
Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Thank you for your interest in obtaining an oral appliance for snoring and sleep 
apnea.  Enclosed are the necessary forms to be filled out and returned to start the paperwork 
process. 

These forms are also available to be filled out through our online portal upon 
request.  

If you have had an overnight sleep study, please fill out the records release so that 
we may obtain the results of the sleep test.  These results will be part of the pre-
verification process.  

We are very happy to work with your existing Dental office, but it is required that 
we prove that you have the adequate dentition to hold a device and maintain that 
dentition. We request that if you do have a dentist that you have a copy of your 
last panoramic film and most recent periodontal charting forwarded to us. If you 
do not have a dentist or have not had a cleaning in the last year, we request that 
you make an appointment with our hygienist for an exam and cleaning to submit 
as proof. If you have not had a panoramic film in the last 3 years, we will take one 
for you.     

Once all forms are returned, we can start your pre-verification.  Please 
call/text or Email the office should you have any questions.  
Phone/Text: 208 667-4551 Email: Drjohnsoninfo@gmail.com 

Return the following information: 
1. New Patient Questionnaire
2. Copy of medical insurance card/s front and back
3. Signed HIPPA Consent
4. Signed Affidavit for Intolerance to CPAP, if applicable.
5. Signed Records Release
6. Overnight sleep study, should you have one.
7. Signed Referral Form Primary Care Physician
8. Signed ABN (Medicare/Medicare replacement ONLY)
9. Dental records (last panoramic film and perio Chart)
Thank you,

 Dr. Donald Johnson DDS 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Patient Information: 

First Name:______________________________ MI:____ Last Name:__________________________________ 

Home Phone (____) ______-________ Cell (_____) ______-________ Work Ph: (_____) ______-________  
Email Address: ____________________________________________________  
Home Address: ____________________________________________________  
City:_______________________________ State:________ Zip:_____________ Gender: ___Male ___Female 

Date of Birth: MM/DD/YYYY     Social Security # (SSN) ________-____-________  
_______/_______/________ 

Height: Feet______  Inches ______         Marital Status: ___Married ___Minor ___ Single___ Partner 
Weight:__________  
Spouse/Parent/Guardian:___________________________________________ Phone:____________________ 
Emergency Contact: Name:__________________________________________  
Relationship:_______________________ Phone: ________________________  

Referred by: ______________________________________________________ 

Employer Information: 

Employer: ____________________________________________  
Phone: ____________________ Fax: ______________________  
Address:_________________________________________________City:______________________________ 
State:________ Zip:__________  
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Primary Health Insurance: 

Patient’s Relationship to Primary Insured:       ____Self ____Spouse ____Child ____Other  
Name of Insured: First:____________________________ MI______ Last_______________________________ 
Insured DOB: (MM/DD/YYYY)    ______ /______ /_________  
Insurance Company:________________________________________ Insurance ID: ______________________ 
Group #: _________________________    Plan Name and/or #:_______________________________________ 
Insurance Company Address: _________________________________City: _____________________________ 
State: ________  Zip: __________ Phone: ________________________ Fax:____________________________  

Email:_____________________________________________________ 

Please bring your insurance card/s AND picture ID so we can 
photocopy. 

Secondary Health Insurance: 

Do you have secondary insurance?  _____Yes _____ No 
If yes, please complete this section  

Patient’s relationship to insured: _____Self _____ Spouse _____ Child _____ Other  
Name of Insured: First: ________________________ MI______ Last__________________________________ 
Insured DOB: (MM/DD/YYYY) ________ / ________ / _________  
Insurance Company: ___________________________________ Insurance ID: __________________________ 
Group #: ______________ Plane Name and/or #: _______________  
Insurance Company Address: ____________________________________ City: __________________________ 
State: _______________ Zip: ________________________  
Phone: _______________________ Fax: __________________________   
Email: ______________________________________________________  
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Medical Contacts:  (Needed to communicate treatment progress. Please be thorough to save us time, the less time looking for 
this information. Thank you!)   

Primary Care Physician: ______________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone:_______________________ Fax:__________________________  

ENT: ______________________________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone:_______________________ Fax:__________________________  

Sleep Physician: ____________________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone: _______________________ Fax:__________________________  

Dentist: ___________________________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone:_______________________ Fax:__________________________  

Other MD: _________________________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone:_______________________ Fax:__________________________  

Other MD: _________________________________________________________________________________ 
Address: _____________________________________City:_______________State:_______ Zip:___________ 
Phone:_______________________ Fax:__________________________  
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Have you ever had a sleep study?  Yes__ No__  
If yes, when and where? ___________________________________________________Date:______________ 
Address: ______________________________City:_____________________ State:____________Zip:_______ 
Phone: _________________________ Fax: ________________________  
Dental Devices  
Are you currently wearing a dental device specifically designed to treat sleep apnea?   Yes__ No__  
Have you previously tried a dental device for sleep apnea treatment?  Yes__ No__  
If yes, was it Over the Counter (OTC)? Yes__ No__   
Was it fabricated by a dentist? Yes__ No__  
If applicable, please describe your previous dental device experience:  
__________________________________________________________________________________________   
Surgery  
 Have you had surgery for snoring or sleep apnea?   Yes__ No__  
Please list any nose, palatal, throat, tongue, or jaw surgeries you have had:  
______________________________________________________________________________________ 
__________________________________________________________________________________________  
Other attempted therapies   
Please comment about other therapy attempts and how each impacted your snoring and apnea and sleep 
quality:____________________________________________________________________________________ 
How would you describe your dental health? ____________         
Have you ever had teeth extracted?  Yes__   No__ 
Do you wear removable partials? Yes__   No__ 
Do you wear dentures? Yes__   No__ 
Have you worn orthodontics (braces)? Yes__   No__ 
Does your TMJ (jaw joint) click or pop? Yes__   No__ 
Do you have pain in this joint? Yes__   No__ 
Have you had TMJ (jaw joint) surgery? Yes__   No__ 
Have you ever had gum problems?   Yes__   No__ 
Have you ever had gum surgery? Yes__   No__ 
Do you have morning dry mouth? Yes__   No__ 
Have you ever had injury to your head, face, neck, mouth, or teeth? Yes__        No__ 
 Are you planning to have dental work done in the near future? Yes__        No__ 
Do you clinch or grind your teeth?   Yes__        No__ 
 I certify that the information I have completed on these forms is true, accurate, and complete to the best of 
my knowledge.  

Patient or Guardian: _____________________________________________ Date:_______________________ 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Medical History 
List current medical conditions for which you are being treated. 

Diagnosis Year Treating Physician 

List all hospitalizations and surgeries you have had. (Please be thorough and include surgeries to remove your adenoids 
or tonsils, or hospitalizations for head injury, seizures or heart conditions.) 

 Diagnosis    Year     Treating Physician 

List medications you are currently taking. (Please include prescription and non-prescription medications of all types, 
including sleep and non-sleep related. Also indicate if you are on supplemental oxygen.) 

  Medication     Reason      Dosage     How often 

Please list all allergies you have: 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

DYSFUNCTION 
Can you open your mouth normally?     ⬜   Completely ⬜   Partially 
Do you ever open so wide your mouth locks open?  ⬜    Yes ⬜    No 
Do you have any of these sounds in the joint?    ⬜   Popping/Clicking     ⬜   Grating 
If you have any of these problems is it frequent? ⬜    Yes ⬜    No 
Have you noticed any change in your bite?  ⬜    Yes ⬜    No 

MISCELLANEOUS AND ASSOCIATED COMPLAINTS AND QUESTIONS 
 Are your jaw muscles ever tired? ⬜    Yes ⬜    No 
 Do you have a jaw thrust habit or nervous twitch about the face? ⬜    Yes ⬜    No 
 Does your face swell? ⬜    Yes ⬜    No 
 Have you ever noticed production of more saliva or less saliva? (dry mouth) ⬜    Yes ⬜    No 
 Do tears form in your eyes for no apparent reason? ⬜    Yes ⬜    No 
 Did the symptoms start after any of the following conditions? ⬜    Yes ⬜    No 

� Accident  ⬜    Severe emotional upset       ⬜     A blow on the jaw ⬜     Excessively large bite 
 ⬜     Traction for cervical whiplash    ⬜     Traction for cervical arthritis  

or yawn  

 How long have you been bothered by this problem?   ______Years     _____Months 

 Have you had any injury to the jaw or face? If yes, explain. ⬜    Yes ⬜    No 
Have you had any other treatment for this problem? (If yes, explain-medicine, exercise, dental treatment) 

 Have you had your teeth straightened (Braces/Invisalign)? ⬜    Yes ⬜    No 
 Are you sensitive to metal rings or earrings? ⬜    Yes ⬜    No 
 Have you had your bit adjusted by your dentist? (If yes, please explain when) ⬜    Yes ⬜    No 
 Do you attribute the symptoms to any one incident? (If yes, please explain when) ⬜    Yes ⬜    No 
 Have you had cortisone injected into the jaw joint? If yes, when? ⬜    Yes ⬜    No 
 How many injections?  By whom? 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

 Do you know if you clench your teeth? ⬜    Yes ⬜    No 
 Has anyone mentioned that you grind your teeth (brux) at night during sleep? ⬜    Yes ⬜    No 

Do you chew gum?     Frequently     Moderately       Infrequently   Never 

 Is there anyone else in your family with a similar problem? (If yes, explain) 

Please describe briefly any changes in location or character of symptoms since this problem began 

Please list chronologically names and types of doctors and their locations, whom you have seen in the past for this or related 
problems. Write on the back of the sheet if necessary 

Did any of the treatments make you feel better? If so, which helped the most? In what manner? 

Did any of the treatments make you feel worse? Which ones? In what manner? 

   Yes      No 
Do you wake up with sore or aching muscles or joints 
(including leg or back pain)?  

⬜ ⬜ 

Do you grind or clench your teeth during sleep? ⬜ ⬜ 
Did you walk or talk in your sleep as a child or adolescent? ⬜ ⬜ 

Do you now walk or talk in your sleep? ⬜ ⬜ 
Do you have frightening dreams or nightmares? ⬜ ⬜ 
Do your dreams or nightmares awaken you? ⬜ ⬜ 
Do you wet your bed? ⬜ ⬜ 
Other Sleep Concerns: 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Temporomandibular Joint Disorder (TMJ/TMD) & Pain Concerns 
Symptom Questions  Right Side Left Side Right Side Left Side 
Do your symptoms affect one or both jaw 
joints? 

⬜ ⬜ Pain in forehead     ⬜ ⬜ 

Do you have pain in the jaw joint? ⬜ ⬜ Pain in facial area     ⬜  ⬜ 
Do you have pain in the ear? ⬜ ⬜ Grating, popping, clicking 

sound in joint 
    ⬜  ⬜ 

Do you have pain around the eyes? ⬜ ⬜ Subjective hearing loss     ⬜  ⬜ 
Pain in lower jaw ⬜ ⬜ Dizziness (vertigo) ⬜    Yes ⬜    No 
Pain in upper jaw ⬜ ⬜ Upset stomach- nausea ⬜    Yes ⬜    No 
Pain in neck ⬜ ⬜ Do you have arthritis? ⬜    Yes ⬜    No 
Pain in shoulder ⬜ ⬜ Have you ever had cervical 

traction?  
⬜    Yes ⬜    No 

 Ringing sound in ears 
(tinnitus) 

⬜ ⬜ Fullness, pressure, 
blockage in ear 

⬜    Yes ⬜    No 

 Headache/Migraine ⬜ ⬜ Pain in tongue ⬜    Yes ⬜    No 
 Total inability to open mouth ⬜ ⬜ 

Other Pain Questions 
Circle the kind of pain you have: ⬜   Sharp ⬜   Spreading ⬜   Aching  ⬜   Deep  

⬜   Dull ⬜   Superficial ⬜   Pulsating  ⬜   Burning  
 Is the pain?     ⬜   Constant ⬜    Intermittent 
How long does the pain last ⬜   Minutes ⬜   Hours  ⬜   All day 
Does the pain start  ⬜ Suddenly ⬜   Gradually 

 Does the pain stop  ⬜ Suddenly ⬜   Gradually 
What time of the day or night is the pain the most severe 
 How often do you have pain? 

 What is the longest period you have gone without pain? 
 What medication(s), if any, do you take to relieve the pain? 
 Does rest increase or decrease the pain? 
Please describe any method of positioning the jaw or head that you have found for relieving pain: 

Do any of the following normal daily activities cause pain? If yes, indicate where you feel pain. 

⬜   Yawning ⬜   Swallowing ⬜   Brushing  your teeth ⬜   Moving shoulders 
⬜   Chewing ⬜   Speaking ⬜   Moving head ⬜   Moving arms 
⬜   Singing ⬜   Shouting ⬜   Moving neck ⬜   Moving trunk 
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Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

Sleep Questions Never  Rarely  Often  Frequent  Always  
(Females) Does your sleep problem vary according to 
the stage of your menstrual cycle? 

⬜ ⬜ ⬜ ⬜ ⬜ 

Are you able to fall asleep and awaken on a daily, 
weekly basis according to your desired schedule?  

⬜ ⬜ ⬜ ⬜ ⬜ 

Do you nap during the day or evening? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you feel refreshed after a typical night’s sleep? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you feel sleepy during the day even when you have 
slept all night?  

⬜ ⬜ ⬜ ⬜ ⬜ 

Do you feel refreshed after a short nap? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you get sleepy while driving? ⬜ ⬜ ⬜ ⬜ ⬜ 
Have you had an accident or near-accident when 
driving, due to excessive sleepiness?  

⬜ ⬜ ⬜ ⬜ ⬜ 

Do you fall asleep when you want to stay awake 
(movies, theater, church, or watching television)? 

⬜ ⬜ ⬜ ⬜ ⬜ 

Are you able to fight off the excessive sleepiness? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have memory or concentration problems? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you experience vivid dream-like scenes upon 
awakening or falling asleep?  

⬜ ⬜ ⬜ ⬜ ⬜ 

When you are angry or laugh, do you ever feel weak, as 
though you might fall? 

⬜ ⬜ ⬜ ⬜ ⬜ 

Are you ever unable to move or speak upon a wakening? ⬜ ⬜ ⬜ ⬜ ⬜ 

Do you have trouble falling asleep when you go to bed? ⬜ ⬜ ⬜ ⬜ ⬜ 
When you try to fall asleep, does your mind race with 
thoughts?  

⬜ ⬜ ⬜ ⬜ ⬜ 

When you try to fall asleep, do you feel pain? ⬜ ⬜ ⬜ ⬜ ⬜ 
Does pain ever wake you up, disrupt your sleep or keep 
you from going back to sleep?  

⬜ ⬜ ⬜ ⬜ ⬜ 

Are you a light sleeper, easily awakened? ⬜ ⬜ ⬜ ⬜ ⬜ 
Is your sleep disrupted because of your bed partner, pets, 
or others in your household?  
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Sleep Questions Never  Rarely  Often    Frequent      Always  
   Have you been told you snore? ⬜ ⬜ ⬜ ⬜ ⬜ 

Does your snoring stop for brief periods during sleep? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you stop breathing sometimes during sleep? ⬜ ⬜ ⬜ ⬜ ⬜ 
Is your bed partner disturbed by your snoring? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you wake up choking or gasping for breath? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have night sweats? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have heartburn at night? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have a bitter bile taste in the back of your 
throat when you wake up (not “morning breath”)? 

⬜ ⬜ ⬜ ⬜ ⬜ 

Do you have nasal / sinus congestion at night? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have morning headaches? ⬜ ⬜ ⬜ ⬜ ⬜ 
Are you a restless sleeper, tossing and turning at night? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you have a creeping or crawling sensation in your 
legs when you lie down to sleep?  

⬜ ⬜ ⬜ ⬜ ⬜ 

Do you experience any type of leg or back pain during 
the night? 

⬜ ⬜ ⬜ ⬜ ⬜ 

Health Questions (Please answer the best you can) 
Are you unable to sleep in a flat position due to shortness of breath? ⬜    Yes ⬜    No 
Do you have a family history of snoring or other sleep disorders? ⬜    Yes ⬜    No 
If yes, please describe: 
Have you ever sustained a brain concussion, head injury or serious blow to the head? ⬜    Yes ⬜    No 
Do you have spells or seizures? ⬜    Yes ⬜    No 
Do you have high blood pressure? ⬜    Yes ⬜    No 
Have you experienced a weight gain in the last year? ⬜    Yes ⬜    No 
If yes, how much weight? 
Has your shirt collar size increase recently? ⬜    Yes ⬜    No 
If yes, by how much?  
Do you smoke? If yes, How long? ⬜    Yes ⬜    No 

 Have you quit smoking? 
 How many packs per day prior to quitting? How long did you smoked?         Year quit? 
Do you drink alcohol? ⬜    Yes ⬜    No 
If yes, please estimate the number of drinks per day. (beer, wine, or liquor) 
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Do you drink caffeinated drinks? ⬜    Yes ⬜    No 

If yes, please estimate the number of drinks per day. (sodas, coffee, or tea) 
(Female) Have you gone through menopause or had a hysterectomy? ⬜    Yes ⬜    No 

 (Female) are you on Hormone Therapy? ⬜    Yes ⬜    No 
 (Males) Have you experience any prostate issues? (i.e. Frequent urination)      ⬜    Yes ⬜    No 

Sleep Health Concerns & Habits 
Describe your sleep problem(s) in your own words. 

Describe how and when this problem began. 

Describe any treatments you have received for your problem. 

Has this been a continuous problem? ⬜ 
Occasional 

⬜ 
Frequent 

⬜ 
Constant 

 How long has your sleep problem bothered you? ⬜ 
Greater 

than 2yrs. 

⬜ 
1-2 yrs.

⬜ 
Several 
Months 

⬜ 
Last 3 

Months 

⬜ 
Within the 

month 
 What time do you usually go to bed? Week Days:    Weekends: 

 What time do you usually wake up? Week Days:    Weekends: 

How many hours of sleep do you usually get per night? 

How long does it take you to fall asleep? 

If you awake in the middle of the night, how long are you typically awake for? 

Which shift do you work? (Check all that apply)     ⬜   Day   ⬜   Evening     ⬜   Night 
Sleep Questions Never  Rarely  Often  Frequent      Always  

How often do you rotate shifts? ⬜ ⬜ ⬜ ⬜ ⬜ 
Does your job require overnight travel? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you drink alcohol at 6pm? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you drink caffeinated beverages after 6pm? ⬜ ⬜ ⬜ ⬜ ⬜ 
Do you suffer from a loss of sex drive? ⬜ ⬜ ⬜ ⬜ ⬜ 
(Males) Have you experienced difficulties with sexual 
functions? 

⬜ ⬜ ⬜ ⬜ ⬜ 
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Financial Acknowledgment 

Assignment and Release for patients with Insurance 

I certify that I have insurance coverage and assign directly to Dr. Donald Johnson all insurance benefits, if any, 
otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges 
whether or not paid by insurance and that the pre-verification of benefits does not guarantee payment.  I 
authorize the use of my signature on all insurance submissions.  

The above named provider may use my health care information and may disclose such information to my 
Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining 
insurance benefits payable for related services.  

Signature: ________________________________________ Date:___________________________ 

All patients please sign below 

There will be a charge for a replacement appliance, due to accidental loss or negligent misuse. Our provisional 
appliance replacement fee is $50, and $1500 for a permanent appliance. Replacement of an oral appliance 
due to loss or negligence is a non-covered insurance benefit.  

In consideration of service rendered to me by this office, I accept full financial responsibility for all charges. 

Signature: _______________________________________ Date: ______________________  
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HIPAA Consent 

How we collect information about you: On behalf of Northwest Snoring Center; we collect 
data through a variety of means including but not necessarily limited to letters, phone calls, 
emails, voice mails, and from the submission of applications that are either required by law, or 
necessary to process claims or other requests.   

What we do NOT do with your information: Information about your financial situation 
and your medical/dental condition, or the treatment and care that we provide you, is held in 
strictest confidence.  

We do not give out, exchange, barter, rent, sell, lend or disseminate any information about our 
patients or responsible financial party, that is considered patient confidential, is restricted by 
law, or has been specifically restricted by a patient/client in a signed HIPPA consent.  

How we do use your information: Any personal information about your health or finances, 
including x-rays and chart notes, are only used as is reasonably necessary, to process your 
dental or medical claims.  In addition, this information will be shared with medical or dental 
product or service providers, pharmacies, insurance companies, and other providers necessary 
to: verify your medical or dental information is accurate; determine the type of medical or 
dental supplies or any health care services you need. And to communicate the results of tests 
or findings to other health care providers on your behalf.  

In the event your information is requested by law enforcement for any reason, your 
nonmedical information can be given to legal authorities including police, investigators, courts, 
and/or attorneys or other legal professionals, as well as any other information as permitted by 
law.   

Signed:_______________________________________ Date:_________________ 
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 Page 7 

PATIENT MEDICAL RECORDS RELEASE FORM 

Date Requested:______________________ Date Received:_________________________ 

This office coordinates treatment with your healthcare providers to help ensure maximum 
benefit to you.  Please sign this record release form on the signature line at the bottom so we 
can retrieve medical records related to your sleep disordered breathing.  

To:_________________________________________ FAX:__________________________ 

From: Dr. Donald Johnson, DDS, 114 W. Neider Ave., Coeur d’Alene, ID  83815 
 Phone: (208) 667-4551    FAX: (866) 683-6479 

We would like to request a copy of the baseline PSG or HST, oximetry studies, Office notes on sleep 
and the patient’s most recent CPAP titration study.  

Patient Name:_________________________________________________________________ 

Patient Date of Birth:_________/__________/__________________ 

PLEASE FAX TO:(866) 683-6479 or EMAIL TO: DRJOHNSONINFO@GMAIL.COM 

I request and authorize Dr. Donald Johnson, DDS, to obtain my medical records.  A copy of this 
authorization may be used with the same effectiveness as an original.  

Patient Signature:_______________________________________Date:_____/_____/_______  

Comments:____________________________________________________________________  

______________________________________________________________________________  

 Page 14

Sleep Well! 
114 W. Neider ave Coeur d’ Alene, Idaho 83815 

Phone: (208)667-4551 Fax: (866)683-6479 
Drjohnsoninfo@gmail.com 

mailto:Drjohnsoninfo@gmail.com


Page 15 

The Epworth Sleepiness Scale is used to assess a person’s daytime sleepiness. 
How likely are you to 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 affected you. 

Use the following scale to choose the most appropriate number for each situation:   
            0= would never doze or sleep. 1= slight chance of dozing or sleeping 2= moderate chance of dozing or sleeping 

3= high chance of dozing or sleeping 
Situation    Chance of Dozing 
Sitting and Reading? 

Watching TV? 

Sitting inactive in a public place (ex:  meeting, theater)? 

Being a passenger in a motor vehicle for an hour or more? 

Lying down to rest in the afternoon if circumstances permit? 

Sitting and talking to someone? 

Sitting quietly after lunch without alcohol? 

In a car, while stopped for a few minutes in traffic? 

TOTAL: 
The Thorton Sleepiness Scale  

Use the following scale to choose the most appropriate number for each situation:  
            0= Never    1=1Night/week  2= 2-3 Nights/weeks  3= 4+ Nights/Week 

Situation       Scale  
My snoring affects my relationship with my partner? 

My snoring causes my partner to be irritable or tired? 

My snoring requires us to sleep in separate rooms? 

My snoring is loud? 

My snoring affects people when I am sleeping away from home? 

TOTAL: 

Epworth Sleepiness Scale
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Form 14 

AFFIDAVIT FOR INTOLERANCE TO PAP 

Check the following that applies: 

___I have NOT attempted to use the CPAP to manage my sleep related breathing disorder (apnea) and feel it would be 

intolerable to use for the following reasons (check all that apply below):  

___I HAVE attempted to use the CPAP to manage my sleep related breathing disorder (apnea) and find it intolerable to 
use on a regular basis for the following reasons (check all that apply below):   

 Length of time PAP was used: __________________ Months. 

If you use CPAP how many nights per week do you wear it? _______________  

When you wear your CPAP, how many hours per night do you wear it? _________________ 

What are your chief complaints about CPAP?   

__Mask leaks __CPAP caused dry nose and/or mouth 

__An inability to get the mask to fit properly __The CPAP device irritated nasal passages 

__Inability to wear due to nasal problems __Decrease sleep quality or interrupted sleep 

from the CPAP device 

__Discomfort from the straps or headgear __CPAP restricted movements during sleep 

__Noise from the device disrupting sleep and/or 

bedtime partner's sleep 

__The device caused eye irritation due to air leak 

__CPAP seems to be ineffective __Device causes teeth or jaw problems 

__A Latex allergy __Device causing claustrophobia or panic attacks 

__An unconscious need to remove the CPAP at 

night 

__GI/ Stomach/Intestinal problems 

  Other (Please describe):  ___________________________________________________________________ 

Based on my intolerance/inability to use CPAP, I wish to have the alternative treatment, oral appliance therapy (OAT). 

Patient Name: ____________________________________________ ___ 

Signature: ________________________________________  Date: __________________ 
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          114 W Neider ave. Coeur d’ Alene, Idaho 83815  
    Phone:208-667-4551  FAX:866-683-6479 Email:DrJohnsoninfo@gmail.com 

Informed Patient Consent 

Patient Name: ____________________________________________  DOB: ____________________________ 

Welcome! We would like to give you a little more information about ourselves, and what to expect during our sleep apnea testing & 
treatment process.  This document contains important information about our professional services and business policies. Please read 
it carefully, and if you have any questions, we can discuss them together prior to starting the sleep apnea testing and treatment 
process. When you sign this document, it will represent an agreement between us.    

 CONFIDENTIALITY AND PRIVACY NOTICE:   

Privacy is a very important concern for all those who use our services.  In general, the privacy of all communications between a 
patient and a physician/dentist is protected by law, and we can only release information about our work to others with your written 
 permission.  But there are a few exceptions.   

We may need to release basic diagnostic and clinical information to your insurance provider in order to obtain treatment authorization 
or to get claims paid. In most legal proceedings, you have the right to prevent us from providing any information about your treatment. 
In some proceedings, a judge may order our testimony if he/she determines that the issues demand it.     

There are some situations in which we are legally obligated to take action to protect you or others from harm, even if we have to reveal 
some information about a patient’s treatment. For example, if we believe that a child, elderly person, or disabled person is being 
abused, we must file a report with the appropriate state agency, or if we believe that a patient is threatening serious bodily harm to 
another.  While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, 
it is important that we discuss any questions or concerns that you may have together. If you need specific advice, please be aware that 
formal legal advice may be needed because the laws governing confidentiality are quite complex, and we are not attorneys.    

I have read and discussed the above agreement.  I understand and agree to all of the points discussed above.  If at any point I have 
questions or problems regarding my treatment, I understand how to contact the practice, and receive support for my individual 
needs. I am providing consent for treatment to include, home sleep testing, diagnostic scans (such as X-ray or Cone Beam CT), and 
related sleep apnea treatment devices- if sleep disordered breathing is diagnosed.   

IN CASE OF EMERGENCY, PLEASE CONTACT DEDICATED SLEEP AT (800) 279-3104 

______________________________ __________________________ 
Patient    Date   
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     Physician Referral/Letter Of Medical Necessity 

DATE______________ 

Patient Name:_________________________________________  DOB____________ 

Patient Phone:______________________________  Private Insurance___ Medicare___ 

Order/Referred By:_______________________________________________________ 

Order Physician Phone________________________ Fax:_________________________ 

_____ Patient exhibits symptoms of possible Obstructive Sleep Apnea and has NOT been diagnosed.  

Consultation suggested with Dr. Johnson to determine appropriate testing.  Treat with Oral Appliance 

Therapy (E0486) after appropriate diagnosis of Obstructive Sleep Apnea (G47.33).  

___ Loud Snoring ___ Witnessed apnea ___ Excessive daytime sleepiness ___ Unrefreshed feeling in AM 

___ Other ____________________________  

___ Patient has previously been diagnosed with Obstructive Sleep Apnea (G47.33) and is intolerant to 

CPAP.  Evaluate and treat with Oral Appliance Therapy (E0486).  

___ Patient has previously been diagnosed with Obstructive Sleep Apnea (G47.33).  Evaluate and treat 

with Oral Appliance Therapy (E0486).  

___ I concur that Oral Appliance Therapy (E0486) is medically necessary. 

Comments ____________________________________________________________________________ 

PLEASE FAX to (866)683-6479   

Physician Signature: __________________________________________ Date ____________________ 
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