Associates IN Sleep Medicine

At the Holy Family Sleep Disorders Center
Phone 847-297-1800 Ext. 2080 + Fax 847-440-9042

DAYTIME DOCTOR APPOINTMENT: Golf Medical Plaza ¢+ 1400 Golf Road ¢ Suite 225 ¢ Des Plaines, IL 60016

OVERNIGHT SLEEP STUDY: Holy Family Medical Center ¢ 100 N. River Road, Floor 4 + Des Plaines, IL 60016

Overnight Sleep Test Instructions

Please arrive at the Main Hospital/Outpatient Entrance for your scheduled 8:00 p.m. sleep study. All
patients arrive at 8:00 p.m. It may be up to 75 minutes before your technologist begins preparing you
for your study, therefore you may wish to bring reading materials; cable TV is also available.

LOCATION OF ENTRANCE FOR STUDY:

Traveling west on Golf Road pass River Road, enter parking lot at the first entrance. Please enter the
hospital at the Main Hospital/Outpatient Entrance. This door remains unlocked until 8:30 p.m. If you
arrive after 8:30 p.m. please use the phone located outside the door, and you will automatically be
connected to the security office. A security officer will then come to the door and escort you to the
sleep center.

CANCELLING A SLEEP STUDY:
If you need to cancel your sleep study the same night or notify the technician that you are late please
call 847-813-3297; otherwise, to reschedule your sleep study please contact 847-297-1800 Ext. 2080.

IMPORTANT INFORMATION ABOUT PAPERWORK:

1. If you have HMO type insurance, you MUST bring your referral with you. If you do not have
your HMO referral, we will have to re-schedule your test.

2. If you have a written order from your doctor, please bring it with you.

3. The physician who interprets your test results will bill an interpretation fee, in addition to the cost
of the test itself. Holy Family Medical Center will bill for the cost of the test only.

4. Please bring insurance card(s) and a photo I.D.

5. Please complete all attached paperwork/questionnaires as directed by our scheduling staff and
bring it with you to your first appointment or fax completed paperwork to 847-440-9042.

PREPARATION FOR YOUR TEST:

1. AVOID ALCOHOLIC BEVERAGES on the day of your test, unless otherwise instructed

by your physician.

2.  AVOID CAFFEINE (coffee, soft drinks, chocolate, etc) after 12:00 noon on the day of your test.

3. Do not nap, do not “sleep in” on the day of your test.

4. Bring any medication (prescription or non-prescription such as Tylenol or aspirin) that you may
need. The technician will not administer any medication.

5. IF YOU ARE A DIABETIC, please bring your medication and any snack that you may need.

Food service is not provided.

Bring sleepwear. You will not be allowed to sleep in your underwear only, or in the nude.

Please wash your hair prior to coming in for your test.

The Sleep Center test rooms are similar to hotel rooms. Linens are provided, and you may

shower after your test, if desired. Please bring any grooming items you may need.

9. There will be several spots of electrode past on your scalp after the test. This can easily be
washed out from your hair in the morning, either at the Sleep Lab or at home.

10. Bring an overnight bag with your necessities.

11. Your test will end approximately between 5:30 and 6:30 a.m., unless your technologist
determines that more data are needed or other pre-arrangements have been made. If you must
leave earlier, please inform your technologist.

12. If you have any SPECIAL MEDICAL NEEDS OR NEED ASSISTANCE with walking, standing,
or other daily living activities, please be sure the Sleep Lab staff is informed before your test
day.
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INFORMATION ABOUT YOUR SLEEP STUDY

1. WHAT IS A POLYSOMNOGRAM (SLEEP STUDY)?
A polysomnogram is a study that measures the quality of your sleep. A typical
polysomnogram includes the following measures:
e Brain waves (electrodes placed on the scalp)
Eye movement (electrodes placed on the face, by the eyes)
Chin muscle tone (electrodes placed on or near the chin)
Heart rate (electrodes placed on the chest)
Leg movements (electrodes placed on the legs)
Breathing (breathing sensor placed near the nose and mouth)
Breathing effort (two small elastic belts placed around chest and abdomen)
Oxygen level (small sensor attached to the finger)
Audio and video recording

2. WHY IS IT NECESSARY TO RECORD THE ABOVE FUNCTIONS?
During sleep, the body functions differently than while awake. Disturbed sleep, such as
irregular breathing or lack of sleep consolidation, can interfere with daytime activities,
cause daytime sleepiness, and cause serious health problems.

3. HOW CAN | SLEEP WITH ALL OF THE ELECTRODES?
Most people sleep reasonably well. We are looking to obtain a sample of your sleep
pattern. The body sensors are applied so that you can move during sleep and change
positions during the night. The sleep rooms are set up as comfortable bedrooms, and our
staff makes the environment as restful as possible.

4. WILL THE SENSORS HURT?
No. This is a painless and non-invasive (no needles) testing procedure. Paste is applied to
your skin and scalp to keep the electrodes in place, but it is easily removed with soap and
warm water.

5. WHAT IS A MULTIPLE SLEEP LATENCY TEST (MSLT)?
Some people also participate in daytime testing. This test consists of a series of 20-minute
naps. Sensors and electrodes are used to record information similar to the polysomnogram
test. 20-minute naps are taken every two hours throughout the day. Please bring
something to read or work on during the day to help keep you occupied in between naps.
A DVD player is available. The MSLT test is usually completed by 6:00 p.m.

6. WHAT HAPPENS AFTER MY SLEEP STUDY?
The sleep studies are reviewed by our sleep specialists. Recommendations are made
based on this review. A detailed report will be sent to the referring physician in about seven
to ten business days.



SLEEP SYMPTOM AND MEDICAL QUESTIONNAIRE

IDENTIFYING INFORMATION

First and Last Name: Date:
Age: Date of Birth: Occupation:
Gender: Marital Status: Weight: lbs. Height: ft./in.

PRESENTING PROBLEM

Please describe your main complaint by checking one or more of the items below and providing a brief
explanation of how you experience these difficulties:

1. [ I have trouble falling asleep

[ ] I'msleepy all day
[ ] 1 have unwanted behaviors when 1’m asleep

2. Explain:

SLEEP SCHEDULE

Please describe your typical sleep schedule:

(AM or (AM or
1.  During the work week, you go to bed at: PM?), rising at: PM?).
(AM or (AM or
2. Ondays off/weekends, you go to bed at: PM?), rising at: PM?).
3. When do you usually feel at your best? [ ] Morning [ ] Evening
4, How long does it usually take you to fall asleep? (Indicate minutes or hours)
5 How many times do you wake up during the night?
6.  How long are you usually awake when waking at night? (Indicate minutes or hours)

HEALTH HABITS AFFECTING SLEEP

Never Little Weekly 2-3 times/wk Daily

1. How often do you usually nap? L] [] [] [] [ ]
2. How often do you usually exercise? L] L] [] [] []
3a. Do you smoke cigarettes or have you smoked inthe past? [ | Yes [ No

b. If Yes: How long have you smoked? (Indicate years or months)

C. How much do you smoke each day? (Indicate cigarettes or packs)

d. If you’ve quit, when did you stop? (Indicate years or months)
4a. Do you drink alcohol? []ves [] No

b. If Yes, at what time(s), and how much?

5a. Do you drink anything with caffeine regularly? [ ves [ no
(this includes: coffee, tea, soda/pop, energy drinks)

b. If Yes, what do you drink and at what time(s) during the day or night?




SLEEP SYMPTOM DESCRIPTION

Please help us understand the nature of your sleep difficulties. Check all statements that apply:

1. [] I have been told that | snore loudly.
2. [] My bed covers are very messed up in the morning.
3. [] 1usuallytoss and turn at night and am a restless sleeper.
4. [] 1havebeen told that I kick and poke my bed partner during sleep.
5. [] Myarmsor legs move during sleep, sometimes waking me up.
6. [ ] Ihave hallucinations or dreams while falling asleep or waking up.
7. [] Isometimes awaken with a choking sensation.
8. [ ] 1havebeen told that I stop breathing while asleep.
9. [] 1have fallen out of bed.
10 [] I frequently wake from my sleep at night.
11. [] I have felt paralyzed or unable to move when waking up.
12. [] I have felt paralyzed or unable to move when falling asleep.
13. [ ] Iawaken suddenly feeling fearful, anxious, tense or depressed.
14. [ ] When I awaken during the night, | frequently use the bathroom
15. [] | feel the quality of my sleep is unsatisfactory.
16. [ ] I have been told that my arms or legs twitch and jerk during my sleep.
17. [] I frequently get cramps in my legs.
18. [ ] Isometimes wake up with a headache.
19. [] I have trouble falling asleep at night.
20. [] 1have trouble falling back to sleep when | wake up during the night.
21. [] Some nights | never get to sleep no matter how hard I try.
22. [] Whentryto go to sleep my mind races with thoughts.
23. [] 1oftensleep better in a hotel or at a family member’s home.
24. [] 1have had accidents, or near accidents because of being sleepy or falling asleep.
25. [ ] The muscles in my legs feel tense, and moving my legs and feet relieves the tension.
26. [ ] 1feel pain when I try to fall asleep or pain wakes me up at night.
27. [] 1 often need to take sleep pills to fall asleep.
28. [] 1havea creeping crawling feeling in my legs when I lie down or relax.
29. [] 1amavery light sleeper, | am awakened easily.
30. [] Muysleepis disturbed because of my bed partner.
31. [ ] Ihave had occasions when I feel sudden weakness in my legs.
32. [] Icanfall asleep at any time, regardless of the situation.
33. [] Ifeel that I sleep too much.
34. [] Ifeel that I sleep too little.
35. [ 1 generally feel sleepy all day.
No Slight Moderate High
L . A ) i chance chance chance chance
Please indicate how likely you are to fall asleep in each situation: ) Q) @) @)

Sitting and reading

Watching TV

Sitting inactive in a public place (e.g. theater, 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 a lunch without alcohol

In a car, while stopped for a few minutes in traffic
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YOUR MEDICAL CONDITIONS

1.  Please indicate if you have, or have had, any of the following conditions?

[ ] Diabetes [] Thyroid disease [ ] Large tonsils or adenoids

[] Arthritis [ ] Liver disease [ ] Deviated septum, crooked/broken nose
[ ] Chronic pain [ ] Undergoing dialysis [ | Dizziness or passing out

[ ] Fibromyalgia [ ] Multiple sclerosis [ 1 Irregular heart beat

[] Tuberculosis [] Acid reflux [ ] High blood pressure

[ ] Hepatitis [] Sinus problems [] Anxiety, nervousness or panic attacks
[ ] Heartproblems [ ] Largeuvula [ Depression

[ 1 Pacemaker ] Morning headaches ] Menopause or perimenopause

[ ] Defibrillator [ ] Chronic headaches [] Irritable bowel, ulcers, stomach pain
[ ] Emphysema [] Seizures [ ] Cancer (type):

[] Asthma [] stroke [ ] other:

2. Please describe any other medical conditions or current physical complaint:

3. Please list all medications that you take.

4.  Have you undergone upper airway or sinus surgeries? If yes, please describe [ ] Yes [] no
any surgeries performed on the nose, mouth, throat, neck or head:

5. Please list any allergies:

FAMILY HISTORY

Does anyone else in your family have sleep problems? [ ] ves L] No
If yes, describe their relationship to you (e.g. mother, father, sister) and their condition:

OTHER INFORMATION

1.  Please describe any other information you feel may affect your sleep, or your treatment with us:




Patient Name:

Pre-Study Adult Sleep Log

For the week prior to your appointment, please complete the following sleep log each day as accurately as you can.
Sample Night 1 | Night 2 Night 3 Night 4 Night 5 Night 6 Night 7
i . 10/5
Indicate date and day of the week: Monday
What time did you get into bed? 10:30 pm
What time did you get up for the day? 6:30 am
Approximately how many hours did you sleep
: 7.5 hrs
last night?
What was the quality of your sleep? (1-5) 2
1 = Very Poor; 2 = Poor; 3 = Fair; 4 = Good; 5 = Very Good
Bed partner’s assessment of your sleep: LOL.‘d
snoring
How long did it take you to fall asleep? 5 min
How many times did you awaken? 5
Total time awake after sleep onset? 25 min
List the time and duration of any naps you took | 4:30 pm.
during the day? (2 hours)
List any over-the-counter or prescription sleep
L L None
medication you took last night:
Tried not
Other information about your sleep: to nap, but
had to




Holy Family Sleep Disorders Center
PATIENT INFORMATION SHEET

Patient’s Name: Date of Birth: / /
Last First
Address:
Street City/State Zip Code
Home Phone No. ( ) Alternate Phone No. ( ) Age: Sex:
Area Code  Number Area Code Number
Social Security Number: Marital Status:

Place of Employment:

Employer’s Address:

Street City/State Zip Code

Spouse’s Name: Social Security No.
(Or nearest relative; please indicate relationship and responsible party if patient is a minor)

Spouse’s Employer: Phone No.
Employer’s Address:
Street City/State Zip Code
Name of Referring Physician: Phone No.
Physician’s Address:
Street City/State Zip Code

INSURANCE RELEASE

Primary Company: Policy No.
Location of Insurance Carrier:

Secondary Insurance: Policy No.

Location of Insurance Carrier:

Name of Insured: Relationship to Insured:

AUTHORIZATION TO RELEASE INFORMATION
I HEREBY AUTHORIZE THE DESIGNATED PHYSICIAN TO RELEASE ANY
INFORMATION ACQUIRED IN THE COURSE OF MY EXAMINATION AND TREATMENT
TO THE INSURANCE COMPANY (IES) LISTED ABOVE

Date Signed:

Signature



Holy Family

Medical Center

Associates IN Sleep Medicine

At the Holy Family Sleep Disorders Center

OVERNIGHT STUDY: 100 North River Road, Floor 4 ¢ Des Plaines, IL 60016 ¢ 847-297-1800 ext. 2080

Driving Directions

From Southbound 1-294
o Take the IL-58 exit toward Golf Road
o Turn left onto East River Road
o Turn right onto Golf and proceed through the intersection at River Road
o Turn right into the hospital parking lot
From Northbound 1-294
o Take the US-14/West Dempster St. exit
o Merge onto Dempster and immediately make a slight turn right onto Rand Road
o Proceed to River Road and make a slight turn right
o Pass through the intersection at Golf Road and turn left into the hospital parking lot
From the Northwest
o Take either Rand or Northwest Hwy. to Golf Road
o Turn left onto Golf Road
o There is an entrance to the parking lot before River Road
From the North
o Take River Road South (North of Willow Road, Milwaukee Ave. South leads to River Road)
o Turn right into the parking lot before Golf Road
From the South
o Take either Mannheim or Des Plaines River Road North (Both roads merge into River Road)
o Proceed through intersection at Golf Road and turn left into hospital entrance
From the East
o Take Golf Road West, past River Road
o Turn right into the hospital parking lot
From the West
o Take Golf Road East
o Turn left into the hospital parking lot before the intersection of River Road

Parking Map [ qk \ﬁx
A Golf Medical Plaza \ \i\
B  Holy Family Medical Center _— \ 315
C Immediate Care Center J L\%\
P1 Outpatient/Visitor Parking . H: \a t
P2 Golf Medical Plaza Parking i \ \
P3 River Medical Plaza/ICC Parking e ) G t \
P4  Additional Parking |: 11L

[

Emplayee Entrance Ertrance Golf Road




INTENSIVE

CARE UNIT

Holy Family Medical Center

First Floor

Golf
Medical
Plaza

River Medical Plaza

|
SECURITY
WAITING ROOM
=l
s 7 | [FLEWTOR(ELEVTOR
1
RADIOLOGY
CARDIOLOGY . LB
/ WAITING
\AREA
ATRIUM
A — .
ADMITTING/
LABORATORY ] PATIENT ACCESS/ NEW '
. & BEGINNINGS
CASHIER
sThIRs /1
1| sRnce [t
casuieR|ELevoR eLewron | 088 CHAPEL
INFORMATION
DESK

Main Entrance/
Outpatient Entrance

T0 SERVICE
BUILDING
CHILD CARE
HUMAN %
WOMEN’S
RESOURCES _/ 1uAGING
CENTER
HUMAN
RESOURCES :
E SERVICE |  MAIN
STAIRS /* ELEVTOR|ELEVAOR | | PHARMACY | | STAIRS
elCU ﬂm
]
D " TTyepicaL| AUOITORIUN
RECORDS
CAFETERIA
MT. PROSPECT
Golf ROOM SRS
Medical | :j
Plaza DG S
DES PLAINES| HELEN SUMMERS
ROOM ROOM
STAIRS /¢
SERVICE |RIVERSIDE
ELEVATOR| ELEVATOR ) ;

IMMEDIATE CARE CENTER/
OCCUPATIONAL HEALTH

Holy Family Medical Center

Lower Level

TDD

We’ve added color-coded signage in our facility to assist you in finding

your destination. The colors on this map correspond with our signage.

River Medical Plaza

Outpatient Registration
Immediate Care Center

Human Resources

Inpatient Referral Line

Helpful Information

Quick Reference Numbers:
Holy Family Medical Center 847-297-1800

847-813-3273
847-813-3510
800-526-0857
847-297-1800, ext. 1146
847-813-3330

Nurse Advice * Health Information ¢ Physicians

877-RES-INFO (737-4636)

Please visit our website at hfmc.reshealth.org



ASSOCIATES IN SLEEP MEDICINE/SIGMA HEALTH
NOTICE OF PRIVACY PRACTICES

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.

Associates in Sleep Medicine/Sigma Health is required by law to maintain the privacy
and confidentiality of your protected health information and to provide our patients with
notice of our legal duties and privacy practices with respect to your protected health
information.

Disclosure of Your Health Care Information

Treatment
We may disclose your health information to your insurance provider for the purpose of
payment or health care operations.

Emergencies
We may disclose your health information to notify or assist in notifying a family member

or another person responsible for your care about your medical condition or in the event
of an emergency or of your death.

Public Health

As required by law, we may disclose your health information to public health authorities
for purposes related to preventing or controlling disease, injury or disability, reporting
child abuse or neglect, reporting domestic violence, reporting to the Food and Drug
Administration problems with products and reactions to medications, and reporting
disease or infection exposure.

Judicial and Administrative Proceedings
We may disclose your health information in the course of any administrative or judicial
proceeding.

Specialized Government Agencies
We may disclose your health information for military, national security, prisoner and
government benefits purposes.

Change of Ownership

In the event that Associates in Sleep Medicine/Sigma Health is sold or merged with
another organization, your health information/record will become the property of the new
owner.

Your Health Information Rights

» You have the right to request restrictions on certain uses and disclosures of your
health information. Please be advised, however, that Associates in Sleep
Medicine/Sigma Health is not required to agree to the restriction that you
requested.



» You have the right to have your health information received or communicated
through an alternative method or sent to an alternative location other than the
usual method of communication or delivery, upon your request.

» You have the right to inspect and copy your health information.

» You have a right to request that Associates in Sleep Medicine/Sigma Health
amend your protected health information. Please be advised, however, that
Associates in Sleep Medicine/Sigma Health is not required to agree to amend
your protected health information. If your request to amend your health
information has been denied, you will be provided with an explanation of our
denial reason(s) and information about how you can disagree with the denial.

» You have a right to receive an accounting of disclosures of your protected health
information made by Associates in Sleep Medicine/Sigma Health.

» You have a right to a paper copy of this Notice of Privacy Practices at any time
upon your request.

Changes to this Notice of Privacy Practices

Associates in Sleep Medicine/Sigma Health reserves the right to amend this Notice of
Privacy Practices at any time in the future and will make the new provisions effective for
all information that it maintains. Until such amendment is made, Associates in Sleep
Medicine/Sigma Health is required by law to comply with this notice.

Associates in Sleep Medicine/Sigma Health is required by law to maintain the privacy of
your health information and to provide you with notice of its legal duties and privacy
practices with respect to your health information. If you have questions about any part of
this Notice, or if you want more information about your privacy rights, please contact
Andrew Mouton, Ph.D. by calling this office at 708/364-0261. If Andrew Mouton, Ph.D. is
not available, you may make an appointment for a personal conference in person or by
telephone within two (2) working days.

Complaints

Complaints about your privacy rights or how Associates in Sleep Medicine/Sigma Health
has handled your health information should be directed to Andrew Mouton, Ph.D. by
calling this office at 708/364-0261. If Andrew Mouton, Ph.D. is not available, you may
make an appointment for a personal conference in person or by telephone within two (2)
working days.

If you are not satisfied with the manner in which this office handles your complaint, you
may submit a formal complaint to:

DHHS, Office of Civil Rights
200 Independence Avenue S.W.
Room 509F, HHH Building
Washington, D.C. 20201



ASSOCIATES IN SLEEP MEDICINE/SIGMA HEALTH

CONSENT FOR RELEASE AND USE OF CONFIDENTIAL INFORMATION AND RECEIPT OF NOTICE OF
PRIVACY PRACTICES FORM

l, hereby give my consent to
(Name of patient or authorized agent)

Associates in Sleep Medicine/Sigma Health to use or disclose, for the purpose of
carrying out treatment, payment, or health care operations, all information contained
in the patient record of

I acknowledge receipt of Associates in Sleep Medicine/Sigma Health Notice of
Privacy Practices. The Notice of Privacy Practice provides detailed information
about how the practice may use and disclose my confidential information.

I understand that Associates in Sleep Medicine/Sigma Health has reserved a right to
change its privacy practices that are described in the Notice. | also understand that
a copy of any Revised Notice will be provided to me at my next office visit or made
available upon request.

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 Associates in Sleep Medicine/Sigma Health. | also understand that I will not be
able to revoke this consent in cases where Associates in Sleep Medicine/Sigma
Health has already relied on it to use or disclose my health information. Written
revocation of consent must be sent to Associates in Sleep Medicine/Sigma Health.

Signed:

Date:

If you are not the patient, please specify your relationship to the patient:




ASSOCIATES IN SLEEP MEDICINE

At the Holy Family Sleep Disorders Center

TELEPHONE CONSENT FORM

NAME:
DATE:
DATE OF BIRTH:

Phone Numbers: Primary: Secondary:
(Select) (Select)

Home

Work
Cell
Pager

Emergency

Best time for phone calls:  Day Evening Weekend
Primary

Secondary

May we speak with family members?

Spouse/Partner: Yes No
Child: Yes No
Other: Yes No

Signature





