From the National Sleep Foundation:

Are you scheduled to participate in a sleep study? Do you want to know what to expect? Here's a brief preview, with some suggestions on how to prepare for a successful sleep study.
If you have been diagnosed with a sleep problem or disorder, your primary care physician may refer you to a sleep lab or clinic where you will participate in a sleep study. A sleep study (also called a polysomnogram) is a test that records your physical state during various stages of sleep and wakefulness. It provides data that are essential in evaluating sleep and sleep-related complaints, such as identifying sleep stages, body position, blood oxygen levels, respiratory events, muscle tone, heart rate, amount of snoring and general sleep behavior. 
Usually you will make an appointment for your visit, which will take place at night. The sleep center may send you forms requesting your medical and sleep history prior to your appointment with the doctor. The form may ask for your bed partner's responses to some of these questions, since you may not be aware that you snore, stop breathing (sleep apnea) or kick your legs when you sleep. It also may provide tips and some special instructions for your sleep test. 
Before your sleep test, you may meet with a physician or sleep specialist, who will go over your medical and sleep history. You may participate in a "split-night" test, in which half the night will be used to diagnose your sleep problem, and the other half will be used to treat the problem. This is sometimes done with patients who are being tested for sleep apnea. 
After you arrive at the sleep center, you may be asked to complete a questionnaire on your sleep the night before. Many sleep centers offer a video or other information about the sleep study or specific disorders such as sleep apnea, since a significant percentage of those who have sleep tests are suspected to have sleep apnea. The video may also address what you should expect during the sleep test to ease any fears that you may have. Then you will be asked to change into nightclothes. 
After changing, someone called a polysomnographic technician will connect you to the electrodes that will record your brain waves and muscle movements throughout the night. The electrodes are placed in specific areas and applied with water-soluble glue and tape. The electrodes record brain waves, muscle movement, rapid eye movement (REM), air intake, and periodic limb movement. A microphone attached to your neck records snoring, and two belt-like straps around the chest and lower abdomen monitor muscle movement during breathing. Despite all of the equipment, most people say it doesn't disrupt their sleep. 
After settling into bed, your technician may go to a monitoring room and ask you over an intercom to perform certain tasks that will show the electrodes are recording properly. You will be observed on a television monitor during the night, but that is to allow the technician to note your body movements during sleep. 
When everything is working properly, the lights will be turned off and you can go to sleep. Many patients are so chronically tired that they have no problem falling asleep. While you are sleeping, your brain waves will be recorded to determine when you are awake or in Stage 1, 2, 3, 4 or REM sleep. You will be awakened in the morning and the electrodes will be removed. Since they are applied with water-soluble glue or tape, removal isn't painful. You might be asked to complete a questionnaire concerning your sleep the previous night, and then you can go home. 
Based on the results of your sleep study, you may be given treatment for a specific sleep disorder. For example, patients with sleep apnea may be prescribed Continuous Positive Airway Pressure or CPAP, which is a device that gently blows air into your nasal passages to keep the airway open while you are asleep. 

For more information visit our website at: www.sleepmedicinecenters.com
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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. If your insurance requires a referral you must contact your primary care physician for a referral to Dr. Daniel Rifkin.

2.   Please arrive at the sleep medicine center at 8:30 p.m.  For the Buffalo Niagara location parking is available directly across the street at 589 Ellicott Street, Lot 509.  For our other locations parking is free and directly outside of the building.  
3. NO caffeine or alcohol after 3:00 p.m.  This includes coffee, tea, soda, chocolate, and energy drinks.
4. Two to Three hours prior to your arrival, you must bathe or shower, and shave.  If you have a beard you do not have to shave it off.  All wigs, hair pieces, and weaves must be removed.

a. DO NOT use any face or body moisturizers, makeup, hair sprays or gel. 

5. 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.

6. Bring pajamas, shorts, or jogging pants to sleep in.  If you prefer to use your own pillow, please bring it with you.  You may also bring something to read if you’d like.  Each room also has cable television.

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

9. 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- 5PM.)

10.  Patients with nutritional needs (diabetics, etc.) please bring necessary snacks.

11.
Patients under the age of 18 must be accompanied by parent/ guardian for the entire procedure. 

12.  Patients with special needs (ex. require help ambulating to and from bed, dressing, using the restroom, or those with psychiatric problems or dementia) may bring someone to assist them throughout the evening. All other patients should come alone.  If someone will be staying with you, please inform our office in advance to that evening.  If you require use of a handicap bedroom/ bathroom please notify our office in advance.

Amherst Sleep Medicine

    ⁯ 
    Buffalo Niagara Sleep Medicine
Southtown Sleep Medicine

1120 Youngs Road


    640 Ellicott Street


4090 Seneca Street

Williamsville, New York 14221

    Buffalo, New York 14203

West Seneca, New York 14224

(716) 923-7326  F: (716) 250- 4000
    
    (716) 923-7326  F: (716) 887- 5332
(716) 923-7326  F: (716) 677- 5255

Chautauqua Sleep Medicine
                  Ken-Ton Sleep Medicine

Children’s Sleep Medicine (age 5 and younger)
Lakeshore Hospital, 845 Route 5 & 20  
   1491 Sheridan Drive


John R. Oishei Children's Hospital, 2nd floor

Irving, New York 14081
    
    
   Tonawanda, New York 14217

818 Ellicott Street
(716) 923-7326  F: (716) 250-4000
     
   (716) 923-7326  F: (716) 875-3818
Buffalo, New York 14203










(716) 923-7326  F: (716) 250-4000

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 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 ones taken today) : 

1.













2.













3.













4.













5.













6.













7.













8.













9.













10.













Allergies:

1.













2.













3.













DO YOU HAVE A PACEMAKER?

YES     NO
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

_________________________________           _______________________

(NAME)                                                                                
        (DATE)

1. How many hours of sleep are you now getting in a typical night? _______ hours

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

3. Check off any of the following behaviors occurring during your sleep that either you or someone else has noted in the past year.

__Walking in your sleep 

__  Asthma

__ Talking in your sleep

__  Loud snoring

__  Bed-wetting



__  Heart palpitations

__  Grinding your teeth


__  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



__  Waking up with painful penile 







      erections

__  Rolling or rocking movement
__  Waking up with air hunger

__  Falling out of bed


__  Waking up with frequent urge







       to urinate

__  Shouting, screaming, or    

__  Waking up with the feeling of


 swearing


                  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. Do you feel very drowsy or sleepy at any point during the day?  __ Yes  __ No

5. Do you ever have strange hallucinations-like dreams while napping? 

__  Yes  __  No

6. Do you ever have “sleep attacks” during the day (i.e., periods when you cannot     

prevent yourself from falling asleep)?  __ Yes  __ No

7. Do you ever have “cataplectic attacks” (i.e., episodes when something is 

triggered and you suddenly feel weak in the legs and/or collapse)? __ Yes  __ No

8. Have you ever had a NEAR ACCIDENT or ACCIDENT (please circle) due to

excessive drowsiness?  __  Yes  __  NO 

SLEEP MEDICINE CENTERS OF WNY

The Epworth Sleepiness Scale

Name:  











ID #:  












PSG #:  




  Today’s Date:  




Your Age:  




  Your Sex:  (please circle)      Male
 Female

How likely are you to doze off or fall asleep in the following situations in contrast to feeling just tired?  This refers to your usual way of life in recent times.  Even if you have not done some of these things recently, try to work out how they would have affected you.  Use the following scale to choose the most appropriate number for each situation.  





0 = would never doze





1 = slight chance of dozing





2 = moderate chance of dozing





3 = high chance of dozing

Situation







Chance of Dozing
Sitting and reading










Watching TV











Sitting, inactive in a public place (e.g. a theater or a 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






Thank you for your cooperation.
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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
