
          
	
  

	
  
	
  
	
  
Patient  Screening 
Education    
Patient  Take Home 
Date of HST___________ 
 
Device Returned    	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
Schedule for HST results 
 
Negative    Mi ld/Moderate   Severe 
 

	
  
	
  
	
  

Patient’s History         Yes   No 
 

Name_____________________________Neck Size_____________Age______________ 
 
Height__________________Weight___________DOB____________Gender:FEMALE 
 
Address__________________________________Zip Code_______Tel._____________ 
 
Insurance Carrier_________________________Card #__________________________ 
 

E-Mail Address__________________________________AHI_______________________ 
 

Check List: Visit One 
Family members present            Yes   No 
 
o Doctor consults patient on OSA  
Notes:_______________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________  
 



	
  
 
SLEEP APNEA PATIENT CONSENT 
The patient is responsible for returning the device in the same condition as it was received. The patient understands that they 
liable for any damage, loss or failure to return the above device on the assigned return date: ____/_____/______.  Failure to 
comply may result in the assessment of a late charge. 
 
Sleep Apnea and the Sleep Apnea test have been explained to me. I hereby consent to take a home sleep test for sleep apnea 
provided by this medical center.  
 
 
 

Print  Name:        Date: 
 
Signature: 
 

Study date*       Time you fell asleep*

Typical duration of sleep*      Duration of sleep*

Current medications*

Main sleep complaint*

       Snoring

       Witnessed apnea (cessation of breath while sleeping)

       Excessive daytime sleepiness 

       Other (explain in detail)

Medical history*

*Required information

Post Sleep Questionnaire
To be completed after patient's home sleep test


