance
Portability & Accountability Act (HIPAA) requires us to:

Maintain the privacy of medical information provided to us.

Prevent inappropriate use of that information.

Provide a notice of our legal duties and practices

Abide by the terms of our notice of privacy practices currently in effect.

Protect and enhance patient rights by giving you, the patient, control of your medical information.

vk wN e

This notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment or health care
operations and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health
information. “Protected Health Information” is information about you, including demographic information, that may identify you and that relates to your past,
present or future physical or mental health or condition and related health care services.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice at any time. The new notice will be effective for
all protected health information that we maintain at that time. Upon your request, we will provide you with any revised Notice of Privacy Practices, or
one may be accessed on our website www.sleepmattersmd.com or calling the office and requesting for a revised copy be sent to you via mail, or asking for one at
the time of your next appointment.

Uses and Disclosures of Protected Health Information
Protected health information is an individual’s healthcare information that is transmitted or maintained by a covered entity in any form (paper, electronic, or verbal).

You will be providing us with personal information such as, but not limited to:

Your name, address and phone number

Information relating to your medical history

Your insurance information and coverage

The name of your referring and/or primary care physician

bl N

Uses for protected health information (PHI):

. Basis for planning your care and treatment.

. Legal document describing the care you received.

Means of communication among the many health professionals who contribute to your care.

. Means by which you or your insurance company (payer) can verify that services billed were actually provided.

. Asource of data for our planning and marketing.

. Asource of information for public health officials charged with improving the health of this state and the nation.
. Atool with which we can work to improve the care we render and the outcomes we achieve.

NV A WN R

Uses and disclosures of Protected Health Information Based Upon Your Written Consent.

You will be asked by your physician to sign a consent form. Once you have consented to use and disclose your protected health information for treatment, payment and health
care operations by signing the consent form, your physician will use or disclose your protected health information as described in this Section. Your protected health information
may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care
services to you. Your protected health information may also be used and disclosed to facilitate payment of your health care bills and to support the operation of the physician’s
practice.
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Following are examples of the types of uses and disclosures of your protected health care information that the physician’s office is permitted to make once
you have signed our consent form. These examples are not meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our office
once you have provided consent.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related
services. This includes the coordination or management of your health care with a third party that has already obtained your permission to have access to your
protected health information. For example, we would disclose your protected health information, as necessary, to a home health agency that provides care
to you. We will also disclose protected health information to other physicians who may be treating you when we have the necessary permission from you to
disclose your protected health information. For example, your protected health information may be provided to a physician to whom you have been referred to
ensure that the physician has the necessary information to diagnose or treat you.

In addition, we may disclose your protected health information from time-to-time to another physician or health care provider (e.g., a specialist or laboratory)
who, at the request of your physician, becomes involved in your care by providing assistance with your health care diagnosis or treatment to your physician.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. This may include certain activities
that your health insurance plan may undertake before it approves or pays for the health care services we recommend for you such as; making a
determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and undertaking
utilization review activities. For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of you physician’s
practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing,
marketing and fundraising activities, and conducting or arranging for other business activities.

For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at
the registration desk where you will be asked to sign your name and indicate your physician. We may call you by name in the waiting room when your
physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment.

We will share your protected health information with third party “business associates” that perform various activities (e.g., billing, transcription services) for the
practice. Whenever an arrangement between our office and a business associate involves the use or disclosure of your protected health information, we will have a
written contract that contains terms that will protect the privacy of your protected health information.

We may use or disclose your protected health information, as necessary, to provide you with information about treatment alternatives or other health-related benefits
and services that may be of interest to you. We may also use and disclose your protected health information for other marketing activities. For example, your name and
address may be used to send you a newsletter about our practice and the services we offer: We may also send you information about products or services that we
believe may be beneficial to you. You may contact our Privacy Contact to request that these materials not be sent to you.

We may use or disclose your demographic information and the dates that you received treatment from your physician, as necessary, in order to contact you for
fundraising activities supported by our office. If you do not want to receive these materials, please contact our Privacy Contact and request that these fundraising
materials not be sent to you.

Uses and Disclosures of Protected Health Information Based upon Your Written Authorization. Other uses and disclosures of your protected health information will be
made only with your written authorization, unless otherwise permitted or required by law as described below. You may revoke this authorization, at any time, in
writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object. We may use and disclose your
protected health information in the following instances. You have the opportunity to agree or object to the use or disclosure of all or part of your protected health
information. If you are not present or able to agree or object to the use or disclosure of the protected health information, then your physician may, using professional
judgment, determine whether the disclosure is in your best interest. In this case, only the protected health information that is relevant to your health care will be
disclosed.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify, your
protected health information that directly relates to that person’s involvement in your health care. If you are unable to agree or object to such a disclosure, we may
disclose such information as necessary if we determine that it is in your best interest based on our professional judgment. We may use or disclose protected health
information to notify or assist in notifying a family member, personal representative or any other person that is responsible for your care of your location, general
condition or death. Finally, we may use or disclose your protected health information to an authorized public or private entity to assist in disaster relief efforts and to
coordinate uses and disclosures to family or other individuals involved in your health care.

Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this happens, your physician shall try to obtain your
consent as soon as reasonably practicable after the delivery of treatment. If your physician or another physician in the practice is required by law to treat you and the
physician has attempted to obtain your consent but is unable to obtain your consent, he or she may still use or disclose your protected health information to treat you.
Communication Barriers: We may use and disclose your protected health information if your physician or another physician in the practice attempts to obtain consent
from you but is unable to do so due to substantial communication barriers and the physician determines, using professional judgment, that you intend to consent to use
or disclosure under the circumstances.
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Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, Authorization or Opportunity to Object
We may use or disclose your protected health information in the following situations without your consent orauthorization. These situations include:

Required By Law: We may use or disclose your protected health information to the extent that the use or disclosure is required by law. The use or disclosure will
be made in compliance with the law and will be limited to the relevant requirements of the law. You will be notified, as required by law, of any such uses or
disclosures.

Public Health: We may disclose your protected health information for public health activities to a public health authority that is permitted by law to collect or receive
the information. The disclosure will be made for the purpose of controlling disease, injury or disability. We may also disclose your protected health
information, if directed by the public health authority, to a foreign government agency that is collaborating with the public health authority.

Communicable Diseases: We may disclose your protected health information, if authorized by law, to a person who may have been exposed to a communicable
disease or may otherwise be at risk of contracting or spreading the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized by law, such as audits, investigations,
and inspections. Oversight agencies seeking this information include government agencies that oversee the health care system, government benefit programs,
other government regulatory programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by law to receive reports of child abuse or
neglect. In addition, we may disclose your protected health information if we believe that you have been of victim of abuse, neglect or domestic violence to
the governmental entity or agency authorized to receive such information. In this case, the disclosure will be made consistent with the requirements of
applicable federal and state laws.

Food and Drug Administration: We may disclose your protected health information to a person or company required by the Food and Drug Administration
to report adverse events, product defects or problems, biologic product deviations, track products; to enable product recalls; to make repairs or replacements,
or to conduct post marketing surveillance, as required.

Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative proceeding in response to an order of a court or
administrative tribunal (to the extent such disclosure is expressly authorized), in certain conditions in response to a subpoena, discovery request or other
lawful process.

Law Enforcement: We may disclose protected health information, so long as applicable legal requirements are met, for law enforcement purposes. These law
enforcement purposes include (1) legal processes and otherwise required by law, (2) limited information requests for identification and location purposes, (3)
pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a crime occurs on the premises of the practice,
and (6) medical emergency (not on the Practice’s premises) and it is likely that a crime has occurred.

Coroners, Funeral Directors, and Organ Donation: We may disclose protected health information to a coroner or medical examiner for identification purposes,
determining cause of death or for the coroner or medical examiner to perform other duties authorized by law. We may also disclose protected health
information to a funeral director, as authorized by law, in order to permit the funeral director to carry out their duties. We may disclose such information in
reasonable anticipation of death. Protected health information may be used and disclosed for cadaveric organ, eye or tissue donation purposes.

WSASHOKY =8 Y18 Ria0t2as a2il LN20SOISR KSIIK lyr2uy 12y i2 iSaSIHOKSIE oSy (KSI ISASHIOK K14 0SSy HIN20SR o8 1y lyaiitiizy1€ ISHiSe 62HIR K K14 WSASESR ik

w»

Syr2M08 Y Sy -z 200155 2 IRSyire 20 HILISKSYR Iy lyRIgRdzI-o

alfiile 10idiR IyR b2yt {Sodnisy =KSy kS HILIZLMIS O2yRilizya IR &S Y12 ¢S 20 RIa0R24S LIRISOISR KSHIK hyr0Y 1Hi2y 2F lyRigiRaI- &K2 IS 10YSR 21034
LISia2yy/St omo T20 1-00diHSa RSSY SR yS0SaaI4e 08 IIN2LII-IS YfdIHE 02Y Y I-yR I-ziK2WHSaT oHo T21 1KS LS 27 RSISIY iyl-ii2y 68 iKS SSLIMIY Syt 21 +8iSl-ya 1TI-E 2F 824l
Stigloitiie 724 oSySHiar 20 dob i2 F2USEY YHIiHE ¥ 826 S I Y'SYoSi 27 iKIHi 12058y Vi@ &Sud0Sa =8 YI# 142 Ris0i2aS &24a LI2ISOISR KSIHIK lyF20Y Hi2y i2 14ziK2ITSR
TSRSII 2FH0N-A 121 O2yRi0lly3 yI-ii2y14 3S0daie 1yR iyiStaSy0s 0igiiSar lyOtizRlya 720 iKS Lii2giai2y 2F LN2S0i0S 251054 i2 (KS tISHRSYE 21 20KSIA (3l 1-dziK 2SR
22115 /2YLSyal-ii2yl | 22 LIZSOISR KSIiK tyf20Y 2y Y€ 65 Rig0i24SR 68 dzd 14 1zlK2WTSR {2 02Y LR ik &20151 02Y LSyaliizy tl-gd IyR 20KS) aky ) (31
Sall-GHaKSR LIi2301-Y &

IyF2UY THii2y ly GKS 020215S 27 LI2diRy3 OIS 2 824
wSljilSR *aSa IyR Siot2aiSar FyRSIKS t-6I &S Yl YIS Riadi2aiSs i2 824 IyR GKSy ISIjdMSR 68 kS {SOUSiI@ 27 kS SSLMIEY Syl 2F 1SHIK IyR 16Y 1y {51808 {2
IyBSaiaI-iS 21 RSISIY IS 2020 02'Y LIfily0S Sl GKS USIjanIS Y Sytia 21 {S0li2y menopnn Sivaslje

02ylIHySR ty'l- RSaIFyIISR NSO2UR 35 720 14 2y3 14 ¢S Y Hylly iKS LIIGSOISR KSIHIK yF20Y Hil2ys 1 aRSa13yIISR USOIR aSié 02yalya Y SRIOI I-yR olttlyd IS02URA 1yR 1-y@ 2(KSl
NSO2URA (KIi 82020 LIKEAIO-Y 1yR dKS LINI-OH0S dz3S 120 Y I-{y3 RS0IaI2yA I-62dzii 82dz0

Page 3 of 4



Notice of Privacy Practices ----- Sleep Matters MD

Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of,
or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected
health information. Depending on the circumstances, a decision to deny access may be reviewable. In some circumstances, you may have a right to have this
decision reviewed. Please contact our Privacy Contact if you have any questions about access to your medical record.

You have the right to request a restriction of you protected health information. This means you may ask us not to use or disclose any part of your protected health
information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be
disclosed to family members or friends who may be involved in you care or for notification purposes as described in this Notice of Privacy Practices. Your request
must state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use and disclosure of
your protected health information, your protected health information will not be restricted. If your physician does agree to the requested restriction, we
may not use or disclose your protected health information in violation of that restriction unless it is needed to provide emergency treatment. With this in
mind, please discuss any restriction you with to request with your physician. You may request a restriction by contacting our Privacy Contact.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. We will accommodate
reasonable request. We may also condition this accommodation by asking you for information as to how payment will be handled or specification of an alternative address
or other method of contact. We will not request and explanation from you as to the basis for the request. Please make this request in writing to our Privacy Contact.

You may have the right to have your physician amend your protected health information. This means you may request an amendment of protected
health information about you in a designated record set for as long as we maintain this information. In certain cases, we may deny your request for an amendment. If we
deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will
provide you with a copy of any such rebuttal. Please contact our Privacy Contact to determine if you have questions about amending your medical record.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. This right applies to disclosures for
purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Practices. It excludes disclosures we may have made to you, for a
facility directory, to family members or friends involved in your care, or for notification purposes. You have the right to receive specific information regarding these
disclosures that occurred after April 2003. You may request a shorter timeframe. The right to receive this information is subject to certain exceptions,
restrictions and limitations. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically.

Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by
notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.

You may contact our office at 630-297-8282 for further information about the complaint process.

Disclosures
This notice was published and becomes effective on May 08, 2023.

Attestation

l, , hereby give my consent to Sleep Matters Ltd DBA Sleep Matters MD, to use or disclose, for the purpose of carrying out
treatment, payment, or health care operations, all information contained in my patient record.

| acknowledge having received a copy of the Notice of Privacy Practices which contains a more complete description of the uses and disclosures of my health information. |
understand that the practice has the right to change its Notice of Privacy Practices from time to time and that | may contact the practice at any time at the address above
to obtain a current copy of the Notice of Privacy Practices.

I understand that this consent is valid until it is revoked by me. | understand that | may revoke this consent at any time by giving written notice of my desire to do so, to
Sleep Matters MD. | also understand that | will not be able to revoke this consent in cases where the physician has already relied on it to use or disclose my Protected

Health Information.
| understand that, under the HEALTH Insurance Portability & Accountability Act of 1966 (HIPAA), | have certain rights to privacy regarding my protected health Information.
I understand this Information can and will be used to:

eConduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.
eObtain payment from third party payers.

eConduct normal healthcare operations such as quality assessments and physician certifications.

I understand that | may request in WRITING that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations. |
also understand you are not required to agree to my requested restrictions, but if you do agree, then you are bound to abide by such restrictions.

Patient Date

Patient Representative/Parent Date

FOR OFFICE USE ONLY:
| attempted to obtain patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgement, but was unable to do so: Reason:

Practice Representative Date

Page 4 of 4



	Sleep Matters Demographic forms 5-2023.pdf
	Sleep Matters Sleep Questionnaire 5-2023.pdf
	Demographics:
	Sleep Complaint:
	Sleep Schedule:
	Social History:

	Sleep Matters HST AGREEMENT form 5-2023.pdf
	Sleep Matters PATIENT FINANCIAL RESPONSIBILITY FORM 5-2023.pdf
	Sleep Matters Benefits Assignments form 5-2023.pdf
	Sleep Matters Medical Record Release form 5-2023.pdf
	Sleep Matters Notice of Privacy Practices form 5-2023.pdf
	Uses and Disclosures of Protected Health Information
	Uses and disclosures of Protected Health Information Based Upon Your Written Consent.
	Uses and Disclosures of Protected Health Information Based upon Your Written Authorization
	Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object
	Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, Authorization or Opportunity to Object

	Your Rights
	Complaints
	Disclosures


	AGE: 
	MARITAL STATUS: 
	PATIENT NAME: 
	NICKNAME: 
	SOCIAL SECURITY: 
	GENDER: 
	PREFERRED LANGUAGE: 
	RACE: 
	ETHNICITY: 
	EMAIL ADDRESS: 
	Street: 
	City: 
	State: 
	Zip: 
	HOME PHONE: 
	CELL PHONE: 
	WORK PHONE: 
	EMAIL: 
	EMPLOYER: 
	OCCUPATION: 
	WORK ADDRESS: 
	EMERGENCY CONTACT: 
	PHONE: 
	RELATION: 
	PHARMACY: 
	PHONE_2: 
	PRIMARY CARE PHYSICIAN: 
	PHONE_3: 
	PHYSICIAN: 
	PHONE_4: 
	Text61: 
	Text62: 
	Name  Address: 
	POLICY HOLDER: 
	POLICY NUMBER: 
	GROUP NUMBER: 
	Name  Address_2: 
	POLICY HOLDER_2: 
	POLICY NUMBER_2: 
	GROUP NUMBER_2: 
	PHYSICIAN Name: 
	FAMILYFRIEND Name: 
	Date and place of first and last sleep study: 
	What kind of CPAP machine do you have: 
	What is the DME Company where you get your supplies: 
	Text63: 
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Text68: 
	1 Briefly describe your sleep complaint: 
	What is your normal bedtime: 
	How long does it take for you to fall asleep: 
	How many times do you wake up at night: 
	What is your wake time: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Text26: 
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	PATIENT NAME THE EQUIPMENT TO_es_:signer: 
	EXP: 
	CVV: 
	undefined: 
	Check Box4_es_:signer: Off
	Signature Block5_es_:signer:signatureblock: 
	Date6_es_:signer:date: 
	Date: 
	Date_2: 
	Signature2_es_:signer:signature: 
	Signature3_es_:signer:signature: 
	Last Name: 
	First Name: 
	DOB: 
	Address: 
	SSN: 
	Patient Name: 
	Date_es_:signer: 
	Relationship to Patient: 
	Signature1_es_:signer:signature: 
	PATIENT_es_:signer: 
	DATE_es_:signer: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box26: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Text3: 
	Patient_es_:signer: 
	Date9_af_date: 
	Date10_af_date: 
	Date12_af_date: 


