      	Information Sheet             *RING DOORBELL 
Upon your arrival.

Your sleep study will be performed at Ajaipal S. Gill, M.D., Inc. Our address is 1215 Plumas Street, Suite 1800, Yuba City, CA 95991. Telephone: 530-749-9270. 
Please arrive at Ajaipal S. Gill M.D. Inc. at ________ pm on _____________________, 20_______. 

What to Expect: 
The lab is equipped with individual bedrooms. A bathroom is conveniently located outside the bedroom. You will be asked to fill out some paperwork prior to the technologist preparing you for the sleep study. The forms in this packet will be collected at that time. 

What to Bring: 
1. Bring pajamas, a loose-fitting shirt and shorts or jogging pants to sleep in. If you prefer to use your own pillow, please bring it with you [WE RECOMMEND IT]. You may also bring something to read, if you would like.
2. Please bring your own toiletries, i.e., toothpaste, comb, etc. 
3. Please bring and take all medications as usual. Ajaipal S. Gill M.D., Inc. does not provide any medications, prescribed or non-prescribed. You may want to ask your physician to prescribe a sleep aide to relax you for the study. 

ON THE DAY OF THE STUDY, PLEASE DO THE FOLLOWING: 

Please do not drink any caffeine or alcohol after lunch. 

Please DO NOT take any naps during the day.

Prior to your arrival, please bath or shower, and shave. If you have a beard you do not have to shave it off. 
DO NOT use any face or body moisturizers, lotions, oils, hair sprays or gel. 

Please bring the following: 
1. Your Insurance referral authorization (if required) 
2. Your Insurance card for the tech to copy 
3. Your co-pay (if applicable) 

OTHER INFORMATION: 

The test will be completed at approximately 5:30-5:45 am. You will be leaving by 6:15-6:00 am. If you are waiting for a ride please ask them to be here by 6:00 am. 

Patients with nutritional needs (diabetic, etc.) should bring necessary snacks. 

IF YOU NEED TO CANCEL OR RESCHEDULE YOUR STUDY, PLEASE CALL
AJAIPAL S. GILL M.D., INC. AS SOON AS POSSIBLE AT 530-749-9270,
[PLEASE BE AWARE OF THE CANCELATION POLICY]
BETWEEN THE HOURS OF 8:00 am – 5:00 pm.
IF YOU NEED TO REACH THE TESTING LOCATION DURING TESTING HOURS,
IT CAN BE REACHED, ALSO, AT 530-671-7575 AFTER THE HOURS OF 7:30PM).


We look forward to seeing you at our facility!


Ajaipal S. Gill, M. D., Inc.
1215 Plumas Street, Suite 1800
Yuba City, CA 95991
530-749-9270
PATIENT INFORMATION:

Name: __________________________________
DOB: __________________ Sex: ____________
SSN: ___________________________________
Marital Status: M ___ S ___ D ___ Other: _____
(If necessary, messages regarding your health care
and appointments will be left at the home phone 
number you provide below, unless you advise us 
otherwise)
Home Phone: ____________________________
Cell: _______________ Work: ______________
E-mail: _________________________________
Address: ________________________________
City: _______________ State: ____ Zip: ______
Drivers Lic. # ____________________________
Employer: ______________________________
Occupation: _____________________________

PATIENT’S INSURANCE INFO:

Insurance Co. ____________________________
Name of policyholder: _____________________
Insured Address (if different than patient):
_______________________________________

2ND/ OTHER INSURANCE: (if any)

Insurance Co. ___________________________
Name of policyholder: ____________________

RESPONSIBLE PARTY:(if other than patient)

Name: __________________________________
Address: ________________________________
Employer: ______________________________
Phone: _________________________________
SSN: ___________________________________
PATIENT’S SPOUSE OR GUARDIAN:
__________________ Phone: ________________
      Spouse/Guardian
Address: ______________________________
City: ____________ State: ______ Zip: _____

EMERGENCY CONTACT: 

Name: ________________________________
Relationship: ___________ Phone: _________
Address: ______________________________
City: _____________ State: _____ Zip: _____

Life Time Assignment of Benefit/ Information Release/ Authorization to Treat:
I authorize payment of medical benefits to Ajaipal S. Gill M.D., Inc. for any services furnished. I understand that I am financially responsible for any amount not covered by my insurance carrier (payment for co-pays or deductibles are due at time of service). I authorize you to release my insurance company or its agent information concerning health care, advice, treatment or supplies provided to me. This information will be used for the purpose of evaluating and administering claims of benefits.
I authorize the interdisciplinary team to perform the treatments or procedures approved by my referring physician. I acknowledge and fully understand that no guarantees, either expressed or implied, have been made to me regarding the outcome of any treatments and/or procedures. I have been given the opportunity to ask questions regarding my diagnosis, treatment, and the necessary information to make a proper diagnosis for certain conditions.
I also acknowledge and understand that sleep testing procedures including set up and unhooking of the device is conducted under video monitoring as per practice guidelines and standards established by American Academy of Sleep Medicine.
I have received a copy of my Patient Rights and Responsibilities, Grievance procedure, and information regarding advance directives.
PATIENT OR GUARDIAN SIGNATURE:
______________________________________
Date: __________________




Ajaipal S. Gill M.D, Inc.





Ajaipal S. Gill M.D., Inc.
INITIAL QUESTIONNAIRE
Page 1 of 2
DATE____________________
Last Name_____________________ First Name _______________________ MI______________

Primary Care Physician______________________________________________________ 

Who referred you to Ajaipal S. Gill M.D. Inc.? ________________________________
Medication allergies (please list)_______________________________________________________
Medications: Please list the medications you are now taking: 
________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________

SLEEP HISTORY ________Height ________Weight 

What time do you usually go to bed? ____________a.m./p.m. ________________p.m./a.m. 

What time do you usually get up? ________________a.m./p.m. ________________p.m./a.m. 

Do you take naps? (YES) (NO) What time?_______________ How long?______________ 

How long have you had a sleep problem?___________________weeks/months/years 

How many nights per week do you have a sleep problem? ___________________ 

Do you waken during the night with the sensation of choking?_____________Gasping for breath?_______________ 

Do you wake up in the morning with a dry mouth? __________________ 
With a sore throat? ________________ 

On the average, how often do you wake up during the night? __________________ 

How many times in the night do you get up to urinate? ______________ 

Has there been any loss of short-term memory? (YES) (NO) Long term memory? (YES) (NO) 

Do you dream? (YES) (NO) Are you bothered by nightmares? (YES) (NO) 

Do you have breathing problems at night? (YES) (NO) If yes, describe ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Ajaipal S. Gill M.D., Inc.
INITIAL QUESTIONNAIRE
Page 2 of 2

Has anyone who has observed your sleeping commented on you having pauses in your breathing? ___________

Have you been told that your legs jerk repeatedly while you are asleep? (YES) (NO) 

Do you ever have an uncomfortable feeling in your legs at bedtime that is relieved only by moving your legs? (Y) (N) 

Do you have sleepy spells during the day? (YES) (NO) 

Have you ever had a motor vehicle accident or near-accident because of sleepiness? (YES) (NO) 

Do you find it difficult to fall asleep at night? (YES) (NO) 

Do you wake up in the night and then find it difficult to fall asleep again? (YES) (NO) 

Are you bothered by waking too early and not being able to get back to sleep? (YES) (NO) 

On the average, how long are you awake in the morning before you finally get up? __________ minutes 

On the average, how long do you actually sleep during the night? ________hours 


How likely are you to doze off or fall asleep in the following situations? Use the following scale to choose the most appropriate number for each situation:

0 = would never doze	2 = moderate chance of dozing 
1 = slight chance of dozing 					3 = great chance of dozing 

SITUATION 

Sitting and reading 						________________ 

Watching television						________________ 

Sitting inactive in a public place (theater or meeting)	________________ 

As a passenger in a car for an hour without a break		________________ 

Lying down to rest in the afternoon 				________________ 

Sitting and talking to someone 				________________ 

Sitting quietly after a lunch without alcohol 			________________ 

In a car, while stopped for a few minutes in traffic		________________


Ajaipal S. Gill M.D. Inc. 
Diplomat American Board of Internal Medicine, 
Pulmonary Medicine and Sleep Medicine
1215 Plumas Street, Suite 1800
Yuba City, CA 95991
530-749-9270
__________________________________________________________________________________________

AUTHORIZATION FOR THE USE AND DISCLOSURE OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION 

I hereby authorize the use or disclosure of my individually identifiable health information as described below. I understand that Ajaipal S. Gill M.D. Inc. takes no responsibility on behalf of a person or entity to whom the information is disclosed to comply with Federal Privacy Regulations.

1. Specific description of information that may be used/disclosed: 
MEDICAL RECORDS

2. The information will be used/disclosed for the following purpose(s): 
CONTINUANCE OF CARE

3. Persons/organizations authorized to use or disclose the information: 
Ajaipal S. Gill M.D. Inc. 

4. Persons/organizations authorized to receive the information: 
REFERRING PHYSICIAN / DURABLE MEDICAL EQUIPMENT PROVIDER

5. If the purpose of this authorization is to disclose health information to another party based on health care that is
provided solely to obtain such information, and I refuse to sign this authorization, the facility reserves the right to
deny that health care. 

6. I understand that I may inspect or copy the information used or disclosed. 

7. I understand that I may revoke this authorization at any time by notifying the facility in writing, except to the
extent that action has been taken in reliance on this authorization. 

8. I understand I have a right to request/receive a Notice of Privacy Practices from the facility. 

9. This authorization expires on [upon] ________________________ 

______________________________________ 	________________________________ 
Signature of patient or patient’s representative 				Date 
______________________________________ 	________________________________ 
Printed name of patient or patient’s representative 	Relationship to patient or representative’s authority to act for the patient, if applicable 


A copy of this signed form will be provided to the patient, if requested.





Ajaipal S. Gill M.D., Inc.
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. 

Our facility uses health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that you receive. Your health information is contained in a medical record that is the physical property of our facility. 

How We May Use or Disclose Your Health Information 

For Treatment. We may use your health information to provide you with medical treatment or services. For example, information obtained by a health care provider, such as a physician, therapist, nurse, or other person providing health services to you, will record information in your record related to your treatment. This information is necessary for health care providers to determine what treatment you should receive. Health care providers will also record actions take by them in the course of your treatment and note how you respond. 

For Payment. We may use and disclose your health information to others for purposes of receiving payment for treatment and services that you receive. For example, a bill may be sent to you or a third-party payor, such as an insurance company or health plan. The information on the bill may contain information that identifies you, your diagnosis, and treatment or supplies used in the course of treatment. 

For Health Care Operations.We may use and disclose health information about you for operational purposes. For example, your health information may be disclosed to members of the medical staff, risk or quality improvement personnel, and others to: 
• evaluate the performance of our staff; 
• assess the quality of care and outcomes in your cases and similar cases; 
• learn how to improve our facilities and services; and 
• determine how to continually improve the quality and effectiveness of the health care we provide. 

Appointments. We may use your information to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. 

Required by law. We may use and disclose information about you as required by law. For example, we may disclose information for the following purposes: 
• for judicial and administrative proceedings pursuant to legal authority; 
• to report information related to victims of abuse, neglect or domestic violence; and 
• to assist law enforcement officials in their law enforcement duties; 

Public Health. Your health information may be used or disclosed for public health activities such as assisting public health authorities or other legal authorities to prevent or control disease, injury, or disability, or for other health oversight activities. 

Decedents. Health information may be disclosed to funeral directors or coroners to enable them to carry out their lawful duties.

Health and Safety. Your health information may be disclosed to avert a serious threat to the health or safety of you or any other person pursuant to applicable law. 

Government Functions. Your health information may be disclosed for specialized government functions such as protection of public officials or reporting to various branches of the armed services. 

Workers’ Compensation. Your health information may be used or disclosed in order to comply with laws and regulations related to Workers’ Compensation. 

Other uses. Other uses and disclosures will be made only with your written authorization and you may revoke the authorization except to the extent our facility has taken action in reliance on such. 

Your Health Information Rights 
You have the right to: 
• request a restriction on certain uses and disclosures or your information as provided by 45 C.F.R. §164.522; however, our facility is not required to agree to a requested restriction; 
• obtain a paper copy of the notice of information practices upon request; 
• inspect and obtain a copy of your health record as provided for in 45 C.F.R. §164.524; 
• request that your health record be amended as provided in 45 C.F.R. §164.526; 
• request communications of your health information by alternative means or at alternative locations; and 
• receive an accounting of disclosures made of your health information as provided by 45 C.F.R. §164.528. 

Concerns/Complaints 
You may complain to our facility and/or to the Department of Health and Human Services if you believe your privacy rights have been violated. You will not be retaliated against for filing a concern. To register a concern with our facility, please contact the Managing Employee or complete and return a Patient Concern Form to our facility. 

Our Obligations 
Our facility is required by law to: 
• maintain the privacy of protected health information; 
• provide you with this notice of its legal duties and privacy practices with respect to your health information; 
• abide by the terms of this notice; 
• notify you if we are unable to agree to a requested restriction on how your information is used or disclosed; 
• accommodate reasonable requests you may make to communicate health information by alternative means or at alternative locations; and 

We reserve the right to change its information practices and to make the new provisions effective for all protected health information it maintains. Revised notices will be made publicly available and posted at the facility. 

Contact Information 
If you have any questions or complaints, please contact:  530-749-9270



By signing this document, I acknowledge that I have received a copy of Ajaipal S. Gill M.D., Inc.
Notice of Privacy Practices. 

__________________________________________________________________________________________
Name (Print) 					Signature 					Date



Ajaipal S Gill, M.D., Inc.
Patients’ Rights and Responsibilities 

We are committed to serving you with compassion, care, skill, and respect. Ajaipal S. Gill M.D., Inc.
does not discriminate on the basis of sex, age, creed, race or national origin. As one of our patients, you have choices, rights and responsibilities. 

You have the RIGHT: 
• to be treated with dignity and respect 
• to know the names and professional status of people serving you 
• to privacy 
• to confidentiality of your records 
• to receive accurate information about your health-related concerns 
• to know the effectiveness, possible side effects and problems of all forms of treatment 
• to participate in choosing a form of treatment 
• to receive education and counseling 
• to consent to, or refuse, any care or treatment 
• to select and/or change your health care provider 
• to review your medical records with a clinician 
• to file a concern or grievance 
• to fair and humane treatment 
• to information about services and any related costs 
• to self-determination; including the right to make choices about life-sustaining treatment 

You also have the RESPONSIBILITY: 
• to seek medical attention promptly 
• to be honest about your medical history 
• to ask about anything you do not understand 
• to follow health advice and medical instructions 
• to report any significant changes in symptoms or failure to improve 
• to respect clinic policies 
• to keep appointments or cancel in advance 
• to seek non-emergency care during regular business hours 
• to provide useful feedback about services and policies. 

_____________________________ ______________
  Signature 				 Date

                                                      Ajaipal S Gill, MD. Inc.

PATIENT COMPLIANT/ GRIEVANCE PROCESS

It is the policy of Ajaipal S Gill, M.D., Inc. to provide for a systematic approach to resolving conflicts that may arise concerning the care of a patient. Patients have the right to communicate complaints regarding the care received, to have those complaints investigated and when possible, resolved. Patient complaints will in no way affect future access to health care. Any patient and/or designated representative, who present a conflict in the care the patient is receiving, shall be encouraged to address that issue with the Practice/ Facility Office Manager/ compliant officer. If patient designated representative wishes to file a complaint/grievance, they may contact the Compliant Officer/ Office Manager at 530-749-9270.


Advance Directives
Available Fee on Line
www.uslivingwillregistry.com

Click on – Advance Directive Forms, Click on – California Print
	


Ajaipal S. Gill M.D., Inc.
1215 Plumas Street, Suite 1800
Yuba City, CA 95991
530-749-9270


CANCELLATION AND RESCHEDULE POLICY


All study patients scheduled or to be scheduled will be subject to this updated cancellation and rescheduling policy. 

All cancellations and reschedules done within 72 hours of the scheduled study will be subject to a $75.00 fee.

All cancellations and reschedules done within 48 hours of the scheduled study will be subject to a $125.00 fee. 

If a cancellation or reschedule is not done and the patient is a no show to the scheduled test, a fee of $175.00 will be assessed. 

These amounts will not be billed to any third party or private insurance and will be the sole responsibility of the patient scheduled to be tested. Last minute reschedules and no shows have a larger financial impact to the center as it is difficult to fill a spot for a test in less than 72 hours, thus raising overhead and costs to other patients.  This policy will help defer some of those costs, while allowing a continued superior patient experience, and outstanding quality of service and testing. 

Thank you. 

Management.



Patient/ Guardian Name: ______________________________________________________

Patient/Guardian Signature: ___________________________________________________

Date: ____________________ 






