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Informed Consent for Services

Consent For Treatment: | (name) voluntarily consent to
evaluation, treatment, diagnostic testing and therapy, which my physician and/or his/her
designees determine to be necessary. | understand that the practice of medicine is not an exact
science and | acknowledge that no guarantees have been made to me as a result to
examination or treatment in this facility. | have received the Understanding Your Sleep Study
document and | understand the risks inherent to diagnostics and treatment.

Use of Medical Records in Research: | authorize the use of my medical records for medical
or scientific research. | may disagree with the use of my medical records for this purpose by
crossing through this paragraph and initialing in the left margin.

Consent for Personnel in Training: | am aware that patients at this facility may be attended
by medical, nursing, and other health care personnel in training, who may be present during
patient care as part of their education.

Consent for Photos: | consent to the taking of a video record for medical record
documentation and diagnostic purposes.

Consent for Release of Information: | consent to the release of information about my medical
condition to any health care provider involved with my current treatment. | understand that
facility personnel may release the fact that | am presently a patient here, without disclosing
confidential information, so that | may receive phone calls.

Insurance Consent: | request that payment of authorized benefits be made to NorthStar
Medical Specialists and the facility’s participating physicians for any services furnished to me. |
authorize this facility to release to Medicare and/or accident or health insurer, medical or
financial information as needed for claims processing, fraud investigation or quality of care
review and studies. | understand that | may revoke this consent for release of information at
any time by notifying the facility in writing, but such revocation will not apply to information
previously released.

Grievance procedure: | acknowledge that the Operations Director and Medical Director make
themselves readily available to discuss my concerns or questions | may have. | acknowledge
that if | have a grievance of any kind, | have the right to utilize the Section 504 Grievance
Procedure, posted in the facility lobby.

Patient Signature (or legal representative)  Relationship to patient Date

Reason patient is unable to sign consent: ___ (minor) ___ (physical or mental disability) __(other)

Reproducing, duplicating, selling, transforming or modifying any of the content on this form is strictly
prohibited without the direct written approval from NorthStar Associates, PLLC.
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Patient Registration

Patient’s full name: Social Security Number:

Mailing Address: Apt#: Birthdate:_ [/ /
City/State/Zip: Email:

Home Phone#: Work Phone#: Sex: Age:
Language: Race: Ethnicity:

In case of emergency, contact: Phone#:

Relationship to patient: Spouse’s Employer:

Referring physician: Primary care physician:

Reason for referral:

How did you hear about NorthStar Medical? (circle one below)

Doctor referral / Friend/family referral / Newspaper / Radio / Other

Name of Primary Insurance Company:

Subscriber’'s name: Date of Birth:

Subscriber’s relationship to patient:

Subscriber’s #: Group #:

Name of Secondary Insurance Company:

Subscriber’'s name: Date of Birth:

Subscriber’s relationship to patient:

Subscriber’s #: Group #:




Social History

Occupation: Employer:

Shift worker? Yes No Whatshift?

Work status: CIFull-time O Part-time CIRetired CDUnemployed [1Self-employed [ODisabled 1 Student
Marital status: [1Single O Married OOWidowed [ Divorced O Partner

Steady partner? OYes [ONo

Do you and your partner sleep in the same room? [0 Yes O No

Number of children:

Do you live alone or with others? [ Alone O With others

Exercise Level: [ None O Occasional O Moderate [0 Heavy

Smoking Status: CINever [ Current smoker [0 Current occasional smoker
1 Previous smoker OUnknown

Smoking quantity: 01 PPW 02 PPW 0¥ PPD 0 Y PPD
Oi1PPD O 2PPD O3PPD+ Has smoked since:

Chewing tobacco: O None [Oltime/Day [2-4times/Day [5 or more times/Day
Alcohol intake: [ONone [Occasional [1Moderate [IHeavy
Alcohol years of use:

llicit drug use:

Caffeine-containing beverages consumed on a typical day:

Coffee Tea Soda

Time you would typically consume your last caffeinated drink? am/pm

Family History

O Alcohol/Substance Abuse O Heart Attack

O Alzheimer’s Disease 0 High Cholesterol

0 Asthma 1 Hypertension

[0 Bleeding Disorders 0 Insomnia

OCAD O Kidney Disease
LICancer U Liver Problems
LCOPD L1 Obesity

O Dementia O Osteoporosis

O Depression O Restless Legs Syndrome
ODiabetes OO0 Rheumatoid Arthritis
O Endocrine Problems 0 Sleep Apnea

O Epilepsy/Seizures O Stroke

Other:




Past Medical History

U Anxiety Disorder

O Arthritis

0 Asthma

[ Atrial Fibrillation

O Cancer

O Cardiac Arrhythmias

O Cardiomegaly

O Congestive Heart Failure
OCOPD

O Coronary Artery Disease
O Depression

U Diabetes

O Diverticulitis

O Fibromyalgia

[0 GERD/Acid Reflux
OGlaucoma

U Gout

L Head Injury

Other:

O Heart Disease

O High Cholesterol

O Hypertension

0 Hypothyroidism

O Insomnia

O Kidney Disease

O Kidney Stones

O Liver Disease

[ Obstructive Sleep Apnea
01 Osteoporosis

O Polycystic Ovarian Disease
U Pulmonary Embolism

[0 Restless Legs Syndrome
O Snoring

[ Stroke

O Tuberculosis

U1 Vitamin D Deficiency

Surgical History

O Adenoid Surgery

0 Amputation

[0 Angioplasty

O Appendectomy

O Arthroscopic Surgery
OBack Surgery

O Breast Biopsy

L1 Breast Surgery

O Bronchoscopy
OCABG

[ Caesarian Section

O Cancer Surgery

[ Carotid Endarterectomy
[ Cataract Surgery

O Cholecystectomy

0 Colonoscopy

O Colposcopy

O Ear Tube

0 Eye Surgery

Other:

[ Flexible Sigmoidoscopy
[0 Gastric Bypass

[0 Hemorrhoidectomy

O Hernia Repair

1 Hysterectomy

O Joint Replacement

O Knee Surgery

COLEEP

O Lumpectomy

L Mastectomy

U Prostate Surgery

0 Reconstructive Surgery
0 Rhinoplasty

[ Septoplasty

[ Sleeve Gastrectomy

U1 Splenectomy

U Thyroid Surgery

O Tonsillectomy

0 Tubal Ligation

Special Needs

Please notify our office immediately if you have specific assistance requirements. This includes, but
is not limited to: sight, hearing, mental health, and physical disabilities.

NorthStar Medical Specialists has specific policies in place to accommodate your needs while
protecting the health and well being of other patients. If you require a service animal, please notify
our office immediately.



Sleep Habits

Weekday bedtime: ___am/pm Weekday awaken time: ___am/pm Do you use an alarm? Yes No
Weekend bedtime: __am/pm Weekend awaken time: __am/pm Do you use an alarm? Yes No
Do you notice any seasonal changes in sleep and mood between summer and winter? Yes No

Please describe:

How many times do you awaken on a typical night?
Do you have difficulty falling back to sleep after awakening? Yes No

Causes for awakenings: (circle all that apply)

L1 Snoring O Nightmares O Full bladder 1 Bedroom noise

U worry U pain U Thirst/hunger U Bed partner

Ll Headache 0 Heartburn 0 Choking/gasping U1 Night sweats
Other:

Do you nap intentionally? Yes No
If so, how many times per week? What time of day? How long?

Describe your usual bedtime routine for the hour or two hours before bedtime:

How likely are you to doze off or fall asleep (not just feel tired) in the following situations? 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 circle the most appropriate
response for each situation.

Activity No Slight | Moderate High
Chance | chance chance chance
Sitting and reading. 0 1 2 3
Watching TV. 0 1 2 3
Sitting inactive in a public place (like a
. 0 1 2 3
theater or a meeting).
Riding as a passenger in a car for about an
) 0 1 2 3
hour without a break.
Lying down to rest in the afternoon when
: . 0 1 2 3
circumstances permit.
Sitting and talking to someone. 0 1 > 3
Sitting quietly after lunch without having had
0 1 2 3
any alcohol.
In a car while stopped for a few minutes in 0 1 > 3
traffic

(For provider only — Score: )

How would you rank the intensity of your snoring on a scale of 0-5, with 0 being “no snoring”
and 5 being "earth shattering” ?



How often do you experience Almost | Rarely Some | Often (2-4 | Almost
each of the following? never (oncea | (oncea | timesa Every
(circle your response) month) | week) week) Night
| have trouble falling asleep. 0 1 2 3 4
| wake up during the night and have difficulty
. 0 1 2 3 4
getting back to sleep.
I have frequent awakenings at night but no
o X 0 1 2 3 4
difficulty returning to sleep.
| wake up too early in the morning and am
0 1 2 3
unable to get back to sleep.
| have difficulty waking in the morning. 0 1 2 3
| do not get enough sleep. 0 1 2 3 4
| am sleepy during the day. 0 1 2 3 4
Daytime fatigue is a problem for me. 0 1 2 3 4
Snoring. 0 1 2 3 4
| wake up choking or gasping from sleep. 0 1 2 3 4
| wake up with dry mouth. 0 1 2 3 4
| wake up with sore throat. 0 1 2 3 4
Morning headaches. 0 1 2 3 4
Nasal/sinus congestion. 0 1 2 3 4
| wake to urinate 2 or more times per night. 0 1 2 3 4
| wake up with shortness of breath. 0 1 2 3 4
Heartburn interfering with sleep. 0 1 2 3 4
Grind teeth while sleeping. 0 1 2 3 4
Nightmares 0 1 2 3 4
Sleep walking. 0 1 2 3 4
Sleep talking. 0 1 2 3 4
Acting out dreams. 0 1 2 3 4
Kicking/jerking of legs while sleeping. 0 1 2 3 4
Restlessness or discomfort in legs. 0 1 2 3 4
Hallucinations W_hen falling asleep 0 1 2 3 4
or upon awakening.
Momentary complete paralysis when falling
; 0 1 2 3 4
asleep or upon awakening.
While awake, | have episodes of muscle 0 1 2 3 4

weakness brought on by strong emotion.
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HEALTH HISTORY REVIEW OF SYMPTOMS

Constitutional

No

Yes

Notes

Musculoskeletal

No

Yes

Notes

Fever? Muscle aches?

Night sweats? Muscle weakness?
Weight loss? Arthralgias/joint pain?
Weight gain? Back pain?

Eyes Swelling in the extremities?
Glaucoma? Skin

Dry eyes? Abnormal mole?
Irritation? Jaundice?

Vision changes? Rashes?

Ears Itching?

Difficulty hearing? Dry skin?

Ear pain Growths/lesions?
Nose Neurological

Frequent nose bleeds?

Loss of consciousness?

Nose/sinus problems? Weakness?
Mouth/Throat Numbness?
Sore throat? Seizures?
Bleeding gums? Dizziness?

Snoring?

Waking up with headaches?

Dry mouth?

Frequent or severe headaches?

Mouth ulcers?

Migraines?

Oral abnormalities?

Restless legs?

Teeth problems?

Psychological

TMJ? Anxiety?
Cardiovascular Depression?
Chest pain? Endocrine
Known heart murmur? Fatigue?

Light headed upon standing?

Increased thirst?

Rapid or irregular heartbeat?

Hair loss/growth?

Respiratory

Cold intolerance?

Cough? Hematologic/Lymphatic
Wheezing? Swollen glands?
Shortness of breath? Bruising?

Coughing up blood? Excessive bleeding?
Sleep apnea? Anemia?

Gastrointestinal

Allergy/Immunologic

Abdominal pain?

Runny nose?

Normal appetite?

Sinus pressure?

Diarrhea? Itching?

Acid reflux? Hives?

Black or tarry stools? Frequent sneezing?
Nausea? Seasonal allergies?

Genitourinary

Other allergies? (Tape, latex, etc.)

Incontinence?

Other:

Difficulty urinating?

Urinary loss of control?

Blood in urine?

Frequent urination?
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Authorization to Use or Disclose Protected Health Information

Patient name: Date of birth:

Previous name:

I My Authorization - NorthStar Medical Specialists may use or disclose the following health care information (check
all that apply):
o All health care information in my medical record
o Health care information in my medical record relating to the following treatment or condition:

o Health care information in my medical record for the date(s):
o Other (e.g., X-rays, bills)—specify date(s):

Uses and Disclosures Requiring Specific Authorization
You may use or disclose health care information regarding testing, diagnosis, and treatment for (check all that

apply):
o HIV/AIDS o Sexually Transmitted Diseases
o Mental Health or lliness o Drug and/or Alcohol Abuse

o Reproductive Care (minors only)

Minors — a minor patient’s signature is required in order to disclose information related to reproductive care,
sexually transmitted diseases (if age 14 and older), HIV/AIDS (if age 14 and older), drug and/or alcohol abuse (if
age 13 and older), and mental health or illness (if age 13 and older).

You may disclose this health care information to:
Name (or title) and/or organization of persons:

Name (or title) and/or organization of persons:

Name (or title) and/or organization of persons:

Name (or title) and/or organization of persons:

This authorization ends:

o on (date):

o when the following event occurs:

o in 90 days from the date signed (if disclosure is to a financial institution or an employer of the patient for
purposes other than payment)

o This authorization does not have a term date

Il. My Rights
1. lunderstand that | do not have to sign this authorization in order to get health care benefits (treatment,
payment, enrollment, or eligibility for benefits). However, | do have to signh an authorization form:
+ to receive research-related treatment in connection with research studies or
+ to receive health care when the purpose is to create health care information for a third party.

Reproducing, duplicating, selling, transforming or modifying any of the content on this form is strictly prohibited without
the direct written approval from NorthStar Associates, PLLC.



2. |1 may revoke this authorization in writing at any time. If | do, it will not affect any actions taken by NorthStar
Medical Specialists in reliance on this authorization before it receives my written revocation. | may not be able
to revoke this authorization if its purpose was to obtain insurance. Two ways to revoke this authorization are:
+Fill out a revocation form—a form is available from NorthStar Medical Specialists or
*Write a letter to NorthStar Medical Specialists

lll.  Protection after Disclosure. | understand that once my health care information is disclosed, the person or
organization that receives it may re-disclose it and that privacy laws may no longer protect it.

Patient or legally authorized individual signature Date Time

Printed name (if signed on behalf of the patient) Relationship (parent, legal guardian, personal representative)

Minor patient’s signature, if applicable Date Time
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Billing and Financial Policies

Our goal is to provide you with high-quality and efficient care, and maintain a good physician patient relationship.
There are many details involved in the process of obtaining payment for the services you receive. In order for us to
maintain a smooth process, it is essential that you understand our office policy and what both our responsibilities are.

Upon scheduling and registration we require you to provide your medical insurance card (if you have coverage), photo
identification and contact information. If you receive health benefits through a spouse, partner or parent, we require
you to provide that person’s information as well. Our billing process works better if you provider social security
numbers as well.

Health Insurance Cards: Upon arrival for each appointment, our team will ask to verify your insurance information
and will ask to see your insurance card upon check-in. Please bring your card to every appointment, and notify our
office of any changes. Intentionally failing to notify us of changes to your insurance coverage may constitute in fraud,
and we may be obligated to report such behavior to the authorities. We will not engage in any fraudulent practices
under any circumstances.

Health Insurance Plans: It is your responsibility to understand the provisions and policies of your health insurance
plan and coverage. Our office is happy to assist you with questions on your benefits however our team cannot be
expected to know the details of your particular plan, as we see several plans in our clinic. We recommend contacting
your carrier prior to receiving services in order to verify your coverage level and responsibilities.

Authorizations: You are responsible to obtain all necessary referrals, pre-certifications or other required
documentation prior to your appointment. If an authorization is not obtained or on file, you will be responsible to pay
for services not covered due to no authorization on file.

Copayments: It is our responsibility, as detailed by the terms of our contract with health insurance companies, to
collect any co-payment due at the time of your appointment. Please have your payment ready at check in. Co-
payments that are not made at the time of service are subject to a processing fee of $10 (with exceptions to Medicare
and diagnostic testing).

Balances and/or Deductibles: It is our responsibility to bill you for any portion of your treatment that your health
insurance carrier assigns to your responsibility. Patient balances are billed immediate on receipt of your insurance
plan’s explanation of benefits. Payments are due immediately after receipt of your bill.

Payment Arrangements: Please contact our office if you are unable to pay your balance in full. If previous payment
arrangements have not been made with our office, any account balance outstanding over 60 days will be forwarded to
a collection agency. Accounts that are turned over are subject to a $35 processing fee.

Returned Checks: A $25 fee will be charged for any checks returned for insufficient funds. This charge is not
covered by your insurance and the fee will be treated the same as our policy for unpaid balances.

Self-Pay Patients: If you do not have health insurance, or we are not contracted with your plan, we offer a
discounted cash pay rate. Payment is due at time of service for all office visits; however, for some diagnostic testing
and programs, a deposit is required in advance for self-pay patients.

| have read and fully understand the financial policy of NorthStar Medical. | agree to comply with all the above
policies and accept responsibility for any payment due as outlined above.

Signature of Patient: Date:

Reproducing, duplicating, selling, transforming or modifying any of the content on this form is strictly prohibited without the direct written
approval from NorthStar Associates, PLLC.
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Cancellation Policy

Thank you for choosing NorthStar Medical Specialists to help you achieve a better quality of life. In the
interest of conserving your time, we will make every effort to stay on schedule. Your time is valuable and
except for emergency treatment of another patient, you can expect us to be prompt.

We understand there are times when it is unavoidable to cancel an appointment, and your call before the
appointment during business hours is appreciated.

When you schedule an appointment, that time has been set aside just for you. There will be a charge for
appointments cancelled with less than sufficient notice. No-show and late cancellation fees must be paid
before future appointments can be scheduled.

NorthStar Medical Specialists utilizes an automatic reminder call system for upcoming appointments.
This call is a courtesy to remind patients of their next appointment at our office 48 hours in advance.
Please be advised that patients are still responsible for attending their appointment whether or not they
hear their reminder call. In addition, failure to use the “confirm” option during the call does not cancel
your appointment. All appointments must be cancelled with the front desk personnel during business
hours.

We will hold your appointment for 15 minutes after your scheduled start time for any appointments
scheduled to last 30 minutes or more. For appointments scheduled for 15 minutes, we can only hold your
appointment for 5 minutes after the scheduled start time. If you arrive late on the date of your
appointment, you may be asked to reschedule; however, we will do our best to provide an excellent
session with the remaining time. High standards of patient care depend upon equal treatment and
consideration; therefore sessions must begin and end on time.

The cancellation/no-show fee schedule is as follows:

48-Hour Notice Required for all Appointment Cancellations:

Physician and physician assistant appointments — 30+ minutes $75
Physician and physician assistant appointments — 15 minutes $50
Clinician appointments $45
Respiratory therapy session $45
Overnight sleep study appointments $250

Please note, calls to cancel appointments should not be left on the office voice mail within the
minimum time frame in attempt to avoid the cancellation fee. Doing so may result in a lapse of the
48-hour notice. If you have any questions or concerns, please do not hesitate to contact our office at
(360) 676-1696. Thank you!

I have read and fully understand NorthStar Medical Specialists’ Cancellation Policy.

Signature Date
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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.

The privacy of your medical information is important to us. At NorthStar Medical Specialists, we respect your privacy. We
understand that your personal health information is very sensitive. We will not disclose your information to others for non-permitted
uses and disclosure unless you tell us to do so, or unless the law authorizes or requires us to do so.

The law protects the privacy of the health information we create and obtain in providing care and services to you. Your protected
health information includes your symptoms, diagnoses, and treatment, health information from other providers, and billing and
payment information relating to these services. Federal and state law allows us to get authorization to disclose this information for
payment purposes.

Use and disclosure of protected health information for treatment, payment, and health operations, to remind you,
notification of family, for public health and safety, and other uses as noted below.

For Treatment: Information obtained by a therapist, physician, technologist, or other member of our health care team will be
recorded in your medical record and used to help decided what care may be right for you.

We may also provide information to others providing your care to help them stay informed about your care.

For Payment: We request payment from your health insurance plan. Health plans need information from us about your
medical care. Information provided to health plans may include your diagnoses; procedures performed, or
recommended care.

For Health Care Operations:
e  We use your medical records to assess quality and improve services.
e We may use and disclose medical records to review the qualifications and performance of our health care
providers and to train our staff.
e We may contact you to remind you about your appointments and give you information about treatment
alternatives or other health related benefits and services
¢ We may contact you to raise funds.
e  We may use and disclose your information to conduct or arrange for services including:
»  Medical review by your health plan;
»  Accounting, legal, risk management, and insurance services;
»  Audit functions, including fraud and abuse detection and compliance programs.

To remind you:

We may remind you by phone, voicemail, or mail, that you have a health care appointment with us, or request that you call us
regarding your health care. You have the right to request we contact you at an alternative addressor phone number. If you request
this, we will contact you at the alternative location, as requested.

Notification of family and others:

We may disclose your private health information to a “personal representative” (a person who is legally authorized to make health
care decision on your behalf, such as a parent of a minor child).

In addition, we may disclose health care information about you to assist in disaster relief efforts.

You have a right to object to this use or disclosure. If you object, we will not disclose it.

For public health and safety purposes as required by law:
» to prevent or reduce a serious, immediate threat to the health of a person or the public
»  to public health and legal authorities
»  to protect public health and safety
»  to prevent or control disease, injury, or disability
»  to report vital statistics such as births or death
To report suspected abuse or neglect
To the Food and Drug Administration relating to problems with products
In the course of judicial/administrative proceedings
For law enforcement purposes
To correction institutions if you are in jail
With approved medical researchers



To comply with workers compensation laws

For health and safety oversight activities, e.g., shared health information with the Department of Health
For disaster relief purposes

For work related conditions that could affect employee health

To the military authorities, U.S. and foreign

To funeral directors/coroners consistent with applicable laws

For specialized government functions such as national security purposes

Other uses and Disclosure of protected health information
Uses and disclosures not in this notice as allowed and required by law, or with your written authorization

Our Responsibilities

We are required to:

. Keep your protected health information private;

e  Give you this notice;

e  Abide by the terms of this notice.
We have the right to change our practices regarding the protected health information we maintain. If we make changes, we will
update this Notice. You may receive the most recent copy of this Notice by calling and asking for it, or by visiting us at NorthStar
Medical Specialists to pick one up.

Your Health Information Rights

The health and billing records we create and store are the property of NorthStar Medical Specialists. The protected health
information in your file, however, generally belongs to you. You have a right to:

e Receive, read, and ask questions about this notice;

e  Ask us to restrict certain uses and disclosures. You must deliver this request in writing to us. We are not
required to grant the request, but if we decide to, we will comply with any request granted;

. Request and receive from us a paper copy of the most current Notice of Privacy Practices for Protected Health
Information (“Notice”);

¢  Request that you be allowed to see and get a copy of your protected Health information, you may make this
request in writing.

e Have us review a denial of access to your health information - except in certain circumstances;

e  Ask us to change your health information. You may give us this request in writing. You may write a statement of
disagreement if your request is denied. It will be stored in your medical records, and included with any release
of your records;

e When you request, we will give you a list of disclosures of your health information. The privacy rule does not
require accounting of disclosure to covered entities for treatment, payment, or health care operations, to the
individual (or representative), to persons involved in the individual’s health care, or payment for health care,
pursuant to an authorization, of a limited data set, for nation security purposes, to law enforcement officials in
certain circumstances, incident to otherwise permitted or required uses or disclosures;

e  Ask that your health information be given to you by another means, or at another location. Please sign, date,
and give us your request in writing;

e  Cancel prior authorizations to use or disclose your health information by giving us a written revocation. Your
revocation does not affect information that has already been released. It also does not affect any action taken
before we have it. Sometimes you cannot cancel an authorization if its purpose was to obtain insurance;

For help with these rights during normal business hours, please contact our Privacy Manager at NorthStar Medical Specialists.

To ask for help or complain

If you have questions, want information, or want to report a problem about the handling of your protected health information, you
may contact our Privacy Manager at NorthStar Medical Specialists.

If you believe your privacy rights have been violated, you may discuss your concerns with our Privacy Manager. You may also
deliver a written complaint to the Privacy Manager at NorthStar Medical Specialists. You may also file a complaint with the US
Secretary of Health and Human Services.

We respect your right to file a complaint with us, or the US Secretary of Health and Human Services. If you complain, we will not
retaliate against you.

While you participate in your treatment at NorthStar Medical, some of your activities and treatments will be conducted in a group
setting. As a result, some of your protected health information may be discussed with you in the group setting. Please sign below if
you agree.

Patient Signature Date and Time

Printed Name
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Understanding Your Sleep Study

Introduction: Your physician has determined, or will determine by polysomnography (all night study of your
sleep patterns), that your throat may become obstructed during sleep (obstructive sleep apnea). Some
people obstruct more than others and require treatment. There are several modalities of treatment. If you
show signs of sleep apnea, a trial of CPAP therapy will be initiated.

Procedure: To produce the CPAP effect, a small, soft cushioned mask will be placed over your nose and will
rest on your face. It will not cover your mouth or eyes. A flow of air is supplied into the mask and a
resistance valve is attached to the line, creating a small positive pressure in your nose and throat. You are
free to breath through your mouth or nose. Breathing through your nose produces the optimal flow.

Monitoring: In order to monitor the effectiveness of the Nasal CPAP mask, a polysomnography test will be
performed. The technician will attach monitoring electrodes to your scalp using either a paste or glue-like
substance that is easily removed after the test. Tape is used to attach other electrodes to the skin around
your eyes, on your chin, and on your legs. The various electrodes will monitor brain waves and muscle
movements you make during the night.

Additional electrodes will be attached to your chest to monitor your heart rate. An elastic band will be
wrapped around your waist in order to monitor abdominal movements during breathing. A small cannula,
which monitors air movements, will be placed under your nose and in the front of your mouth. A finger clip is
used to measure oxygen saturation of your blood.

After all these devices are attached, the wires will be connected to a box at the head of the bed and you will
be allowed to go to bed and sleep.

Should your physician wish to determine the utility of supplemental oxygen during sleep, an oxygen line will
be attached to your mask to provide oxygen to you. This procedure will help your physician determine
whether supplemental oxygen would be of help to your breathing problems during sleep.

Once the study has begun, if you awaken and need to use the bathroom or get out of bed for any reason, you
must call the technician. The wires to the jack box will restrict you from getting up without assistance. There
is an intercom in the sleep room that is connected directly to the technologist room. To alert the technologist,
simply speak and they will respond. Should you not get a response right away, continue to call. Please DO
NOT attempt to detach yourself and get up without assistance. An attempt to do so could result in injury to
you or damage the equipment. You may discontinue the CPAP or sleep study at any time just by asking the
technologist to do so.

Benefits: If the CPAP is successful, you may be relieved of most of the upper airway obstruction and
possible hazardous effects of such an obstruction. If used according to your physician’s orders, the CPAP
system may delay or prevent the need for surgical intervention.

Risk: Certainly, risks do exist although none have been reported in previous studies. If you increase the
pressure in the airway, it is possible to transfer some of this pressure to the cardiovascular system (heart and
blood vessels) thus, decreasing the pumping ability of the heart. It is also possible to have this pressure
applied to the lungs. In rare circumstances, a person may have a weakened spot in the lung tissue and the
air will leak out (pneumothorax). However, these risks will usually occur only with higher levels of CPAP than
those in your study.

Although rare, there can be cardiac risks associated with CPAP treatment. However, CPAP treatment usually
has either no impact or improves cardiac function.

Reproducing, duplicating, selling, transforming or modifying any of the content on this form is strictly prohibited without the direct
written approval from NorthStar Associates, PLLC.
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