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PATIENT REGISTRATION 

Oahu  Big Island  

Phone: (808) 456-REST (7378)  Phone: (808) WOW-REST (969–7378) www.sleepcenterhawaii.com 

Fax: (808) 483-8822  Fax: (808) 969-8189  

 

PATIENT INFORMATION  

Last Name: _________________________________________  

First Name: ________________________________________  

Middle Name: ______________________________________  

Date of Birth: _______________________________________  

__Single   __ Married   __Widowed   __Separated   __Divorced  

Age:   ________                       Sex: Female:  _____ Male_____   

Social Security Number: ______________________________  

Address: ___________________________________________  

City: ______________________________________________  

State:   ___________                            Zip: _________________  

Home Phone: _______________________________________  

Alternate Phone: ____________________________________  

Spouse: ___________________________________________  

Emergency Contact: _________________________________  

Emergency Phone: __________________________________  

EMPLOYMENT INFORMATION  

   __ Full Time   __ Part Time   __Retired   __Self Employed  

Occupation: _______________________________________  

Employer: ________________________________________  

Employer Address: _________________________________  

Employer Phone #: __________________________________  

REFFERAL INFORMATION  

Referring Physician: _________________________________  

Address: __________________________________________  

City: ____________________________________________  

State:   ___________                     Zip: __________________   

Phone: ___________________________________________  

PRIMARY INSURANCE CARRIER  

Subscriber Name: ___________________________________  

Subscriber Date of Birth: _____________________________  

Subscriber/Member ID: ______________________________ 

Group #: __________________________________________  

Effective Date: ____________________________________  

SECONDARY INSURANCE CARRIER  

Subscriber Name: ___________________________________  

Subscriber Date of Birth: _____________________________  

Subscriber/Member ID: ______________________________  

Group #: __________________________________________  

Effective Date: ____________________________________  

RESPONSIBLE PARTY  

Relationship to Patient: ______________________________  

Last Name: ________________________________________  

First Name: ________________________________________  

Address: __________________________________________  

City: _____________________________________________  

State:   ___________                      Zip: __________________   

Phone: ___________________________________________   
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HIPAA PRIVACY NOTICE 

With this consent, the doctor and his/her staff may use and disclose protected health information (PHI) about me 

to carry out treatment, payment and healthcare operations (TPO). 

With this consent, the doctor and his/her staff may call me (number designated below) and leave a message on 

voicemail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment 

reminders, insurance items and any call pertaining to my clinical care, including laboratory results among others.  

Voicemail Phone Number:  _______________________________________________  

With this consent, the doctor and his/her staff may speak and release my PHI to the following spouse, family 

member, relative, friend or parties listed below. 

Name/Relationship      Name /Relationship  

_________________ ___________________               _____________________ ___________________ 

With this consent, the doctor and his/her staff may text or email me appointment reminders. 

Text appointment reminders:    YES / NO               Email appointment reminders:    YES / NO 

Designated Cell Phone:  __________________________________________________   

Designated Email Address:  _______________________________________________ 

With this consent, the doctor and his/her staff may mail to my home or other location (designated below) any 

items that assist the practice in carrying out TPO such as appointment reminder cards and patient statements. 

Designated Mailing Address:      ______________________________________________  

   ____________________________, Hawaii _________ 

This consent covers the period of time from my visit until I revoke my consent in writing. I release the doctor and 

staff from all legal responsibility that may arise from this authorization. By signing this form, I am consenting to the 

doctor and his/her staff to use and disclose of my PHI, but only to carry out TPO. 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance 

upon my prior consent. I have read the Notice of the Uses and Disclosures of Protected Health Information and 

may obtain a printed copy of the notice from the receptionist.  

 

Signature of Patient or Legal Guardian   Date 

 

Print Name of Patient      Print Name of Legal Guardian 
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Financial Policy  
 

Thank you for choosing Sleep Center Hawaii and welcome!  
  

We are dedicated to providing the best possible care to you and regard your complete understanding of our financial policies as 

an essential element of your care and treatment.  
 

Depending on your insurance, a copay/co-insurance will be collected at the time of service. For your convenience, we accept 

cash, check, and all major credit cards.  
  

Your insurance is an agreement between you and your insurance company. As a courtesy to you, we will file your insurance 

claims for you if you assign benefits to the physicians. If your insurance company does not pay within a reasonable period, we 

will look to you for payment. If we later receive a check from your insurer, we will refund any over payment to you.  
  

All health plans are not the same and do not cover the same services. In the event your health plan determines a service to be 

“not covered”, you will be responsible for the complete charge. Payment is due upon receipt of a statement from our office. 

We highly recommend that you read your insurance booklet or copy of the contract your policy falls under, or call your insurance 

representative to determine your benefits. Your plan may have a deductible, please inquire with your insurer regarding the 

amount. 
  

In some instances, you may be contacted by your insurance company to provide any additional information they may request 

regarding you treatment, preexisting conditions, accidents or other insurance coverage. Please respond to their requests in a 

timely manner to avoid denial of your claims.  
  

Be prepared to present your insurance card and proof of identity (e.g. driver’s license) at each visit. You will be responsible for 

providing a change of address, telephone number and/or insurance information anytime a change occurs.  
  

A prepayment of your deductible and coinsurance will be required for you portions of our fees, based on your contract 
allowable. Any balance remaining, after your health plan pays, is your responsibility. Payment is due upon receipt of a 
statement from our office.  

  

We will look to the adult accompanying a minor for payment of all services rendered to minor patients.  
  

I understand and agree that any unpaid charges shall be paid promptly by me in accordance with terms of this agreement. In 

the event of default, Sleep Center Hawaii will charge reasonable collection charges, not to exceed 30% of the unpaid balance at 

the time the account is assigned to a collection agency.  
  

Our Durable Medical Equipment (DME) division that dispenses CPAP/BIPAP machines and accessories may ask to keep a credit 

card on file before dispensing the equipment.  
 

If you have any questions, please feel free to discuss them with one of our patient billing representatives at (808) 485-1122. 

   

Patient Signature:_______________________________________ Date____________________ 

  
Witness: ______________________________________________  Date____________________  
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Consent for Polysomnography 

I understand that I will be undergoing a sleep study. Electrodes and other sensors will be attached to my body. The tape 

used may cause discomfort during removal and the tape or other electrode paste used may cause redness at the site of 

attachment. During the study, I will be free to roll over in bed, but will have to ask for assistance to get out of bed (head 

box has to be disconnected). I will be observed and videotaped on close circuit TV throughout the study. There are no 

significant risks to me from the test: I understand the reason for the test and the procedure has been explained to me.  

Permission to Photograph and/or audio-videotape  

I, _____________________________  

Patient/Guardian  

Hereby authorize the taking of photograph(s) and/or audio videotape(s)  

      of_________________________________________________  

Name of Patient  

by Sleep Center Hawaii, or their representative with the understanding that such photograph(s) and/or videotape(s), 

may be used for clinical or educational purposes or in the event of legal action. The sleep center and trustees of Sleep 

Center Hawaii and its duly appointed representatives are hereby released without recourse from any liability arising 

from the taking, and use of such photograph(s) and/or videotape(s).  

________________________________   ___________________________  

  Signature (patient or guardian)   Date    

□ Check here if you do NOT authorize use for educational purposes.   

  

 

  

Relationship to Patient: ________________________________  

  

______________________________      ____________________  

Witness        Date  
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