. Saint Francis
" Hospital - Memphis
Steep Center

5959 Park Avenue
Memphis, 'Tennessee 38119

Office (901) 765-2751
Fax (901) 765-2733

Dear Patient:

We are looking forward to seeing you for your sleep study evaluation. We have
enclosed some paperwork to expedite your visit with us and to help the doctor with
this evaluation. Please fill these out with black ink only and bring them with you,
along with your insurance card. If your insurance requires a referral we will
automatically have one from your primary care physician. You will be responsible
for paying your co-pay at the time of the visit. We do not accept credit cards. If you
are unable to keep this appointment, please call us 48 hrs in advance.

Your sleep study will be scheduled after the evaluation. Your sleep study will be
made available to the referring physician approximately 10 days from the date of
the study.

Our sleep evaluations are held inside the hospital. Come through the front main
entrance, get on the first set of clevators next to the gift shop and come to the 7"
floor. You will need to press the black call button at the entrance of the paticent
arca. The Sleep Center is at the left end of the floor in room 737. Do Not come
more than 15 minutes before your scheduled time. Do Not bring children unless
they have someone to supervise them.

Sincerely,
Dr. William 1. Mariencheck, M.D.

Appt. Date Time
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Saint Francis Hospital, Saint Francis Nursing Home, Saint Francis Senior Healthcare Center, and Total Care Imaging Center

NOTICE OF PRIVACY PRACTICES
Version No. 2 — December 8, 2003

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.

I. Who Presents this Notice

This Notice describes the privacy practices of Saint Francis Flospital and related entities (the “Hospital”) and members of its workforce, as well as the
physician members of the medical staff and allied health professionals who practice at the Hospital. The Hospital and the individual health care
providers together are sometimes called “the Hospital and Health Professionals™ in this Notice. While the Hospital and Health Professionals cngage in
many joint activities and provide services in a clinically integrated care setting, the Hospital and Health Professionals each are separate legal entities.
This Notice applics to services furnished to you at Saint Francis Hospital, Saint Francis Nursing Home, Saint Francis Senior Healthcare Center, and
Total Care Imaging Center as a Hospital inpatient or outpatient or any other services provided to you in a Hospital-affiliated program involving the use
or disclosure of your hcalth information.

I. Privacy Obligations

The Hospital and Health Professionals each are required by law to maintain the privacy of your health information (“Protected Health Information™ or
“PHI") and to provide you with this Notice of legal duties and privacy practices with respect to your Protected Health Information. When the Hospital
and Health Professionals use of disclose your Protected Health Information, the Hospital and Health Professionals are required to abide by the terms of
this Notice (or other notice in effect at the time of the use or disclosure). Special privacy obligations, described in Section [V.D. apply to you if you
arc admitted to the Hospital’s psychiatric unit or chemical dependency treatment center.

IT1. Permissible Uses and Disclosures Without Your Written Authorization

In certain situations, which are described in Section 1V below, your written authorization must be obtained in order to use and/or disclose your PHI.
However, the Hospital and Health Professionals do not need any type of authorization from you for the following uses and disclosures:

A. Uses and Disclosures for Treatment. Payment and Flealth Care Operations. Your PHI, but not your “Highly Confidential Information”
(defined in Scction IV.C below), may be used and disclosed to treat you, obtain payment for services provided to you and conduct “health care
operations™ as detailed below:

o Treatment. Your PHI may be used and disclosed to provide treatment and other services to you—for example, to diagnose and treat your
injury or iliness. In addition, you may be contacted to provide you appointment reminders or information about treatment alternatives or
other health-related benefits and services that may be of interest to you. Your PHI also may be disclosed to other providers involved in your
treatment.

e Payment. Your PHI may be used and disclosed to obtain payment for services provided to you—for example, disclosures Lo claim and
obtain payment from your heaith insurer, HMO, or other company that arranges or pays the cost of some or all of your health care (“Your
Payor™) to verify that Your Payor will pay for healthcare.

e Health Care Qperations. Your PHI may be used and disclosed for health care operations, which include internal administration and planning
and various activities that improve the quality and cost cffectiveness of the care delivered to you. For example, PHI may be disclosed to the
Hospital Customer Service Representative in order to resolve any complaints you may have and ensure that you have a comfortable visit.

Your PHI also may be disclosed to your other health care providers when such PHI is required for them to treat you, receive payment for services they
render to you, or conduct certain health carc operations, such as quality assessment and improvement activities, reviewing the quality and competence
of health carc professionals, or for health care fraud and abuse detection or compliance. In addition, PHI may be shared with business associates who
perform treatment, payment and health care operations services on behalf of the Hospital and Health Professionals.

B. Use or Disclosure for Directory of Individuals in Hospital, The Hospital may include your name, location and telephone number in Hospital,
and general health condition in a patient directory without obtaining your authorization unless you object to inclusion in the dircctory or are located in
a specific ward, wing or unit the identification of which would reveal that you are receiving treatment for (1) mental health and developmental
disabilities; (2) alcohol and drug abuse; (3) HIV/AIDS; (4) communicable disease(s); (5) genetic testing; (6) child abuse and neglect; (7) domestic and
clder abuse; or (8) sexual assault. Information in the dircctory may be disclosed to anyone who asks for you by name.

C. Disclosure to Relatives. Close Friends and Other Caregivers. Your PHI may be disclosed to a family member, other relative, a close personal
friend or any other person identified by you when you arc present for, or otherwise available prior to, the disclosure, il (1) your agreement is obtained;
(2) you do not object to the disclosure after being provided an opportunity to object; or (3) it can be reasonably inferred that you do not object to the
disclosure.
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If you are not present, or the opportunity to agree or object to a use or disclosure cannot practicably be provided because of your incapacity or an
emergency circumstance, the Hospital and/or Health Professionals may exercise professional judgment to determine whether a disclosurc is in your
best intercsts. If information is disclosed to a family member, other relative or a close personal friend, the Hospital and/or Health Professionals would
disclose only information believed to be directly relevant to the person’s invotvement with your health care or payment related to your health care.
Your PHI also may be disclosed in order to notify (or assist in notifying) such persons of your location or general condition or death.

D. Public Health Activitics. Your PHI may be disclosed for the following public health activities: (1) to report health information to public
health authorities for the purpose of preventing or controlling disease, injury or disability; (2) to report child abuse and neglect to public health
authorities or other government authorities authorized by law to receive such reports; (3) to report information about products and services under the
jurisdiction of the U.S. Food and Drug Administration; (4) to alert a person who may have been exposed to a communicable disease or may otherwise
be at risk of contracting or spreading a disease or condition; and (5) to report information to your employer as required under laws addressing work-
related illnesses and injurics or workplace medical surveillance.

E. Victims of Abuse. Neglect or Domestic Violence. Your PHI may be disclosed to a governmental authority, including a social service or
protective services agency, authorized by law to receive reports of such abuse, neglect, or domestic violence if there is a reasonable belicl that you are
a victim of abuse, neglect or domestic violence.

F. Health OQversight Activities. Your PHI may be disclosed to a health oversight agency that oversees the health care system and is charged with
responsibility for ensuring compliance with the rules of governmenthealth programs such as Medicare or Medicaid.

G. Judicial and Administrative Proceedings. Your PHI may be disclosed in the course of a judicial or administrative proceeding in response to a
legal order or other lawful process.

H. Law Enforcement Officials. Your PHI may be disclosed to the police or other law enforcement officials as required or permitted by law or in
compliance with a court order or a grand jury or administrative subpoena.

I Deceased Patients. Your PHI may be disclosed to a coroner or medical examiner as authorized by law.

J. Organ and Tissue Procurement. Your PHI may be disclosed to organizations that facilitate organ, eye or tissue procurement, banking or
transplantation.

K. Research. Your PHI may be used or disclosed without your consent or authorization if an Institutional Review Board approves a waiver of
authorization for disclosure.

L. Health or Safety. Your PHI may be used or disclosed to prevent or lessen a serious and imminent threat to a person’s or the public’s health or
safety.
M. Specialized Government Functions. Your PHI may be used and disclosed to units of the government with special functions, such as the U.S.

military or the U.S. Department of State under certain circumstances.

N. Workers” Compensation. Your PHI may be disclosed as authorized by and to the extent necessary to comply with Tennessee law relating to
workers’ compensation or other similar programs.

0. As Required by Law. Your PHI may be used and disclosed when required to do so by any other law not already referred to in the preceding
categories.

1V. Uses and Disclosures Requiring Your Written Authorization

A. Use or Disclosurc with Your Authorization. For any purpose other than the ones described above in Section II1, your PHI may be used or
disclosed only when you provide your written authorization on an authorization form (“Your Authorization™). For instance, you will need to execute
an authorization form before your PHI can be sent to your life insurance company or to the attorney representing the other party in litigation in which
you are involved.

B. Marketing. Your written authorization (“Your Marketing Authorization”) also must be obtained prior to using your PHI to send you
any marketing materials. (However, marketing materials can be provided you in a face-to-face encounter without obtaining Your
Marketing Authorization. The Hospital and/or Health Professionals are also permitted to give you a promotional gift of nominal value, if
they so choose, without obtaining Your Marketing Authorization.) In addition, the Hospital and/or Health Professionals may
communicate with you about products or services relating to your treatment, case management or care coordination, or alternative
treatments, therapies, providers of care settings without Your Marketing Authorization
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C. Uses and Disclosures of Your Highly Confidential Information, In addition, federal and Tennessee law requires special privacy protections for
certain highly confidential information about you (“Highly Confidential Information”), including the subset of your PHI that: (1) is maintained in
psychotherapy notes; (2) is about mental health and developmental disabilitics services; (3) is about alcohol and drug abuse prevention, treatment and
referral; (4) is about HIV/AIDS testing, diagnosis or treatment; (5) is about communicable disease(s); (6) is about genetic testing; (7) is about child
abuse and neglect; (8) is about domestic abuse of an adult with a disability; or (9) is about sexual assaull. In order for your Highly Confidential
Information to be disclosed for a purpose other than those permitted by law, your written authorization is required.

D. Use and Disclosure of Information Upon Admission to a Psychiatric Unit or Chemical Dependency Treatment Center. Information regarding
your care in the Hospital’s psychiatric unit or chemical dependency treatment center is subject to special protections under Tennessce and federal law.
The terms of this Notice shall apply to your PHI unless otherwise described in the Section IV.D.

e Psychiatric Treatment. To facilitate the continuity of your care, the Hospital will disclose PHI to mental health providers involved in your
treatment or supervising those involved in your treatment for the purpose of treating you or consulting about your treatment. To the extent
reasonably necessary to obtain timely payment, your PHI will be disclosed to the organization(s) that pay for services rendered to you. On
occasion, your PHI may be used for health care operations but, to disclose PHI about your overall medical condition, without clinical details,
to your family member, relative, conservator, guardian, foster parent or friend seeking information about your care. If you are sixteen (16)
years of age or older, the Hospital and Health Professionals will not respond to other inquiries about your treatment and will not disclose
information revealing that you are a patient of the psychiatric unit to other individuals who call the Hospital to seek information without
your written Authorization. The following people may also give a written Authorization to disclose your PHI: (1) your conservator; (2)
your attorney-in fact under a power of attorncy who has the right to make disclosures of your PHI; (3) if you are a minor younger than
sixteen years of age, your parent, legal guardian or legal custodian; (4) your guardian ad litem; (5) your treatment review committee; or (6)
the executor your cstate. The Hospital and Health Professionals will comply with state law in reporting your PHI for public health activities
or health oversight activities. If you disclose information related to child abuse or other types of actual or threatened abuse, the Hospital
and/or Health Professionals may be required to report such information to governmental authorities responsible to investigate such abuse. If
you commit a crime on the premises, your PHI may be used report the crime. To the extent possible, you will be notificd or a protective
order will be sought prior to disclosing information to a judicial or administrative proceeding. Your PHI will not be used for marketing.

e Chemical Dependency Treatment. If you are a recipient of chemical dependency treatment, your PHI is protected by federal confidentiality
laws (42 U.S.C. 290dd-3, 290ce-3, and 42 CFR Part 2). Violations of these laws is a crime and may be reported to appropriate authorities.
Your PHI will be disclosed to Hospital personnel within the chemical dependency treatment program that have a need to know your PHIto
perform their job duties or to medical personnel in the event of a medical emergency. Your authorization will be obtained prior to disclosing
any PHI to obtain payment for services rendered to you, such as for example, to your insurance company. On occasion, your PHI may be
used for health care operations but will remove your identifying information. The Hospital and Health Professionals will not respond to
inquirics about your treatment and will notdisclose information revealing that you arc a paticnt of the chemical dependency center to
unauthorized individuals who call the Hospita! to seek information. Your PHI will not be disclosed to a family member, relative or any
other person seeking information about your care unless your written Authorization is obtained. If you are a minor or have a personal
representative (such as a guardian or person authorized under a power of attorney), you will be consulted prior to sharing information with
such person. If you refuse to grant permission or are unable to grant permission, information may be shared with your personal
representative only to the extent permitted or required by state law. The Hospital and Health Professionals will comply with federal and
state law in reporting your PHI for public health activitics or health oversight activities. If you disclose information related to child abuse,

the Hospital and/or Flealth Professionals may be required to report such information 1o governmental authoritics Tesporsibletoinvestigate
such abuse. Il you commit a crime on the premises your PHI may be used to report the crime. To the extent possible you will be notified or
a protective order will be sought prior to disclosing information to a judicial or administrative proceeding. Your PHI will not be used for

marketing.
V. Your Rights Regarding Your Protected Health Information
A. For Further Information: Complaints. If you desire further information about your privacy rights, are concerned that your privacy rights have

been violated or disagree with a decision made about access to your PHI, you may contact the Hospital Privacy Office. You may also file written
complaints with the Director, Office for Civil Rights of the U.S. Department of Health and Human Services. Upon request, the Hospital Privacy
Office will provide you with the correct address for the Director. The Hospital and Health Professionals will not retaliate against you if you filc a
complaint with the Hospital Privacy Office or the Director.

B. Right to Request Additional Restrictions. You may request restrictions on the usc and disclosure of your PHI (1) for treatment, payment and
health care operations, (2) to individuals (such as a family member, other relative, close personal friend or any other person identified by you)
involved with your carc or with payment related to your care, or (3) to notify or assist in the notification of such individuals regarding your location
and general condition. While all requests for additional restrictions will be carefully considered, the Flospital and Health Professionals arc not
required Lo agree Lo a requested restriction. If you wish to request additional restrictions, plcase obtain a request form from the Hospital Privacy
Office and submit the completed form to the Hospital Privacy Office. A written response will be sent to you.

C. Right to Reccive Confidential Communications, You may request, and the Hospital and Health Professionals will accommodate, any
reasonable written request for you to receive your PHI by alternative means of communication or at alternative locations.

Notice of Privacy Practices
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D. Right to Revoke Your Authorization. You may revoke Your Authorization, Your Marketing Authorization or any written authorization
obtained in connection with your Highly Confidential Information, except to the extent that the Hospital and/or Health Professionals have taken action
in reliance upon it, by delivering a written revocation statement to the Hospital Customer Service Representative identified below. A form of Written
Revocation is available upon request from the Hospital Customer Service Representative.

E. Right to Inspect and Copy Your Health Information. You may request access to your medical record file and billing records maintained by the
Hospital and/or Health Professionals in order to inspect and request copies of the records. Under limited circumstances, you may be denied access to a
portion of your records. You should take note that, if you are a parent or legal guardian of a minor, certain portions of the minor’s medical record will
not be accessible to you (for example, records relating to substance abuse treatment of a juvenile, prenatal care and/or family planning services). IT
you desire access to your records, please obtain a record request form from the Hospital Privacy Office and submit the completed form to the Hospital
Privacy Office. [f you request copics, you will be charged in accordance with federal and state law. You also will be charged for postage costs, if' you
request that the copies be mailed to you.

F. Rieht to Amend Your Records. You have the right to request that PHI maintained in your medical record file or billing records be amended.
IT you desire to amend your records, please obtain an amendment request form from the Hospital Privacy Office and submit the completed form to the
Hospital Privacy Office. Your request will be accommodated uniess the Hospital and/or Health Professionals believe that the information that would
be amended is accurate and complete or other special circumstances apply.

G. Right to Receive An Accounting of Disclosures, Upon request, you may obtain an accounting of certain disclosures of your PHI made during
any period of time prior to the date of your request provided such period does not exceed six years and does not apply to disclosures that occurred
prior to April 14, 2003. If you request an accounting more than once during a twelve (12) month period, you will be charged. For more information
about these charges, contact our Health Information Management Release of Information representative.

H. Right to Receive Paper Copy of this Notice. Upon request, you may obtain a paper copy of this Notice, even if you have agreed to receive
such notice clectronically.

VI Effective Date and Duration of This Notice
A. Effective Date. This Notice is cffective on December 8, 2003.

B. Right to Chanee Terms of this Notice. The terms of this Notice may be changed at any time. If this Notice is changed, the new notice terms
may be made effective for all PHI that the Hospital and Health Professionals maintain, including any information created or received prior to issuing
the new notice. If this Notice is changed, the new notice will be posted in waiting areas around the Hospital and on the Hospital’s Internet site at
www.saintfrancishosp.com. You also may obtain any new notice by contacting the Hospital Privacy Office.

VIL. Hospital Privacy Office

You may contact the Hospital Privacy Office at:

Customer Service Representative

Saint Francis Hospital or HiviReteaseof Infornmation

Total Care Imaging Center Saint Francis Hospital or

5959 Park Avenue Total Care Imaging Center
Memphis, TN 38119 5959 Park Avenue

Telephone Number: (901) 765-1832 Memphis, TN 38119

E-mail: sfhi@tencthealth.com Telephone Number: (901) 765-2089

Saint Francis Nursing Home

5959 Park Avenue

Memphis, TN 38119

Telephone Number: (901)765-3150

Saint Francis Senior Healthcare Center
5084 Old Summer Road

Memphis, TN 38122

Telephone Number: (901) 888-2646

OR

Corporate Privacy Office

Tenet HealthSystem

13737 Noel Road, Suite 100

Dallas, TX 75240

E-mail: PrivacvSecurityQffice@tenethealth.com
Ethics Action Line (EAL): 1-800-8-ETHICS

Notice of Privacy Practices
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245 Saint Francis Hospital

Gt Tenet HealthSystem

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

Patient’s Name: Date of Birth:

Social Security Number: MR #: .
Address: - — N
| authorize s YT~ il Hospital to release to or obtain from:

(Name and Address)

(Specify: Attorney, Insurance, Self, eic.)

for the following purpose:

| authorize release of information covering treatment from:

(Dates)
Information to be released:

D Abstract (History and Physical, Discharge Summary, Operative Report, and Pthoiogy Report, if applicable)

LJ Other (specify) —
I understand there will be a copying fee for these records.

This authorization expires six months from the below date, and it covers only treatment prior to that date. | under-

stand that this consemt ay be withdrawn by me-at-any-times

| also understand that any disclosure of records concerning diagnosis and/or treatment related to alcohol and/or c?rug
abuse is covered by Title 42 of the Code of Federal Retgulations. If my records contain information goverend by Title
42 of the Code of Federal Regulations, | authorize the release of such information as indicated above.

This authorization shall also include any information related to the diagnosis and/or treaiment of any psychiatric or
mental illness or of any state of infection with the Human Immunodeficiency Virus (HIV) (AIDS Virus).

The hospital is hereby released and discharged of any liabilty, and the undersigned will hold the hospital harmless for
complying with this authorization.

Palient (or person authorized to consent for minor or patieint who is unable to sign) Relationship to Patient

Witness Date

NOTICE TO PERSON OR AGENCY RECEIVING THIS INFORMATION: This information has been disclosed to you
from records whose confidentiality is protected. Statutes/regulations prohibit you from making further disclosure of it
without the specific written consent of the person to whom is pertains, or as oiherwise permitied by such regulations.
A general authorization for the release of medical or other information is not sufficient for this purpose.

FORM NO. 1000-156 Rev. 1/00 ALL BLANKS SHOULD BE COMPLETED



PERMIS SION FOR PHONE CONTACT

ANY MESSAGE PERTAINING TO MY MEDICAL
CARE, APPOINTMENTS, BILLING, MAY BE LEFTON MY
ANSWERING MACHINE

YES N \ (0}
| or

WITH THE BELOW LISTED INDIVIDUALS

FY_;

EMPLOYER:
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K. NEAL AGUILLARD, M.D,, FCCP
Diplomale in internal Medicine
Dipiomate in Pulmonary Disease
Diplomate i Critical Care Medicine
Diplomate of the Board of Sleep Medicine

JOSEPH A, BLYTHE, M.D,, FCCP

Diplomate in Internal Medicine

Diplomate in Pulmonary Disease

Diplomate in Critical Care Medicine

Diplomate, American Academy Fospice
and Palliative Medicine

PAUL R DEATON, MDD,
Diplomaie in Internal Medicine
Diplomate in Pulmonary Discase
Liplomate in Critical Care Medicine

ROY C. FOX, M.D.

Diplomate in internal Medicine
Diplomate in Pulmonary Discase
Diplomate in Critical Care Medicine

LISA KENNEDY, M.D., FCCP
Diplomate in Pulmonary Discase
Uiplomate in Critical Care Medicine

GLENN |, WILLIAMS, M.D., Ph.D.

Diplomate in internal Medicine

Diplomate in Fuimonary Discase

Diplomaty in Criticul Care Medicine

Diplomate of the American Board
of Pediatrics

TAMES M, ANDREWS, ML, FCCP
Lipjomate in Internal Maedicine
Diplomate in Pulmonary Medicine
Diplomate in Critical Care Medicine
Diplomate of the Board of Sleep Medicine

ROBERT C. McEACHERN, M.D., FCCP
Diplomale in Internal Medicine
Diplomate in Pulmonary Medicine
Diplomate in Critical Care Medicine
Dipiomate of the Board of Sieep Medicine

MATTHEW W_MABIE M.D

Dear Patient.

We would like to give you information regarding your appointment
with the St. Francis Sleep Disorder Center. You will receive two
charees for today’s visit: one from St. Francis Hospital for the facility
fee and one from Mid-South Pulmonary Specialists, P.C for the
physician’s evaluation and/or interpretation fee. Because all related
charees must be billed as an outpatient service your ipsurance
company may apply these charges towards vour deductible.

Mid-South Pulmonary Specialists employs Dr. William Maricncheck
and Dr. Robert McEachern. Services performed by these doctors will
be billed by Mid-South Pulmonary Specialists. P.C.

/e request that you obtain and bring with you a referral from you
primary care physician if it is required by your insurance company.
Please be prepared to pay co-payments and/or deductibles on the day
of your evaluation. If you do not have insurance coverage. please call

the Billing Department at (901) 276-9944 10 make payment
arrancements BEFORE vour appointment at the sleep center.

FINANCIAL RESPONSIBLILITY STATEMEN T

I aoree to and authorize medical treatment as desmed necessary by Dr.
William Mariencheck or Dr. Robert McEachern. 1 farther understand
that T am responsible for any amounts charged for the evaluation ax.id
interpretations. and that neither of the above doctors nor Mid-South

Piplomate in Internal Medicine
Jipiomate in Pulmonary Medicine
Dipiomate in Criticat Care Medicine

EDWIN C. TAYLOR, M.D.
Diplomate iy inwernal Medicine
Diplomate in Puimonary Disease
Diplomaie in Critical Care Medicine

WILLIAM L MARIENCHECK, M.D.
Liptomate in Internal Medicine
Diplemate in Pulmonary Disease
Diplomale in the Board of Sieep Medicine

GARRETTSON S, ELLIS, M.D.
Diplomate in Internal Medicine
Dipiomate in Pulmonary Disease
Diplomalte in Critical Care Medicine

RICHARD & BOSWELL, M.D.
Diplomate iy Putmonary Disease
Iipiaomate i Uritical Care Mudic

ERROL M. HOOK, ACNP

RAEDICAL STAFF/PRESCRIPTION REFILLS M 1IE

G0]-276-2683

Q0-270-8042 FAX

-

— e o et
Pulmonary Specialists: P.C. accepts T€SPONSIDIILY [OT CHTILARIS
insurance claims or negotiating settlements on disputed claims.

Daic

Signaturc

5050 POPLAR , SUITT 500

MATIN PHON

MALN FAX: 9012731873

PULMONARY & CRITICAL CARE MEDICINE




PATle CDN&:LNT FDPM

. SN s
At e o

| under&hnd ihat under the Heﬂﬂh nsumnoe P

-have certain rights o pnvaby regarding my-
information can and will be used to:

ortabmly & Aooounldbmly Act of 1996 (| ( HPAA,
pProtected health information. | undeérstand that ih\g

> Conduct, plan and: direct my- tleatmen tand follow-up among the ‘muitiple heallhcare

providers who may be.involved-in that. treatment dneul) and mdnouly
* Obtain payment from thiid- patty payers,

- v Conduct normal. hea\\hcaxe operations such’

as quality assessinenfs and physiclan
oertmodhcns ,

l hwe been informed; by you of your.Nolice of Privacy Pmcuces containing. a more complele
description of the uses and disclosures of my health information. | have been giventhe right to
Teview such Notice of Pri ivacy Praclices prior (o signing this consent. | understand thal th‘ls -
organizaiion has the right to ohange ils Nolice of Privacy Practices from time te time and that | may

the Notice of
contact this organizglion-at a any. ume al the address below 1o obtain a current copy of {
Privacy P a(,llccs

1is used or
| understand: Hnt Imay request in wiiting thak you restriot how my private mfounautOin d you are not
. sla
disclosed 1o carry.out treatment, payment ot health care aperations. L also undet

8 und {o abide by
required to agree to.my requested resty 1ohons butif you do agree.then you are bo ¢
such restiictions.

& OKU‘I lt thal you have:
{lncitstand thatl may revoke this (,onsem in Wmmg atany time, eroopl 1o the
{aken action xelymg on this, consent.

" patiént Name:

Signature:

Relationship to Patient: _

Dale:




MID-SOUTH PULMONARY SPECIALISTS, EC. PATIENT PROFILE
5050 POPLAR AVE, SUITE 800
MEMPHIS, TN 38157

14
4

LAST NAME M.L FIRST NAME BIRTHDATE SOCIAL SECURITY #
ADDRESS CITY STATE ZIP CODE

¢ ) ()
HOME PHONE # CELL PHONE# WORK PHONE # NAME OF RESPONSIBLE PARTY
EMPLOYMENT INFORMATION: ___EMPLOYED __ RETIRED __UNEMPLOYED ___OTHER
EMPLOYER ' ADDRESS arty STATE Z1p CODE

SPOUSE INFORMATION/EMPLOYMENT.

NAME: EMPLOYER

ADDRESS. ADDRESS.

CITY, STATE, ZI1P- CITY, STATE, ZIP-
WORK PHONE #

BIRTHDATE SOCIAL SECURITY #

EMERGENCY CONTACT.

NAME ADDRESS PHONE # RELATIONSHIP TO PAT IEN;T
REFERRAL INFORMATION: ¢ ) ‘
NAME OF REFERRING PHYSICIAN _ PHONE #

INSURANCE INFORMATION:

SECONDARY_INS._CO

PIIMAKY TINS: INAMI

ADDRESS ADDRESS
PHONE # PHONE #
POLICY # POLICY # ———
GROUP # i GROUP #

FINANCIAL RESPONSIBILITY/AUTHORIZATION TO FILE INSURANCE: )
THIS FORM APPLIES TO MEDICARE/MEDICAID BENEFITS, AND ANY OTHER INSURANCE BENEFITS

INCLUDING SECONDARY BENEFITS.
1 AUTHORIZE MEDICAL TREATMENT AS DEEMED NECESSARY BY PHYSICIANS OF MID-SOUTH PULMONARY SPECIALISTS. 1
UNDERSTAND THAT 1 AM RESPONSIBLE FOR ANY AMOUNTS CHARGED FOR SERVICES. MID-SOUTH PULMNARY DOES NOT ACCEPT
RESPONSIBILTY FOR COLLECTING INSURANCE CLAIMS OR NEGOTIATING A SETTLEMENT ON A DISPUTED CLAIM. 1 AGREE TO PAY
ALL COSTS ASSOCIATED WITH COLLECTING SERVICES IN THE EVENT | FAIL TO PAY THE BALANCE DUE INCLUDING COLLECTION
FEES, ATTORNEY AND COURT COSTS.

] REQUEST THAT PAYMENT OF AUTHORIZED MEDICARE/MEDICAID AND OT
BEHALE ) AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME TO RELEASE TO CMS AND ITS AGENTS OR MY
DESIGNATED INSURANCE COMPANY AND ITS AGENTS ANY INFORMATION NEEDED TO DETERMINE THESE BENEFITS OR THE
BENEFITS PAYABLE FOR RELATED SERVICES. THIS AUTHORIZATION REMAINS IN EFFECT UNTIL I REVOKE IT IN WRITING.

1] HIAVE RECEIVED A COPY OF THE MID-SOUTH PULMONARY SPECIALISTS, P.C. NOTICE OF PRIVACY PRACTICES FOR HEALTH RELATED
INFORMATION.

HER HEALTH INSURANCE BENEFITS BE MADE ON MY

SIGNATURE DATE
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( - Welcome'te ourpraciice

i
"

Patient Name

Chief Complaint:

History of present ilness:

‘Localion:

Severiiy

Timing

Birthdate
. : uality:
(Whereisthe pain/pid W)y Q - - —_
(Where-is-the pain/problemi) {Examgle: nocmal versus abnoanal coler, activily, etc)
: Duralion. '

(How severe is sThe pmu/ptobleln on-ascale of 15 wuh bcmg (Hovrfong ave you Tad this P”*“‘/P"O’Lﬂ‘lmZ or, When
the mosl sevired): didi 3 start{)

Context.

{Does the pam/problem occur a{ a.specific hmd)

/\ssocmed sq,ns/symploms

{Whal other’ assocmled problems have you been havmg?

(Where weie you at the oaset of this. pam/pmblﬂm’)

Mod!fymg faclors

“TWhat makes.fhe pai/problem worse ar belterd; of,

Family medical history:
‘ Age
Father

Diseases

Mother

Have you had previous episodes?)
Past Medical History . : .
Have'you ever had the following:  (Circle *no? or *yes', leave blank if-uncestain)
Measles ool N yes  Apemia, . yes  Back trouble........... neooyes Hepa'tilis_ ............. noooyes
Mumps.....ooo no- - yes. Gladder lnfacnons ..... yes  Higli Blood, Pressure: ... no Cyest Ulcer ..ol no o yes
Chickenpox .......... no-  yes. Epilepsy ... 0. yes. Low Blood Pressure .... no yes  Kidoey Disease...... .. no - yes
Whoeping.Cough ..., no  ves l‘yh{’ralne Headaches. ... yes  Hemorchaids ... ...... no  yes  Thyroid Disease ....... no o yes.
Scarlet Fever . ........ no  yes  Tuberculosis.......... yes  Date-ofl fast c,hestr ray _ BleedingTendency ... no  ves
Diphtheda ........... no yes Diabetes............. yes  Asthma .......0...... “no  yes - Anyother disease ... .. no o oyes
Smallpox ............ no yes  Cancer L............. yes  IHives or Eczema ...... no  yes  {please lisu:
Preumania. . .ven.. .., - no’ oyess Polio-...... L Ll yes: ADSorbIVE (... no  yes
RhedmaticFeves ...... no yes. Glaucoma .........., yes Infectious Mono . ...... no - yes
Heart Disease ........ no ves Hemia ..............c yes  Bronchitis .. .......... nu__ Yes
Arhels ... ........ no yes  Bloodor Plasma Mitral Valve Prolapse .. no yes
Venereal Disease ..... no  yes Transfusions . ... ..... yes  Stroke ......... ... no o yes .
Previous Hospitalizations/Surgeries/Serious Ulnesses When? Hospital, City, State
Medications: (Include nonprescription)
* patient social history: : wid .
Marital-status Smble —_— Married: . SeparaLcd: Divorced: idowed:
" Use ol alcohot: Never: ' Rarely: - Moderate: Daily:
: Use of tobacco: Never: Previously, but . quit: Current. pa(_ks/day o
Use of drugs: Never:_ Type/Frequency:
Excessive expaosure Air-borne oise:
at home or-work to: Fumes:, Dust: -Solvents: Patticles: Noise:,

if Deceased, Cause of Oeath

Siblings




- Rs’;vi(;w-'of' S,.y_slc'n'is:’ Please indicale an

+.7) Cons Ulul.l on al Sym ploms

Sood general health lately.. . .. No ~ Ves Frequen\::’:;;( ., DIvsychiatic
Recentweight cangé-. ... 1. . TINOTEBS L iRt e HOW coperesens No  Yes Memory Tdss or conlusion’ N o5
= BT - BUehiity o Painfol uritation . 7. Ro ~Yes - Wervousness - . . . . 0 Yes
Fever,...... v ... oo .0 NY ™ Yes ™ Blood in paniut urination ... No ~Yes “Nervousness.« ...y e MNo.  Yes
Faligue . iovvvrnen s, No  Yes cl m.urne. ... RERETER No  Yes Depression... = . . ... .. “Ne  Yes
Headaches . .. ... . Mo v ange in force of sirain. e Yes
S Yes Inlare . Insomnia ..o No Y
when.urinating.. .. ........:. No  Yes Ty e Yes
oy e RS Mo Y D e
24 e. Woeeoenn o Yes A ONBS . oo viv v Mo Yes Glandular or hor 2 I ]
VVear_glésses/contaQ lenses . ... No - Yes Sexual difficulty: .. ...... ... No Yes Excessive Lhirst o‘rT‘\?:;rtaF:i;()r?le“‘ ' Il\:: :EZ
Blurred or-double.vision. . . . . . . No- -Yes i;_«;::]llej.‘-eleslrsle p;_]}{{. . d o NO O Yes Heat or cold intolerance. . . .. .. No.  Yes
) - remale - painwith periods . ... No  Yes Ski i
O Ea_VS/,NQSc/ Mouth/Throat Female - iiregular p[eridds ....... No Yes Cllgr%icx:x;::tg ociq:i%rvé size. . . ;\llo }(QS
}[:lean]ngflo‘ﬁs.dor ANgINg. .o . No Yes Female - vaginal-tischarge .... No . Yes i BOYESIEe. - v
zaraches:ot drainage ..., ..... No Yes Female - # ol-pregnancies - e/l iali
Chronicsitus problem or rhinitis. No - Yes | Female - #~o'(E1isEéalrriages . = E-,{8‘113[?10'§‘${L){Il]E“mhc .
Mose bleeds. . .. ... ... + No  Yos Female - do vear; slow to heat-altercuts .. ... Mo  Yes
Moot e ' e maie - date ol fasl'pap smear Bleeding or bruising tendency .. do  Yes
Bleedi;]g?u[“s : ?\10 Y . . ANRIHE vy e No Yes
BUMS.. .ol ) es Muis N | Ltrre .
Bad breath orbad taste , ... ., . No  Yes . L JOi:‘ti::‘OSl(QlL{a.] ihleum """ ST Mo Yes
Sore throat orvoice change . . . . Mo Yes : it l.“} R EEERTERERRRRE Moo Yes Past U‘an‘s!us;on ............. Mo Yes
Swollen glandsin neck. ... . . .. No  Yes }on‘u stilfivess.or swelhng:.. TR No  Yes Enfarged glands . ............ Mo Yes
. _ S . Wealkness of-inuscles or joints. . Mo~ Yes .
[J Cardiovascular Muscle painor cramps... .. ... No Yes [ Alfergic/immunologic
Hearttrouble. . oo oo Mo Yes [ian‘:k;.;:_)'am TR EERERRRRRE No Yes History of skin reaction or other adverse
Chest pain.orangina pecloris, .. No  Yes - L“.)“.J. SRURMILCS . - . T Mo~ ves reactior 103 '
Palpitalion .« vvenvns .. . No. Yes Dilficulty in walking ......... No. Yes Peniciltin or.other antibiotics,. . No - Yes
Sliortness.of breatli w/walking . , Morphine, Demerol,
or lying flat ... e No. Yes UJInlegumentary (skin breasl) . or.other nareolics ... .. No  Yes
Swelhng of feet, ankles or harids, Mo Yes Rsh oritching ... o. ... Mo Yes Novocain or other anestindics, N0 Yes
o Change ineskin color .. . .. No  Yes Aspirin of other pain remedies Mo Yes
+ () Réespiralory Chanpe’in hiirornails . ... ... No  Yes Tetanus antiloxin
g Chronic or lrequent coughs . ... No  Yes. Varicose veilts. .. ..o en . No  Yas or other serums. .. ......... Mo Yes
S_rsumg upbloed......... ... No Yes Breastpain., .o ovvunee oot No  Yes lodine, Ierthiolate of
' Shortness ofbreath . ......... No o Yes Breastlump ..o L Na  Yes otherantiseplic. «. ... .. Wo o Yes
* Wheezing ... el No  Yes. Breast discharge ..ol No Yes Other drugs/medications: ______
: [0) Gastrointestinal. [ Neurological
: LOSSO‘—-E!'D[J.GU[E P PPN No Yes Freguentorrecuminebheadaches Na Yes Known food alle(gies: o
. Change in bowel-movements. .. No  Yes Liuh‘bl‘leaded or dizz No  Yes ' :
Nausta Of VOImniting .. ... ... .. No Yes C"’ e " Y """"" '
oo e _ ; . convulsions or seizures. . . ... .. No Yes . .
Frequintdiarthea . ......... . No  Yes Nunibress of Uneling sersauons No  Yes Environmental allecgies:
Painiul bowel . moyements C T 55 OF Lngling sensatian No  Yes
or constipation. .. ..... ... ... No.  Yes P;en; O emnverecee e ]'\[O' Y
Rectal:bleeding or blood in.stool No:  Yes A G S
Abdominal pain. .. .o.oo.in . No  Yes - Head-injury ...oooooennn No. Yes
. . . s . oLy ' ' ' 5 . IR D . . R 3 -1
lo the.best of my knowledge, the questions on this form have been.accuralely answered. | undlerstand: that providing incorrec

information can-be dangerous to my health..Itis my responsibilly to inforni the
also authorize tie healthcare stall to perform the necessary services| may need.

doctor's office of any

changes in rity medical status.

Signature of Patient; Parent-or Guardian '

Doclor's Review

Jale
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ff%i?fz?’;?} Sleep Center

Tencet HealthSystem

5959 Park Avenuc
Memphis, Tennessee 38119

CURRENT MEDICATION SHEET
Date:

Name: Date of Birth:
Do You have any known drug allergies? Yes/ No
If yes, please list:

How many hours ¢

Are you on oxygen? Yes /No If yes, How many liters?
daye_
Who supplies your oxygen®e

What is your pharmacy of choice?
Address: Phone: ( )

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING INCLUDING ANY OTHE
THE COUNTER MEDICATIONS:

Medicine: Dosage: Prescribing Dr.: Reason:
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AR & Saint Francis
N

& Sleep Cemnter
Tenet HealthSystem (pg. 1
5959 Park Avenuc
Memphis, Tennessee 38119

SLEEP CLINIC QUESTIONAIRE
Date: ) '
Name: ) ) Date of Birth:

Please circle or fill in the answer as indicated:
1. . Are you having a problem with your sleep? Yes/ No

AEyes, what problem are you having?

Have you ever had a sleep study before? Yes/uno  1f so, where?

When? Who was the ordering doctor?

Flave you ever been treated for: (circle)  insomnia?  Sleep apnea? Sleep walking?

Do you, or have you ever used: (circle)  Cpap?  Bi Pap? Or had surgery to treat any
slecp related problems? Yes/no When?

2. How often does this problem bother you?
every night or almost cvery night  two or three nights a week occasionally

3. What time do you usually go to sleep during the weekdays?

|
4. How long does it usually take you to fall asleep each night?

5. How often do you wake up during the night?
6. What time do you usually awaken after your sleep?

7. Would you like to get morc or less sleep or do you get the right
amount of sleep each day? e

8. Do you change your sleep habits on week ends or days off?
If so, in what way? I

9. When you wake up do you feel refreshed? yes no



(pagel 2) Name:

10. What are your usual work hours?

1. Do you work night shift? yes no
12. Do you work a changing shift? yes no

13. Do you snore?

yes no
14. Have you gained weight over the past 3 years? yes 1o
How much?
15.D0 you awaken from slecp gasping or choking? yes no
16. Has any one witnessed you stopping breathing during sleep?  yes | no
17. Do you often awaken with a dry mouth? yes no
18. Do you have headaches upon arising? yes no
19. Do you kick or have repetitive leg movements during sleep?  yes no
20-Do-you-have aches, numbness or burning in you legs orarms  yes no
which goes away by moving them?
21. Do you dream? yes no
22. Do you see illusions (people or things that are not really there)
in your bedroom as you fall asleep or awaken? yes no
23. Do you ever awaken .from your sleep and feel that you are yes 1no
paralyzed or unable to move any muscle in your body?
24. Do you sometimes feel extreme muscle weakness in your legs ycs no

or body when laughing or excited?

(S
N

. Do you have problems with penile erections? Non applicable yes no



(page 3) Name:

26. Do you talk in your sleep?

: yes no

27. Do you sleepwalk? yes no

28. Do you grind your tecth during sleep? yes no

29. Are you told that you scream out during sleep or remember  yes no

' awakening screaming?

30. Do you have sudden jerking movements at the beginning of  yes no
sleep?

31. Do you have bedwetting during sleep? yes no

32. Have you ever injured yourself or a bed partner as a result of  yes no
acting out a dream?

33. Do you use prescription or nonprescription medications to yes no

help you sleep?

34. Do you use home oxygen? Yes/no How many liters? __ _
How many hours a day? _ Who supplies your oxygen?

35 Please circle any medication you use or have used to help with sleep:

Benadryl Ativan Klonopin Llavil
Vistarth Haleron Xanasx Doxypin
Tylenol PM  Valium Dalmane Desyrel
Other Restoril Ambien

36. Do you drink alcohol?  Yes 10 On average, how much do you drink daily?
___cans of beer
____shots of liquor
__ glasses of wine

37. Do you ever drink alcohol to help you get to sleep? yes no



(page 4) Name:

38. Do you use any stimulant medications or diet pills yes no
to help you stay awake?
39. How much of the following caffeine products do you
drink daily?
__cups of coffee cans of cola cups/glasses of tea other:
40. Do you smoke cigarettes? yes no
How many packs per day?
How many years? o
41, If not currently smoking did you in the past? es no
Y gaay [ y
How many packs per day?
How many years? .
42. Do you have nasal congestion or sinus problems? yes no
43. Do you wheeze? yes no
44. Do you have a chronic cough? ves no
45. Do you experience heartburn? yes no
46. Do you have difficulty falling asleep? yes no
47 Do-you-sleep-betteraway from-home? yes e}
48 Can you identify anything in your sleep environment yes no
that disrupts your sleep?
Noise Light Other
49. Do you think tension or stress is interfering with your sleep? — yes no
Explain: '
50. Do you experience sleepiness or extreme tiredness during yes no
the day?
51. Does sleepiness allect you performance at work (or school) — yes no
52. Have you cver been in an accident or been injured because yEes no
you fell asleep
53. Do you take naps during the day? yes no



(page 5) Name:

>4. How many accidents involving a motor vehicle have you been in over the past two
years?

55. How many work related injuries have occurred to you over the past two years?

56. Do you use recreational drugs? yes no
Type? How often?

Do you have or have you had any of the following problems?

___ arthritis ___asthma

__back problems ___coronary artery disease
____coronary artery bypass surgery ____diabetes
___emphysema/chronic bronchitis ____encephalitis/meningitis
____fibromyalgia syndrome ___heartburn/reflux
___heart failure ____hypertension
___migraine headache __Parkinson’s discase

___ sinus problems ___seizure

__stroke ___thyroid problem

psychiatric problem ___depression

___anxiety other




G Saini Francis

5959 Park Avenue
Memphis, Tennessee 38119

Name:
Date of Birth:
Date:

EPWORTH SLEEPINESS SCALE

How likely are you o doze off or fall.asleep in the following situations, in
contrast to just feeling 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 effected you.

Use the following scale to choose the most appropriafe number for each
situation:

=I would NEVER doze
1=T have a SLIGHT CHANCE of dozing

=I have a MODERATE CHANCE of dozing

3=T have a HIGH CHANCE of dozing

Situation: . Chance of dozing:

1) Sitting and reading -
2) Warching TV o
3) Sitting, inactive in a public place S
4) Lying down to rest in The afternoon when circumstances permir

5) Sitting and talking to sormeone _—
6) Sitting guietly after lunch without alcohol -
7) In a car, while stopped for a few minutes in fraffic —

Toral:




Name Study No.
DOS - LOC

BECK INVENTORY

O_n this questionnaire are groups of statements. Please read each group of statements carefully. Then
pick out the one statement in each group, which best describes the way you have been feeling the PAST
WEEK, INCLUDING TODAY! '

Check the box beside the statement you picked. If several statements in the group seem o apply equaily
well, check each one. Be sure to read all the statements in each group before making your choice.

1 00 1do not feel sad 8 00 iden'tfeetl am any worse than anybody else
01 lfeelsad 0 % | am crifical of myself for my weaknesses or mistakes
B2 lam sad all the fime and can't seem to snap out of it 0 2 ! blame myself all the time for my faults
O3 }am so sad or unhappy that | can't stand it 13 1 blame myself for evarything that happens

2 00 1am not particutarly discouraged about the future 9 [0 Idon't have any thoughts of kilfing myseif
01 I feel discouraged about the future

01 1 have thoughts of killing myself, but t would not carry out
D 2 [ feel ! have nothing to look forward to 02 iwould fike fo kill myself
03 1feel that the fulure is hopeless and that things cannot 113 twould kill myself if { had the chance
improve,
10 30 tdon't cry any more than usual
3 OO0 idonotfeel like a failure

01 oy more now than t used o
02 tcry sl the time now

{13 |used o be able to cry, but now | can't cry even though
I want to

01 lfeel | have failed more than the average person

02 Asllook back on my fife,.all | can see is a fot of failurés
03 [feetlam a complete failure 2s a person

4 00 1getas much satisfaction out of things as | used to

D 1 1 don't enjoy things the way | used to
B2

11 00 |=m no more imitated now that | ever am
01 1getannoyed or irritated more easily than | usec to

02 1feelimitated all the fime now
0.3

t don't get real salisfaction out of anything anymore
03 tam dissafisiied or bored with everything

.don't get iritaied at 28 by the things thet used fo
irritate me

(53

C 0 1don’t feel particuwlarly guilty
.01 [ feel guilty a good part of the time
" 02 Ifeelquite guilly'most of the time 01 !am less inlerested in other peopie than | used to be
O 3 ffeel guilty all of the time 02 1 have lost most of my interest in other people

0 3 | have lost alt of my interest in other people

12 00 1have not lost interest in other peopie

§ B0 ldon'tfeel | am being punished

0 1 1feell may be punished 13 D0 I meake decisions about as well as | ever could
0O 2 | expect to be punished

0 1 1 put off raking decisions more than | used to
02 | have greater difficuity in making decisions than before
0 3 1can't make decisicns at alf any more

03 Ifeellam being punished
7 00 Idon't feel disappointed in myself
0 1 | am disappointed in myseif

02 {am disgusted with myself 01 | am worried that | am tooking oid or unaltractive
13 1hate myself

02 ifeel that there are penmanant changes in my appearance

14 (30 |don'tfeell look any worse than | used to

that make me leoi unzliraciive
33 1 believe that [ ook ugly

Patient Name




: .BECK lNVE:NT‘ORY ~CONTINUED

18,

P ]

fam purposely lryrng to lose weight by ealing less

15 D0 l can. work about as well as before
-+ U1 lttakes an-exira effort (o get slarled at doing somelhing
- B2 1have o push myself very hard to do anylhmg -
03 lcan'tdo any work at all :
16 00 lcan sleep as'welkasbefore
~01 lddn't sleep as well as befors
02 wake up 1-2 hours eatlier than usual and find it hard to get back to steep
- 03 lwake up several hours earlier lhan 1 Used to ahd canniot getback {o sleep
17 00 1don’t get more ured than usual
- 01 1get tired more easlly than | used to
02 |get tired from daing almost- anything
03, lam foo fired {g do anythmg
0 My appeule is no worse than usual |
01 My appelite i not as good as it used to be
02 My appelite is much worss now
03 | have no appetlte at all anymore -
19 00 I'haven't lost much, werght if any, lately
01" 1have lost more than 5 pounds
012, 1 have lost morg {han 10 pounds -
1 3

| have lost inore thai 15 pounds

0y or ON

03 .

0 Yes

0Yes

D Yes
.0 Yes

Imd

a: 263-2

20 U0 |am no more worried about miy health (han usual
01 1am worried about, r)llysroal problems such as aches and parns or upset stamach;
or oonslapauon : .
~. 02 J1am very worried about >hysloal problems and it's hard to thrn of muoh else
03. | am: SO worrred about. my physroal problems that { cannot lhlnk ebout anything elsé
21 00 | have not nouoed any recent change in miy interest In sex
SR I T am l\,SS mtereslecl in sexthan | used fo be |
02 -larfi muich less interested in sex Now

| have lost interest in sex complelely

If you drink aloollol, please answer e following ‘by clrcling Y or N

U No llave you ever felt you ought (o cut down o your drmkmg?
ONo = . lave people annoyed you by crilicizing your drinking?

0 No Have you ever felt bad or guilty about your diinking?

0 No

Have you ever had a drink first thing in the morning {o steady your nerves or o
get rid of a hangover (eye-opener)? '

Paiient Name




