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| Print Form |

WOOSTER COMMUNITY HOSPITAL
GENERAL CONSENT FOR TREATMENT

| 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. | 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. | understand | may need to sign a separate informed consent for surgery and certain invasive procedures.

If | am admitted as a patient to WOOSTER COMMUNITY HOSPITAL, | may be seen by my personal doctor. If | do not have a personal
doctor, a doctor may be assigned to attend to me. If | am treated and discharged from the Emergency Department, | will be instructed to
use my personal doctor in follow-up. If I do not have a personal doctor, | may make a follow-up visit with the on-call doctor assigned. 1
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.

AGREEMENT TO PAY AND ASSIGNMENT OF BENEFITS

By signing below, | 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 | have consented. To the extent | am
entitled to receive medical insurance or benefits through one or more payers, | agree by my signature to assign to WOOSTER
COMMUNITY HOSPITAL payment of all insurance and medical benefit coverage due by each payer. | understand that under Ohio law, |
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

| certify that the information | gave in connection with applying for payment under Tide XVIII of the Social Security Act is complete, true and
accurate. | 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. | authorize WOOSTER COMMUNITY HOSPITAL and doctors who treated me to submit claims on my behalf. | 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 | am a Medicare beneficiary, | will be responsible for paying the Medicare
deductible and the amount of co-insurance for health care and medical services | receive as an outpatient at WOOSTER COMMUNITY
HOSPITAL and at HEALTHPOINT. Co-insurance means that percentage of the bill that | 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 | am required to pay will fall within this
range. This is only an estimate. Medicare determines the actual amount | must pay. My signature below acknowledges my receipt of this
Notice before | receive health care and medical services for which | will be responsible for paying co-insurance.

Witness Beneficiary or Beneficiary's Authorized Representative Date

REQUEST FOR PRIVATE ROOM

I, , request a private room. | 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.

PROPERTY STATEMENT

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

Valuables placed in the Safe? [JYes [No Valuables Envelope No.
SIGNATURE

By signing below, | understand, acknowledge and agree that: (1) | have read this form or had it read to me; (2) 1 understand it
and the consequences of signing it (3) that | 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 |
am knowingly and freely signing, unconditionally and without reservation, and am accepting financial responsibility.

Witness Patient or Patients Authorized Representative Date

Insured (if other than patient) Relationship
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You may print and return the form to
your physician or you may E-mail the
completed form to:
WCHSleepCenter@WCHOSP.ORG

. WOOSTER COMMUNITY HOSPITAL
SLEEP DISORDERS CENTER
SLEEP SCREENING QUESTIONNAIRE
Phone: 330-263-8400 Fax: 330-263-8396

NAME: ADDRESS:

PHONE: DATE OF BIRTH: HEIGHT: —_—_ WEIGHT:

FAMILY/PRIMARY CARE PHYSICIAN: ADDRESS:

PHONE OF FAMILY/PRIMARY PHYSICIAN: DATE:
1)Does your snoring awaken your family or yourself? YES [] NO [7]
2)Has anyone told you that you stop breathing in your sleep? YES [] NO []
3)Do you have problems with memory loss? YES [] NO []
4)Do you often wake up with morning headaches? YES [] NO []
5)Have you experienced a frequent loss of energy ? YES [] NO []
6)Do you have a dry mouth upon waking up? YES [] NO []
7)Do you feel sleepy often? YES [] NO []
8)Have you been diagnosed with high blood pressure? YES [] NO []
9)Do you wake up suddenly gasping for air? YES [] NO []
10)Are you overweight? YES [] NO []
11)Do you have a history of stroke? YES[] NO []
12)Do you feel that you're a restless sleeper? YES[] NO[]
13)Do you have problems with insomnia? YES[] NO []
14)Do you have problems with your legs (kicking/twitching)? YES [] NO []
15)Do you grind your teeth? YES[]  NO []
16)Do you have night sweats? YES [] NO []
17)Do you use the restroom during the night? YES []  NO []

How many times per night

18)Do you have a history of sleep walking? YES [] NO []
Pediatric or Adult?
19)Do you have a history of heart problems/heart failure? YES [] NO []
20)Have you experienced physical weakness with strong emotion? YES [ ~ NO []
21)Do you have sleep attacks while driving? YES [] NO []
22)Have you experienced severe tiredness for > 10 years? YES [] NO []

TOTAL YES -






EPWORTH SLEEPINESS SCALE: Rate yourself in the following situations on a scale of 0-3

CHANCE
SITUATION OF
DOZING
Sitting and Reading
Watching TV 0 = NO CHANCE OF DOZING
Sitting inactive in a public place (i.e. 1 = SLIGHT CHANCE OF DOZING
Movies) 2 = MODERATE CHANCE OF DOZING
As a passenger in a car for an hour 3 = HIGH CHANCE OF DOZING

without a break

Lying down to rest in the afternoon when
permitted

Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car, while stopped for a few minutes
in traffic
9 or above = positive EDS

TOTAL

Thank you for your submission! A registered sleep technologist will review your information
and it will be forwarded to your physician.

If you have questions and would like to speak to one of our staff members or would like to
request informational pamphlets on sleep disorders and sleep testing, please call
330-263-8400.
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NOTICE OF PRIVACY PRACTICES
Wooster Community Hospital

This Notice describes how medical information about you as a patient may be used or disclosed and how
you can get access to this information. Please read it carefully.

If you have any questions about our Privacy Practices, including your rights and ability to voice your
concerns, please call (330) 263-8615 and ask to speak with one of our Privacy Officers.

Dear Patient: The confidentiality of your health information is important to us. As your community Hospital and

health care provider of services, such as home health, we rely on you to give us complete and accurate information
about your condition, symptoms and health history. We want you to know about our privacy practices that are
intended to safeguard the proper use and disclosure of your health information. Our efforts, in part, also depend on
you. Please respect the privacy of other patients' health information, just as you would like them to respect yours.

| HIPAA's Privacy Rule and Why You Are Receiving this Notice.

Anew law called "HIPAA" protects the use and disclosure of patient health information. This law requires hospitals
and doctors to keep your medical records confidential. We may use or disclose health information in ways the law
permits, or as you authorize us. HIPAA requires all hospitals to give their patients a. copy of their Notice of Privacy
Practices, which explains our obligations and privacy practices and your legal rights.

We are pleased to give you this Notice, so you may know what the Hospital, and the doctors seeing. you at the

Hospital, are doing to protect your health information. It also applies to other health care services the Hospital

provides in the community, such as home health care or diagnostic testing. This Notice is effective April 14, 2003.

We will follow its terms, until it is revised, which HIPAA allows us to do at any time. Revisions will apply to all patient
Information that we maintain. If we revise this Notice and our privacy practices, we will let you know by posting a
new Notice in the Hospital and on our Internet website (www.woosterhospital.org). You may also ask for a paper
copy of our most current Notice.

Our privacy practices follow HIPAA's Privacy Rule. Some of HIPAA's terms may be confusing. Please ask us to
explain any term you do not understand. We have a list of HIPAA's definitions and Frequently Asked Questions
available on our website (www.woosterhospital.org).

Please take this Notice of Privacy Practices home, read it and share it with other family members. It will help answer

questions you might have. To make sure all of our patients receive a Notice, please sign the written
Acknowledgment.

A Note about Patients who are Minors. Some of our patients are under the age of 18. HIPAA works with Ohio law
regarding the rights of parents and minors. It looks to Ohio law for defining the rights of custodial and non-custodial
parents. When our patient is under 18, we will give the Notice to the minor's responsible person (e.g. parent or
guardian). The responsible person can sign the Acknowledgment for the minor. If the minor is 14 or older, we
encourage you to share this Notice with him/her. If the patient is 18 or older, we will give him/her a separate Notice
of Privacy Practices. The Notice refers to "your" health information and "your" rights. "Your" applies to the patient
and his/her responsible person, who may exercise rights on the patient's behalf.
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Use and Disclosure of Health Information for Treatment, Payment, and Health Care Operations

We may use (in the hospital) or disclose (share) your health information for treatment, payment and health care
operations. You do not need to sign an Authorization.

Treatment. When you come to the Hospital, a number of doctors and nurses may be involved in your care, including
your family doctor and perhaps radiologists, anesthesiologists and pathologists. If you come to the Hospital through
our Emergency Department, you probably will be seen by emergency doctors and nurses. Some of our patients may
be seen by nurses in our Home Health Care program. These doctors, nurses and other health care professionals will
use and share your health information when you come to the Hospital for treatment or for tests, or if you receive
home health care. We may share test results with your doctor's office. We have taken steps to make sure your

information is properly accessed and used by doctors on our Medical Staff for treatment. We may send medical

information properly needed by a nursing home, home health care agency, other health care providers or suppliers,
S0 your treatment can be continued with a minimum of burden, paperwork, or delay.

Hospital records may contain health information about you that we received from other sources, such as another
hospital, nursing home, or home heath care agency. If a doctor, hospital or facility treating you asks for your record,
our general policy is to send the entire record. We believe that is in the patients best interest for treatment purposes.

Payment . An example of disclosing your health Information for payment purposes is when we check with your health
insurance about eligibility, coverage, and pre-certification. We also need to disclose certain health information when
we submit a claim to your health insurance for payment of the treatment we provided. The law allows us to turn over
certain information to collection agencies if you do not pay your bill.

Operations. We may use health Information for health care operations in order to evaluate our performance and the
performance of our doctors providing you with quality treatment and service. We have taken steps to make sure that
your health information is properly accessed and used for these purposes.

Business Associates. On occasion, we may use outside persons called "Business Associates"” to perform services
for the Hospital. We have entered into contracts with Business Associates to make sure they protect the privacy of
your health information.

Communicating with You, Famlly, and Others Caring for You

Communicating with You.

We may contact you for scheduling or reminding you of an appointment, giving you-test results, or informing you
about treatment alternatives or other health-related benefits and services, and programs (such as Senior Partners)
that may interest you. We may communicate with you by mail or by telephone. We may speak with you at the
Hospital. We may mail information to your home address or call you at home. If we call, we will identify ourselves
and ask to speak with you. If you are not available, we may leave a message with the person answering the
telephone for you to call us. If you have an answering machine, we will leave our number and a message for you to
call. If you do not want us to contact you by mail, or while you are in the Hospital, about health-related benefits,
services or programs, please let us know that you wish to "opt out." Otherwise, we will presume it is ok.

Your Right to Request that We Communicate with You at a Different Phone Number or Address.

You have the right to request that we contact with you confidentially by alternate means or at a different telephone
number or address. Please let us know if you don't want us to mail information to you at your home address, call you
at home, or leave a message on the answering machine. You do not have to explain why you are making this
request. We will honor reasonable requests. If we cannot honor your request, we will let you know why.
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Family and Friends.

Most of our patents would like us to be able to discuss health information with family members or others who are

assisting in their care or helping them with their medical bills. This may include discussing or answering questions a
family member (such as a spouse or adult children, particularly for our seniors, and with parents or guardians for our

younger patients) may have about your condition, medication or treatment needs. It also may include answering
questions about a medical bill or balance owed. You have the right to ask us not to speak with family members or
friends. Please let us know if those are your wishes. If you do not tell us, we will assume you are permitting us to

talk with those involved in your care or helping you. We may need to communicate with family members or others
involved in your care in certain emergency situations, or if we are otherwise required by law.

Use and Disclosure of Health Information You Authorize and Your Right to Revoke (Cancel) Authorization

We will not use or disclose your health information for purposes other than treatment, payment or health care
operations (unless the law requires us) without your signed, written Authorization. We also will not disclose
psychotherapy notes without an Authorization. The date on your Authorization generally should not be more than 60
days before your give it to us. This is for your protection. You may fax the Authorization to us. For more information,
please see our website (www.woosterhospital.org) or call us at (330) 263-8615.

For example, we will not give medical information about you to your employer without your Authorization. To protect

the patient privilege, our general policy is not to disclose your medical records, even if we receive a subpoena, unless
you sign an Authorization, or we receive a court order.

You may authorize us to disclose health information to persons who are not covered by HIPAA. Once that

information is disclosed, it no longer is protected by HIPAA. The person authorized to receive it may use or re-
disclose it in any way that is not prohibited by law.

You may revoke (cancel) the Authorization in writing at any time. Once we receive your written revocation, we no
longer will use or disclose your health information in the way described by the Authorization. However, we cannot be

held responsible for any use or disclosure of health information, as permitted by the Authorization, before we have
received your written revocation.

Use and Disclosure of Health Information As Permitted or Required by Law

We may use or disclose health information, without an Authorization, as permitted or required by law.

Workers' Compensation. Ohio law permits us to disclose health information, without a separate Authorization, when
an employee files a Workers' Compensation Claim or seeks benefits under other State programs.

Public Health Agencies. Ohio law requires us to disclose health Information to public health agencies to help control
disease, injury or disability. The law requires us to report cases of suspected abuse or neglect.

FDA and OSHA. Certain Federal laws from the FDA and OSHA require us to report adverse events, product
problems, and biological product deviations, so safety precautions, recalls and notifications can be conducted.

Reqgulatory Agencies. Certain Ohio and Federal governmental regulatory agencies require us to disclose health
information for the purpose of monitoring compliance.

National and Homeland Security . We may be required by the government to disclose information concerning
patients who are in the Armed Forces or for National and Homeland Security purposes.
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Coroner and Funeral Directors. We may disclose health information to the Coroner or to a funeral director to perform
legally authorized responsibilities.

Law Enforcement. We may disclose health information to law enforcement officials, so long as that information: (1)
is limited to identification purposes; (2) applies to victims of crime; (3) involves a suspicion that injury or death has
occurred because of criminal conduct; (4) is needed in a criminal investigation; (5) necessary to prevent or lessen the
threat to the health or safety of a person or to the public; or (6) is otherwise required by law.

Your Rights under the Privacy Rule and Our Privacy Practices

In addition to your right to request for confidential communications by alternate means or at a different phone number
or address, you have other rights under HIPAA. We want you to know about them and how we may respond to your
requests. If you have any questions or need further clarification, please see our website (www.woosterhospital.org)
or call our Privacy Officer at (330) 263-8615.

You have the Right to Request Restrictions on Certain Uses and Disclosures of Health Information.

You may request that we restrict certain uses or disclosures of your health information by completing a Request for
Restriction form. You may give it to us in person or mail it to us. This request may involve certain restrictions

connected with treatment, payment or health care operations. It also may involve a request that we do not disclose
health information with family members, friends or others who are involved in caring for you.

HIPAA's Privacy Rule gives hospitals and doctors the right to deny a patient's request to restrict the use or disclosure
of health information. While we will consider reasonable requests, it is our policy not to restrict the use or disclosure
of health information necessary for providing or arranging for the provision of treatment. It is our policy not to restrict
the use or disclosure of health information when submitting a claim to insurance or health plan for reimbursement.

We will consider all other requests for restricted use or disclosure of health information on a case-by-case basis. If
we agree to your request, we will be bound to our agreement. If we cannot agree your request, we will let you know.

You have a Right to Access, Inspect and Copy Your Own Health Information.

You have the general right to inspect and copy your own health information in our hospital records (called a
"designated record set"). There are some exceptions. For example, you do not have the right to inspect or
copy psychotherapy notes or information compiled for civil, criminal or administrative proceedings. Your right
also may not extend to information covered by other laws or information obtained from someone other than
another health care provider, based on a promise of confidentiality. We may also deny access if, in our
judgment, seeing that information could endanger the life or safety of you or another.

You may request access to your Protected Health Information by completing the Request for Access form and
presenting or sending it to us. Our practice is to consider all requests according to our legal responsibilities under the
Privacy Rule.

We generally will respond to your request within 30 days from the time we receive the competed form. Sometimes, it
may take more than 30 days. If that happens, we will let you know and will act on your request as soon as
reasonably possible. If we grant your request, we will contact you to set up an appointment for you to inspect your
health information and request a copy of it. You may not make changes in the original record.

Alternatively, you may ask to have a written summary of your health information instead of inspecting or copying your
records. Under HIPAA, we may charge you for a summary or for copying and sending your medical records. If we
are unable to grant your request, because of the reasons listed above, or because the information is not part of a
designated record set, we will notify you in writing of the basis for the denial and your rights for review of our denial.
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You have the Right to Amend Incorrect or Incomplete Facts in Your Health Information.

You may request to amend incorrect or incomplete health information in your record by completing our written

request form and presenting or mailing it to us. We will respond to your request within 60 days from the time we
receive your completed form.

We will grant your request if health information that we created is incorrect or incomplete. We may not, under
HIPAA, amend your health information if it is not part of a designated record set (someone else created it), if it would
not be available for you to inspect (see Right to Inspect, above), or if the information is accurate and complete.

If we grant your request, we will amend the health information in the designated record set. We also will inform you

that we have made the amendment, and we will inform persons who have received and may have relied on health
information that has been amended.

If we deny your request, we will: (1) notify you in writing of the basis for that denial; (2) inform you of your right to
submit a written statement of disagreement and provide you with the appropriate form, which we will keep with your
record and will include with future disclosures; and (3) inform you of your right to file a complaint. If you file a

statement of disagreement, we may prepare a written rebuttal statement. If you have any questions about this right,
please ask our Privacy Officer.

You have a Right to Receive an Accounting of Disclosures of Health Information.

You have a right to receive an accounting of disclosures we have made to others of your health information. This
right is limited and does not require us to provide you with an accounting of disclosures made for: (1) treatment,
payment and health care operations; (2) disclosures made to you or your legal representative; (3) disclosures made
according to your signed Authorization; or (4) disclosures made before April 14, 2003. To request an accounting,
please complete the Request for an Accounting form.

PATIENT CONCERN AND COMPLAINT RESOLUTION PROCEDURE

We at Wooster Community Hospital are committed to protecting your health information. Despite our efforts,
guestions, concerns, or problems can arise. If you have a concern, or believe we may have violated your Privacy
rights, we encourage you to bring that to our attention immediately. You may do so by filling out a complaint form,
contacting our website (www.woosterhospital.org) or calling our Privacy Officer at (330) 263-8615.

We take all concerns and complaints very seriously and will investigate each one promptly. If we made a mistake,
we will do what we can to correct it and take steps to prevent such mistakes in the future. If we did not make a
mistake, we will provide you with an explanation. We will make every effort to get back to you within 30 days.

Under no circumstances will we "retaliate” against you for expressing a concern or filing a complaint relating

to your Privacy rights. You may contact the DHHS Secretary if you believe your privacy rights have been
violated.
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| Print Form l

WOOSTER COMMUNITY HOSPITAL
Acknowledgment by Patient or Patient's Representation of Receipt of Notice of Privacy Practices

| acknowledge receiving a copy of the Notice of Privacy Practices given to me by Wooster
Community Hospital (or one of its related services), at the first date of service (following
April 14, 2003)

| understand this Notice explains what Wooster Community Hospital does to protect the use
or disclosure of my health care information. | will share this Notice with other adult members
of my household.

| understand | should keep it and refer to it if | have questions. | also understand | should
call the Hospital's Privacy Officer at 330-263-8615 if | have a question or concern about my
privacy rights. | also may contact the Hospital's website at www.woosterhospital.org.

Printed name of patient

(If applicable) Printed name of patients representative and relationship to patient

Signature by patient or patients representative

Date

HOSPITAL STAFF USE ONLY IF ACKNOWLEDGMENT NOT SIGNED
The following attempt(s) were made to obtain a written Acknowledment of Receipt

NPP given to patient, who refused to sign.

NPP left with family member or friend.

Patient unable to sign/emergency.

NPP mailed to patients home address or alternate address.

Oooogf

NPP was faxed or emailed to patient, at patient' s request.

Other reason(s) why written acknowledgement not obtained:

Signature of Person attempting to obtain signed Acknowledgment

Date

COPY MAINTAINED IN FILE

Patient Label
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WOOSTER COMMUNITY HOSPITAL

PRE-SLEEP OUESTIONNAIRE

1. Did you take any naps today? YES NO If yes, list time and length of nap.

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

3. Have you taken any non-prescription medication today? YES NO If yes, list

what and when

4. Have you had any alcohol today? YES NO

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? YES NO 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.

Label
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WOOSTER COMMUNITY HOSPITAL

POST-SLEEP QUESTIONNAIRE

| Print Form |

Did you have difficulty falling asleep last night? Yes No If yes, please
Explain why
How long do you think it took you to fall asleep last night? Hrs. Min.
Compared to usual was this: longer Same Shorter
Did you wake up during the night? Yes No If yes, how many times
Did you have difficulty falling back to sleep? Yes No
How long do you think you slept last night?
Compared to usual was this Longer Same Shorter
How deeply do you feel you slept Last night?
Very deep Deep Average Light Very light
How does your sleep last night compare to your usual sleep?
Better Same Worse
How sleepy do you feel right now? Not at all Little Extremely
. How tired to you feel right now? Not at all Little Extremely
0. How alert do you feel right now? Not at all Little Extremely
1. Was there anything different about sleeping in the Sleep Lab? Yes No

If yes, please explain
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WOOSTER COMMUNITY HOSPITAL

SLEEP DISORDER CENTER

CONSENT FOR VIDEO TAPING, FILMING, AND/OR PHOTOGRAPHY

| hereby give by consent for video taping, filming, and/or photography for
diagnostic purposes, professional use or teaching; including publication in
medical or scientific journal or presented at a meeting of health care
professionals.

Patient Signature Signature of Parent (minor patient)

Witness Date

Label
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WOOSTER COMMUNITY HOSPITAL
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 #2 FAIR #3 GOOD #4 EXCELLENT
Physician Evaluation

1) Were you satisfied with the time frame in which you received 1234
your appointment? Comment: 0000
2) Did the Physician provide you with enough in formation 12 34
pertaining to your testing? Comment: 0000
3) Was the staff pleasant and courteous? 1234
Comment: 0000

Daytime/Nighttime Study

1) Were you comfortable in your room? 1234
Comment: 0000
2) Did you feel your room and bathroom were clean? 1234
Comment: 0000
3) Was the temperature in your room appropriate? 1234
Comment: 0000
4) Was the staff pleasant and courteous? 1234
Comment: 0000
5) Were you comfortable in our lounge area? 1234
Comment: 0000
6) Were your questions answered to your satisfaction? 12 3 4
Comment: 0000
7) If your spouse or friend had a sleep problem, would you recommend 1234

our lab? Comment:

0000

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

Name (optional)
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