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AGREEMENT TO PAY AND ASSIGNMENT OF BENEFITS


PROPERTY STATEMENT


Valuables Envelope No.Valuables placed in the Safe?      Yes         No


Patient or Patients Authorized RepresentativeWitness Date


RelationshipInsured (if other than patient)
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WOOSTER COMMUNITY HOSPITAL


I understand that medically necessary treatment, tests (such as blood tests, laboratory tests, x-rays, etc.) and procedures may be performed
on me as an inpatient, outpatient, or patient in the Emergency Department of WOOSTER COMMUNITY HOSPITAL.  Medical services may
be performed by my personal doctors or by Emergency Department doctors.  I understand that doctors, including the Emergency
Department doctors, are not employees of WOOSTER COMMUNITY HOSPITAL.  No one guaranteed the results of any treatment, test or
procedure.  I understand I may need to sign a separate informed consent for surgery and certain invasive procedures.


If I am admitted as a patient to WOOSTER COMMUNITY HOSPITAL, I may be seen by my personal doctor.  If I do not have a personal
doctor, a doctor may be assigned to attend to me.  If I am treated and discharged from the Emergency Department, I will be instructed to
use my personal doctor in follow-up.  If I do not have a personal doctor, I may make a follow-up visit with the on-call doctor assigned.  I
understand that being seen in follow-up by assigned on-call physician does not create an obligation for that doctor to accept me as a regular
patient.  That will be a mutual decision between the doctor and I.


By signing below, I agree to pay (or agree to accept financial responsibility for and guarantee payment to) WOOSTER COMMUNITY
HOSPITAL for hospital services rendered, including treatment, tests and procedures for which I have consented. To the extent I am
entitled to receive medical insurance or benefits through one or more payers, I agree by my signature to assign to WOOSTER
COMMUNITY HOSPITAL payment of all insurance and medical benefit coverage due by each payer. I understand that under Ohio law, I
may request a list of usual and customary charges and rates.
CONSENT TO ASSIGN AND PERMIT PAYMENT OF MEDICAL BENEFITS UNDER THE SOCIAL SECURITY ACT
(MEDICARE) TO HOSPITAL AND PHYSICIANS
I certify that the information I gave in connection with applying for payment under Tide XVIII of the Social Security Act is complete, true and
accurate. I consent for WOOSTER COMMUNITY HOSPITAL and doctors who treated me, who are holders of medical or other information
about me, to release to the Social Security Administration or its intermediaries or carriers any information needed for this or related
Medicare claim. I authorize WOOSTER COMMUNITY HOSPITAL and doctors who treated me to submit claims on my behalf. I request
and consent that permitted reimbursement and payment of authorized benefits be assigned to WOOSTER COMMUNITY HOSPITAL and
to the doctors who treated me.
ACKNOWLEDGMENT OF RECEIPT OF MEDICARE CO-INSURANCE  NOTICE
WOOSTER COMMUNITY HOSPITAL is notifying me that, if I am a Medicare beneficiary, I will be responsible for paying the Medicare
deductible and the amount of co-insurance for health care and medical services I receive as an outpatient at WOOSTER COMMUNITY
HOSPITAL and at HEALTHPOINT.  Co-insurance means that percentage of the bill that I must pay.  Typical co-insurance amounts can
range from 20% to 50% of the Medicare payment rate.  It is likely that the amount of co-insurance I am required to pay will fall within this
range. This is only an estimate.  Medicare determines the actual amount I must pay.  My signature below acknowledges my receipt of this
Notice before I receive health care and medical services for which I will be responsible for paying co-insurance.


Witness DateBeneficiary or Beneficiary's Authorized Representative


I, ________________________________, request a private room. I agree to pay to the hospital the difference between
the established rates of the hospital for the accommodations specified in my contract, and the more expensive
accommodations requested, which is $___________ /day.


REQUEST FOR PRIVATE ROOM


I understand and agree that I am solely responsible for any personal property I bring in to WOOSTER COMMUNITY
HOSPITAL. I have been informed that the Hospital has a safe into which I may store my personal property while I am a
patient. I expressly waive any claim against WOOSTER COMMUNITY HOSPITAL for ANY loss of, or damage to, personal
property that I do not deposit in the safe, but instead, voluntarily keep in my possession.


SIGNATURE
By signing below, I understand, acknowledge and agree that: (1) I have read this form or had it read to me; (2) 1 understand it
and the consequences of signing it (3) that I have had an opportunity to ask questions, and my questions were satisfactorily
answered; (4) 1 am properly acting on my own behalf or as the authorized legal representative for the patient; and (5) that I
am knowingly and freely signing, unconditionally and without reservation, and am accepting financial responsibility.


GENERAL CONSENT FOR TREATMENT


REGISTRATION CONSENT FORM








PRE-SLEEP OUESTIONNAIRE


If yes, list time and length of nap.NO1. Did you take any naps today? YES


NO If yes, list what2. Have you taken any prescribed medication today? YES
and when


NO If yes, list3. Have you taken any non-prescription medication today? YES
what and when


NO4. Have you had any alcohol today? YES


5. Have you had any liquids other than water in the past 5 hours? YES NO if
yes, list what and how much


6. Have you felt ill today or do you feel ill now? YES NO If yes, how and
when


7. Did anything out of the ordinary happen today? NOYES If yes, explain
what


8. Did you feel sleepy today? YES NO


9. When did you eat your last meal?
Compared to usual, was the amount that you ate: Less Same More


10. How tired do you feel right now? Not at all Little Extremely


11. How sleepy do you feel right now? Not at all Little Extremely


12. How alert do you feel right now? Not at all Little Extremely


Comments


Note: Sleep in any position comfortable for you and move about as much as you wish. You
are under no compulsion to "sleep well" or "sleep a lot".  We are willing to accept whatever
you show us tonight.
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Label


PRE-SLEEP QUESTIONNAIRE


WOOSTER COMMUNITY HOSPITAL








POST-SLEEP QUESTIONNAIRE


NoDid you have difficulty falling asleep last night? Yes If yes, please1.
Explain why


Min.Hrs.How long do you think it took you to fall asleep last night?2.
ShorterSameCompared to usual was this:  longer


If yes, how many times No3.  Did you wake up during the night? Yes


No4.  Did you have difficulty falling back to sleep?  Yes


5.  How long do you think you slept last night?


.


ShorterSameCompared to usual was this Longer


6.  How deeply do you feel you slept Last night?
Deep Very lightLightAverageVery deep


7.  How does your sleep last night compare to your usual sleep?
WorseSameBetter


ExtremelyLittle8.  How sleepy do you feel right now? Not at all


Little9. How tired to you feel right now? Not at all Extremely


Little Extremely10. How alert do you feel right now? Not at all


11. Was there anything different about sleeping in the Sleep Lab? Yes No
If yes, please explain
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WOOSTER COMMUNITY HOSPITAL


POST-SLEEP QUESTIONNAIRE


Label








Sleep Disorder Center
Comment Sheet


The following questions were designed to have you help us increase the quality of the Sleep Disorder
Center. We would appreciate any comments and or suggestions you may have regarding room comfort,
staff, and testing. Please rate the following questions according to the scale below. Thank you for helping us
make the Sleep Disorder Center a better place to stay.


#1 POOR #3 GOOD#2 FAIR #4 EXCELLENT
Physician Evaluation


1) Were you satisfied with the time frame in which you received
your appointment? Comment:


1 2  3  4


2) Did the Physician provide you with enough in formation
pertaining to your testing? Comment:


1 2  3  4


3) Was the staff pleasant and courteous?
Comment:


1 2  3  4


Daytime/Nighttime Study


1) Were you comfortable in your room?
Comment:


1 2  3  4


2) Did you feel your room and bathroom were clean?
Comment:


1 2  3  4


3) Was the temperature in your room appropriate?
Comment:


1 2  3  4


4) Was the staff pleasant and courteous?
Comment:


1 2  3  4


5) Were you comfortable in our lounge area?
Comment:


1 2  3  4


6) Were your questions answered to your satisfaction?
Comment:


1 2  3  4


7) If your spouse or friend had a sleep problem, would you recommend
our lab? Comment:


1 2  3  4


8) Was there a special individual that made your experience at Wooster
Community Hospital particularly pleasant?


Name (optional)
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WOOSTER COMMUNITY HOSPITAL


COMMENT SHEET





