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Date of your scheduled study:   SUN   MON   TUES   WED   THURS   FRI   SAT   
















          (Month/day/year)

Date of your MSLT or MWT: 
SUN   MON   TUES   WED   THURS   FRI   SAT   
















          (Month/day/year)
1. You may visit the center with your child prior to your stay to alleviate anxiety.  Please call first however, so we can arrange a time to visit.  You are your child’s best advocate. If you need something, let us know, so we can make your stay as comfortable as possible.
2. If your insurance requires a referral you must contact your pediatrician for a referral to Dr. Daniel Rifkin.

3.    Please arrive at the Sleep Medicine Center at 8:30 p.m.  For Children’s Sleep Medicine Center please arrive at 8:00 p.m. (but no earlier).  For Children’s Sleep Medicine Center, we are located on the 2nd floor (AMB J-34 and AMB J-35).  The tech will greet you there.  For the Buffalo Niagara location patient paid, non-validated parking is available directly across the street at 589 Ellicott Street, Lot 509.  For the Children’s location patient paid, non-validated parking is available in the parking garage.   For our other locations parking is free and directly outside of the building.  
4. NO caffeine or chocolate milk after 3:00 p.m.  This includes coffee, tea, soda, and energy drinks.
5. Please have your child bathe or shower the night before or day of the study.  Please DO NOT use any face or body moisturizers, makeup, hair sprays or gel. 

6. Please bring:
●  Insurance card and your referral (if one is required by your insurance) 

●  Co-payment (we accept cash, credit card or check) and 

●  Your completed PATIENT INFORMATION SHEET, MEDICATION LIST AND SURVEY OF SLEEP. 
●  Prescription or order form for study, if your physician provided you with one. 

7. Please have your child wear pajamas, shorts, or jogging pants to sleep in.  Your child can bring their own pillow, blanket, or stuffed animal as well. You may also bring something to read and quiet toys.  Each room also has cable television.

8. Please bring your own toiletries (i.e. toothpaste, comb).  Each room is equipped with a bathroom.  All bathrooms have shower facilities as well.
9. Please bring and take all medications as usual.  The center does not provide any medications, prescribed or non-prescribed.

10. Wake-up time is at 5:00 a.m. You will be leaving by 5:30 a.m.  If someone is picking you up please ask them to come no later than 5:30 a.m.     (NOTE: Patients scheduled for an MSLT or MWT will be discharged between 3- 5 PM.)

11.  Please bring necessary snacks for your child as well.

12. One care-giver is expected to stay for the entire procedure. No other family members should be present, unless child has special needs that necessitate more support. A recliner is provided for the care-giver. Parents may not sleep in the patient bed, as this will interfere with the study results. Parents are also asked to keep activities (i.e. cell phone use, TV watching, reading) to a minimum during the study, to ensure the best night of sleep for the child.
13. If your child is ill the day of the study, call and reschedule.  This includes diarrhea, fever, cold, flu or any communicable disease. If you're unsure contact us to discuss your child's illness.
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                                                                               www.sleepmedicinecenters.com

Dear Patient:

SLEEP STUDY TESTING POLICY

The test that is being conducted is called a polysomnography.  Due to the nature of this test, results cannot be determined until further analyses and interpretation are completed by one of our physicians.  Please do not ask the technician the results of your child’s study; they are unable provide you with any information.  
Test results will be reported to your doctor’s office 10 – 14 days after your study.

Cancellation Policy
Your assessment and diagnosis is very important to us.  We do understand that changing an appointment is sometimes necessary.  If you find that you are unable to make your scheduled appointment, kindly give us 24-hour notice.  If you fail to report for your scheduled sleep study and/or do not call our office to cancel your appointment you will be billed an $200 room fee which your insurance provider will not cover. 

Our telephone number is (716) 923- 7326.  If you are greeted by our answering system, please leave your name and message.

Thank you in advance for your consideration.

Sincerely,

Daniel I. Rifkin, MD

Sleep Medicine Centers of WNY
Patient Information






SLEEP MEDICINE CENTERS OF WNY
	Patient Name (Please Print)


	SSN #
	            sex
     M            F
	Birth Date

	Street Address (If Student-Permanent Address)


	City and State 
	Zip Code
	Home Phone #

	e-mail address                                                                                                            
	Cell Phone#
	Business Phone #     Ext.


	i give the sleep medicine center staff permission to leave messages regarding my medical care and/ or appointment confirmation information on (check all that apply):  
□ e-mail         □ cell phone         □ home phone
	Spouse or Parent’s Name


	Financially Responsible Party’s Name (if different from patient)

	Financially Responsible Party’s Address (if different from patient)


	referring physician 
	address/ city/ state/ zip code (if known)



	primary care physician

	address/ city/ state/ zip code (if known)



	pharmacy name and phone number


	address/ city/ state/ zip code (if known)



	race

	ethnicity
	language preference


	Name of Primary Health Insurance Carrier 


	Identification Number 
	Group Number

	name of policy holder (if different than patient):
	date of birth (if different than pt):
	employer:



	Name of Secondary Health Insurance Carrier 


	Identification Number 
	Group Number

	name of policy holder (if different than patient):
	date of birth (if different than pt):
	employer:




	Is This Visit Related to an Automobile or Work Accident:     □   yes    □   no
	If Yes, Please Indicate:
□   Automobile    □  Work Related
	Date of Injury/ accident

	Name of Insurance Carrier for Work Injury OR Name of No-Fault Carrier for Automobile Accident 

	Street Address

	City


	State
	Zip Code
	Telephone #
	claim number

	Employer’s Name (at time of injury if work related)



ALL CO-PAYMENTS ARE DUE AT THE TIME OF SERVICE.

PLEASE INCLUDE ALL NECESSARY INSURANCE FORMS AT THIS TIME.

INSURANCE ASSIGNMENT OF BENEFITS.

	Signature 
	Date




I HEREBY AUTHORIZE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.
I certify that the information given by me in applying for payment under the Title XVIII of the Social Security Act is correct.  I request payment of authorized Medicare or other insurance benefits be made either to me or on my behalf to (Provider) for any services furnished me by that provider.  I authorize any holder of medical information about me to release to the HCFA/Health Insurance Carrier and its agents any information needed to determine these benefits or the benefits payable for related services. Further I agree that I am financially responsible for charges incurred that are not covered by my insurance.

---------------------------------------------------- office use only below ----------------------------------------------------

Reviewed by: ________________________
CURRENT MEDICATION LIST

Patient Name:  






  Date:  



Medications (Circle medications taken today): 

1.













2.













3.













4.













5.













6.













7.













8.













9.













10.













Allergies:

1.













2.













3.













How did you hear about us?

□ My physician     □ Friend     □ Radio     □ Yellow Pages     □ Online Ad     □ Online Search     □ Educational Conference

□ TV          □ Newspaper, If so which one? ______________________
□ Other ______________________________

COMMENTS: _______________________________________________________________________________________________

_______________________________________________________________________________________________
SURVEY OF SLEEP

Patient Name:  






  Date:  



1. How many hours does your child sleep in a typical night? _______ hours

2. How long does it take your child to fall asleep once in bed? _________ minutes

3. Check off any of the following behaviors occurring during your child’s sleep that you have noted in the past year.

__  Sleep-walking                                    __  Asthma

__  Sleep-talking

                        __  Snoring





            __  Loud breathing
__  Bed-wetting



__  Heart palpitations

__  Teeth grinding


__  Waking up gasping or choking 

__  Twitching of the legs or arms
__  Waking up with heartburn 

__  Large Body jerks


__  Waking up with chest pain

__  Restless sleep

__  Odd sleep positions



__  Rolling or rocking movement
__  Waking up with air hunger

__  Falling out of bed


__  Waking up with frequent urge







        to urinate

__  Shouting or screaming                    __  Waking up with the feeling of





                               weight on chest

__  Violent movements


__  Waking up with frightening images

__  Excessive sweating


__  Waking up with terror

__  Frequent coughing


__  Waking up with anxiety or tension

__  Sleep paralysis (i.e., being awake in bed not able to move or speak)

__  Apnea (i.e., lapses in breathing, periods of no breathing)

__  Waking up with “pins and needles” or restlessness in legs

__  Other:  Please describe:_____________________________________________

4. Does your child get very drowsy or sleepy at any point during the day?  __ Yes  __ No

5. Does your child report strange hallucinations-like dreams while napping? __  Yes  __  No

6. Does your child ever have “sleep attacks” during the day (i.e., periods when they cannot     

prevent themselves from falling asleep)?  __ Yes  __ No

7. Does your child ever have “cataplectic attacks” (i.e., episodes with emotion (i.e. laughter) where they  suddenly feel weak in the legs and/or collapse)? __ Yes  __ No
MEDICAL HISTORY

Patient Name:  






  Date:  



Does your child have a medical diagnosis? __ Yes  __ No
If yes, please describe. ______________________________________________________________________

__________________________________________________________________________________________

Does your child have any of the following? (if yes, please circle)

Duchenne’s Muscular Dystrophy

Muscular Dystrophy (other)

Myotonic Dystrophy



Spinal Muscular Atrophy (I, II, III)

Other Neuro-muscular Disease _____________________________________________
Sickle Cell Disease



Other hematologic abnormality ________________________
VP shunt




Arnold-Chiari malformation

Other neurosurgical abnormality ___________________________
GERD





Head trauma



Asthma

Diabetes Mellitus



Heart Disease



Hypertension

Developmental Delay


ADHD or NLD


Autism or PDD



Other learning disability ____________________________________ 






Microcephaly /  Macrocephaly

Pierre-Robin Syndrome

Treacher-Collins Syndrome





Other syndrome with jaw/facial deformity ____________________________________
Down’s Syndrome



Other Chromosomal Abnormality ________________________
Seizures (if type known, please list) or circle:

Infantile Spasms
    
 

Generalized Epilepsy

Lennox-Gastaut


Partial Complex Epilepsy


Juvenile Myoclonic Epilepsy
Absence Epilepsy  

Benign Rolandic Epilepsy


Other: _______________________________________________

Please describe any of the above further if necessary: ____________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Did your child have their tonsils and adenoids removed? __  Yes  __  No
If yes, when? ____________________

If only tonsils OR adenoids (not both) removed, please circle which: 
tonsils      
adenoids
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AUTHORIZATION TO USE OR DISCLOSE 

PROTECTED HEALTH INFORMATION

Patient Name: _______________________________________________________________________________

Address: ____________________________________________________________________________________

Date of Birth: __________________________________

Date of Request: _________________________

As required by the Privacy Regulations, this practice may not use or disclose your protected health information except as provided in our Notice of Privacy Practices without your authorization.

I hereby authorize the Sleep Medicine Centers of WNY and any of its employees to use or disclose my Patient Health information to the following person(s) or entities(s):

___________________________________________________________________________________________

Patient Health information authorized to be disclosed:

___________________________________________________________________________________________

For the specific purpose of (describe in detail):

___________________________________________________________________________________________

Effective dates for this authorization: ____/ ____/ ____  through  ____/ ____/ ____  or  □ until further notice is given.

This authorization will expire at the end of the above period.

I understand I have the right to:

1.
Revoke this authorization by sending written notice to this office and that revocation will not


Affect this office’s previous reliance on the uses or disclosure pursuant to this authorization.

2.
Inspect a copy of Patient Health information being used or disclosed under federal law.

3.
Refuse to sign this authorization.

4.
Receive a copy of this authorization.

5.
Restrict what is disclosed with this authorization.

I also understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health plan, or eligibility of benefits whether or not I provide authorization to use or disclose protected patient health information.

_______________________________________________

_____________________________

Signature of Patient or Patients Authorized Representative

Date

_______________________________________________

_____________________________

Signature of Representative at Facility




Date
