
TREATMENT CONSENT 
Pulmonary, Critical Care and Sleep Medicine Specialists of SW Florida 

PATIENT REGISTRATION FORM

Patient Name: _________________________________________      DOB: ______________________  

Social Security #: _____________________     Gender: □ Male □ Female   Marital Status:  S   M   W   D 

Phone: Home _______________________ Cell_____________________   Work____________________ 

Email Address: ________________________________________________________________________ 

Local Address: _____________________________________________________     Apt/Unit: _________  

City: ___________________________ State: _______ Zip: _____________       

Secondary/Temporary Address: _________________________________________________________     

Apt/Unit: _________ City: ___________________________ State: _______ Zip: _____________       

Emergency Contact Name: ______________________________________________________________   

Relationship: _____________________  Emergency Contact Phone: _____________________________ 

What language do you prefer to use to discuss your healthcare information? ______________________ 

May we contact you by mail, phone, text and/or email for our patient satisfaction survey? 

 Yes _______     No ________ 

INSURANCE INFORMATION 

Insurance Company Name: ______________________________      Policy #:_______________________ 

Is the patient retired?:     Yes      No               Policy Holder :  □ Self   □ Other : ______________________  

Secondary Coverage?   Yes     No 

Insurance Company Name: ___________________________________ Policy #: ____________________ 

_________________________________________________ ________________________ 

Patient or Authorized Representative Signature Date 



NOTICE OF PRIVACY PRACTICES 
21st Century Oncology, LLC 

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. 

Each time you visit our physicians or receive treatment from us, a record of your visit is made. This record may contain your symptoms, examination 

and test results, diagnoses, treatment, a plan for future care or treatment, and billing-related information. This notice applies to all of the records of 

your care generated by your physician. 

Our Responsibilities 

We are required by law to maintain the privacy of your protected health information, to provide you with notice of our legal duties and privacy 

practices with respect to that protected health information, and to notify any affected individuals following a breach of any unsecured protected 

health information. We will abide by the terms of the notice currently in effect. 

Uses and Disclosures - How we may use and disclose protected health information about you 

For Treatment: We may use protected health information about you to provide you with treatment or services. We may disclose protected health 

information about you to doctors, nurses, or other personnel who are involved in taking care of you. For example, we may need to communicate with 

your primary care doctor to plan your treatment and follow-up care. 

For Payment: We may use and disclose protected health information about your treatment and services to bill and collect payment from you, your 

insurance company, or a third-party payer. For example, we may need to give your insurance company information about your diagnosis so that it will 

pay us or reimburse you for the treatment. 

For Healthcare Operations: We may use or disclose, as needed, your protected health information in order to run our practice. For example, 

members of the medical staff and/or quality improvement team may use information in your health record to assess the care and outcomes in your 

case and others like it. The results will then be used to continually improve the quality of care for all patients we serve. 

We may also use and disclose protected health information: 

 To business associates we have contracted with to perform an agreed-upon service

 To remind you that you have an appointment for medical care

 To assess your satisfaction with our services

 To inform you about possible treatment alternatives

 To inform you about health-related benefits or services

 To conduct case management or care coordination activities

 To contact you as part of our fundraising efforts, if any, though you will have the right to opt out of such communications

 To inform funeral directors consistent with applicable law

 For population-based activities relating to improving health or reducing healthcare costs

 For conducting training programs or reviewing competence of healthcare professionals

Individuals Involved in Your Care or Payment for Your Care: We may release protected health information about you to a friend or family member 

who is involved in your medical care or who helps pay for your care.  

Research: We may disclose information to researchers when an institutional review board has approved the disclosure based on adequate safeguards 

to ensure the privacy of your health information and as otherwise allowed by law. 

Future Communications:  We may communicate with you via newsletters, mailings, or other means regarding treatment options, health-related 

information, disease management programs, wellness programs, or other community-based initiatives or activities in which our facility is 

participating. 

As Required by Law, we may also disclose health information to the following types of entities, including but not limited to: 

 The U.S. Food and Drug Administration

 Public health or legal authorities charged with preventing or controlling disease, injury, disability, or other threat to health or safety

 Correctional institutions (if you are in custody of a correctional institution or a law enforcement officer)

 Workers' compensation agents

 Organ and tissue donation organizations 

 Military command authorities

 Health oversight agencies

 Funeral directors, coroners, and medical examiners 

 National security and intelligence agencies 

 Protective services for the president and others



NOTICE OF PRIVACY PRACTICES 
21st Century Oncology, LLC 

Law Enforcement/Legal Proceedings: We may disclose health information for law enforcement purposes as required by law or in response to a valid 

subpoena or court order. 

Other Uses of Your Protected Health Information That Require Your Authorization 
Uses and disclosures of your protected health information that  involve the release of psychotherapy notes (if any), marketing, sale of your 
protected health information, or other uses and disclosures not described in this notice or required by law will be made only with your separate 
written permission.  If you give us permission to use or disclose protected health information about you, you may revoke that permission, in 
writing, at any lime. If you revoke your permission, we will no longer use or disclose protected health information about you for the reasons 
covered by your written authorization.  You understand that we are unable to take back any disclosures we have already made with your 
permission and that we are required to retain our records of the care that we provided to you. 

Your Health Information Rights 
Although your health record is the physical property of the healthcare practitioner or facility that compiled it, you have the right to: 

 Inspect and copy protected health information. You may request access to your records by contacting us. You may also ask that we send 

your health information directly to another person based on your signed written instructions. We may deny your request to inspect and 

copy in certain, very limited circumstances. If you are denied access to protected health information, you may request that the denial be 

reviewed in some situations. Another licensed healthcare professional chosen by us will review your request and the denial. The person 

conducting the review will not be the person who denied your request.  We will comply with the outcome of the review.  We reserve the 

right to charge you a reasonable fee to cover the cost of providing you with a copy of your records.

 Request an amendment. If you feel that protected health information we have about you is incorrect or incomplete, you may ask us to

amend the information by making a request in writing that explains the reason for the requested amendment. You have the right to

request an amendment for as long as the information is kept for or by us. We may deny your request for an amendment; if this occurs, you 

will be notified of the reason for the denial.

 Request an accounting of disclosures. This is a list of certain disclosures we make of your protected health information for purposes other

than treatment, payment, healthcare operations, or certain other permitted purposes.

 Request restrictions or limitations on the protected health information we use or disclose about you for treatment, payment, or

healthcare operations. You also have the right to request a limit on the protected health information we disclose about you to someone

who is involved in your care or the payment for your care, such as a family member or friend. For example, you could ask that we not use 

or disclose information about a surgery you had. We are not required to agree to your request, except as described below. If we do agree,

we will comply with your request unless the information is needed to provide you emergency treatment. If you ask us not to disclose your

health information to your health plan, we will agree as long as (i) the disclosure would be for the purpose of payment or health care 

operations and is not otherwise required by law and (ii) the information only relates to items or services that someone other than your

health plan has paid for in full.

 Request confidential communications. You have the right to request that we communicate with you about medical matters in a certain 

way or at a certain location.  For example, you may ask that we contact you at work or by U.S. mail. We will grant requests for confidential

communications at alternative locations and/or via alternate means only if the request is submitted in writing and the written request

includes a mailing address where you will receive bills for services rendered by the facility and related correspondence regarding payment

for services.  Please realize that we reserve the right to contact you by other means and at other locations if you fail to respond to any

communication from us that requires a response.

 A paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this notice 

electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice at our Web site at

www.21stcenturyoncology.com.

Changes to This Notice 

We reserve the right to change this notice; the revised notice will be effective for information we already have about you as well as any 

information we receive in the future.  The current notice will be posted in the facility and will include the new effective date. Copies of any revised 

notices will be available on our website and will be provided to you upon your next visit to our facility after the effective date. 

Complaints 

If you believe your privacy rights have been violated, you may file a complaint with us by contacting our Privacy Officer toll-free at 1-866-679- 8944, 
or by contacting the Secretary of the U.S. Department of Health and Human Services. 
You will not be penalized for filing a complaint.  

For further information, contact: 
Privacy Officer 
2270 Colonial Boulevard  
Fort Myers, FL 33907 
1-866-679-8944 

085-H18.1 
03/26/2013 



085-H18.2 
03/26/2013 

21st Century Oncology, LLC 
Pulmonary, Critical Care and Sleep Medicine Specialists of SW Florida 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 

I hereby acknowledge:  A copy of the Notice of Privacy Practices was given to me. 

If I came in for healthcare services in an emergency treatment situation, I was given the Notice as soon as 
reasonably practicable after the emergency treatment situation. 
 
 
_________________________________________________ ________________________________ 
Signature of Patient or Representative  Date 
 
 
_________________________________________________ 
Print Name 
 
 
 
 
 
 
*********************************************************************************************************************** 

FOR OFFICE USE ONLY 
 
 

If an acknowledgment is not obtained, please complete the information below: 
 
Patient’s name: _________________________________________________________ 
 
Date of attempt to obtain acknowledgment: ___________________________________ 
 
Reason acknowledgment was not obtained: 

� Patient/family member received notice but refused to sign acknowledgment 
� Emergency treatment situation 
� Patient was incapacitated and no family member was present 
� Unable to communicate due to language barriers 
� Other (please describe below) 

________________________________________________________________________________________
________________________________________________________________________________________ 
 
 
________________________________________________ _____________________________________ 
Signature of Employee  Date 



Assignment of Benefits/Right to Payment, Patient Responsibility 
and Release of Information Form 

73905 v8 

21st Century Oncology, LLC 
Pulmonary, Critical Care and Sleep Medicine Specialists of SW Florida 
PO Box 862152 Orlando, FL 32886-2152 

I, the undersigned, irrevocably assign to the provider/entity referenced above (“Provider”), all of my 
rights and benefits and any other interests that I have in any medical insurance plan, health benefit plan, 
indemnity plan, trust, fund or other source of payment for healthcare services (each a “Plan”) in 
connection with medical services provided by Provider, its employees and agents.  I understand that this 
document is a direct assignment of my rights and benefits under my Plan.   

I instruct my insurance company to pay Provider directly for the professional or medical expense 
benefits payable to me. If my current policy prohibits direct payment to Provider, I instruct my 
insurance company to make out the check to me and mail it directly to the address of lockbox 
referenced above for the professional or medical expense benefits payable to me under my Plan as 
payment towards the total charges for the services rendered.  In addition, I agree and understand that 
any funds I receive by my insurance company due for services rendered by Provider will be 
immediately signed over and sent directly to Provider.   

Patient Responsibility 

I acknowledge and agree that I am responsible for all charges for services provided to me which are not 
covered by my Plan or for which I am responsible for payment under my Plan. To the extent no 
coverage exists under my Plan, I acknowledge that I am responsible for all charges for services provided 
and agree to pay all charges not covered by my Plan.   

Release of Information 

I authorize Provider and/or its agents to release any medical or other information about me in its 
possession to my Plan, the Social Security Administration, any state administrative agency, or their 
intermediaries or fiscal agents required or requested in connection with any claim for services rendered 
to me by Provider.  

A photocopy of this Assignment shall be considered as effective and valid as the original. 

_______________________________________ ___ Date:_____________________________ 
Signature of Patient/Person Legally Responsible 

_______________________________________ 
Print Name of Patient/Person Legally Responsible 

_______________________________________ __ 
Relationship to Patient 
(If signed by Person Legally Responsible) 



085-H17.1 
02/01/2012 

Use this form during patient registration to document any patient requests to authorize and restrict how their 
health information is disclosed to friends/family members/others.  Use also to document any requests for 

confidential communications. 
 

Patient Authorization for General Disclosure and/or 
Request for Restrictions of Protected Health Information 

and Request for Confidential Communications 
 
I hereby request the following use or disclosure of my health information as described below. 
Patient Name 
 
 

Date of Birth 
 

Medical Record Number 
 

Address (Street, City, State, ZIP Code) 
 
 

Telephone Number 
 

I request that my health information or medical billing record be disclosed or restricted, as follows: 
 
I authorize the names listed below to have access to my medical              
Information.  These people may call and speak with the nurse/doctor 
about my case.  I have the right to terminate this agreement at any          *DO NOT discuss or provide information to the following individuals 
time by informing a representative of the physician office.                           or entities: 
 
Authorized Name                                         Relationship to Patient       Restricted Name/Entity                              Relationship to Patient 
 
_______________________________________________________      _______________________________________________________ 
 
 
_______________________________________________________      _______________________________________________________ 
 
 
_______________________________________________________      _______________________________________________________ 
 
 
*I request the use of ONLY the following address and/or phone number(s) to contact me regarding my health or billing information: 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
_______________________________________________________ 
 
Patient Rights: Your physician office must permit patients to request restrictions of their protected health information. Patients may request 
restriction of uses and disclosures of protected health information to carry out treatment, payment, and healthcare operations; disclosures to a 
family member, other relative, close personal friend, or any other person identified by the patient of protected health information directly relevant 
to such person’s involvement with the patient’s care; and disclosures of protected health information to notify or assist in the notification of a 
family member, a personal representative, or another person responsible for the care of the patient of the patient’s location, general condition, or 
death. All requests for restrictions must be submitted in writing. 

Physician Office Responsibilities: Your physician office is not required to grant most restrictions and is precluded from granting restrictions 
that would violate the law. If we agree to the restriction, we will comply with it unless you ask to terminate the restriction or we notify you that we 
are terminating the agreement. If you require emergency treatment, we may release the restricted information without your consent if it is needed 
to provide that treatment. 
Signature of Patient or Legal Representative 
 
 

Date 
 

If Signed by Legal Representative, Relationship to Patient 

_________________________________________________________________________________________ 

THIS SECTION TO BE COMPLETED BY PHYSICIAN OFFICE PERSONNEL ONLY 

DISPOSITION of PATIENT REQUEST: The above request for restriction of health information by the above-named patient has 
been: 

                                      *Granted __________                       Denied  __________  
 
*If GRANTED, an Alert must be entered into all electronic medical records and/or practice management (billing) system(s). 
 
Reason(s) for Denial, if Applicable  _______________________________________________________________________ 
___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Physician Office Representative:                                                                           Date: 

 



 

 

 
 

 
 

Notice of Non-Discrimination 
 
 
 
 

Discrimination is Against the Law 
 

21st Century Oncology complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. 21st Century 
Oncology does not exclude people or treat them differently because of race, color, national origin, 
age, disability, or sex. 

 
21st Century Oncology: 

 

• Provides free aids and services to people with disabilities to communicate effectively with us, such 
as: 

• Qualified sign language interpreters 

• Written information in other formats (large print, audio, accessible electronic 
formats, other formats) 

• Provides free language services to people whose primary language is not English, such as: 

• Qualified interpreters 

• Information written in other languages 
 
If you need these services, please contact your physician office. 
 
If you believe that 21st Century Oncology has failed to provide these services or discriminated in 
another way on the basis of race, color, national origin, age, disability, or sex, you can file a 
grievance with: Civil Rights Coordinator, 2270 Colonial Blvd, Fort Myers, FL 33907, 866-679-
8944, CivilRightsCoordinator@21co.com. You can file a grievance in person or by mail, phone, 
or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. 

 

 
You can also file a civil rights complaint with the U.S. Department of Health and Human 
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint 
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 

 

 
U.S. Department of Health and Human 
Services 200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD) 
 

 
Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html 

 
 

 

mailto:CivilRightsCoordinator@21co.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf


 

 
 
 
 

Language Assistance Services for Individuals 
with Limited English Proficiency 

 
ATTENTION: If you speak English, language assistance services, free of charge, are 

available to you.  Please call 239-985-1925. 
 

Spanish / Español: 
ATENCIÓN: si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística.  Por favor, 
póngase en contacto con su oficina médico o llame al 
239-985-1925. 

 
Tagalog / Filipino: 
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari 
kang gumamit ng mga serbisyo ng tulong sa wika nang 
walang bayad. Mangyaring makipag-ugnay sa iyong 
manggagamot opisina o tumawag sa 
239-985-1925. 

 
Chinese / 繁體中文: 注意：如果您使用繁體中文，您
可以免費獲得語言援 助服務。请联系您的医生办公
室或 請致電 
239-985-1925.。 

 
Vietnamese / Tiếng Việt: 
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn 
ngữ miễn phí dành cho bạn. Vui lòng liên hệ văn phòng bác 
sĩ của bạn hoặc gọi số239-985-1925. 

Korean / 한국어: 
주의 : 한국어, 무료 언어 지원 서비스를 말하는 경우 
사용할 수 있습니다. 의사 사무실에 문의하거나 239-
985-1925. 
 
French Creole / Kreyòl Ayisyen: 
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou 
lang ki disponib gratis pou ou. Tanpri kontakte biwo doktè 
ou a oswa rele 239-985-1925. 

 
Russian / Русский: 
ВНИМАНИЕ: Если вы говорите на русском языке, то вам 
доступны бесплатные услуги перевода. Пожалуйста, 
обратитесь к врачу или офис Звоните 239-985-1925. 

 

Armenian / Հայերեն: 
ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա 
ձեզ անվճար կարող են տրամադրվել լեզվական 
աջակցության ծառայություններ: Խնդրում ենք 
կապնվել ձեր բժշկի գրասենյակ կամ Զանգահարեք 
239-985-1925. 

Italian / Italiano: 
ATTENZIONE: In caso la lingua parlata sia l’italiano, 
sono disponibili servizi di assistenza linguistica gratuiti. 
Si prega di contattare l’ufficio medico o chiamare il 
numero 239-985-1925. 

 
Persian (Farsi) / یسراف: 
 یم تبحص ناگیار ،نابز کمک تامدخ ،یسراف امش رگا :هجوت

 اب افطل .دنتسه امش سرتسد رد ،دننک
 .1925-985-239 خساپ ای و دیریگب سامت دوخ کشزپ رتفد

 
Portuguese / Português: 
ATENÇÃO: Se fala português, encontram-se disponíveis 
serviços linguísticos, grátis. Entre em contato com seu 
escritório médico ou ligue para 239-985-1925. 

 
Arabic / ةيبرعلا: 
 ،ةيوغللا ةدعاسملا تامدخو ،ةيبرعلا ملكتت تنك اذإ :هيبنت

 وأ بيبطلا بتكمب لاصتالا ىجري .كل رفوتت ،اناجم
 .1925-985-239  لاصتالا

 

Hindi / हि◌◌ंद�: 
ध्यान द�: आप हि◌◌ंद�, भाष◌ा सहायत◌ा सेवाओं, �न: शुल्क 
बोलत◌ ेह�, त◌ो आप क◌े �लए उपलबध् ह�। अपन◌ े�च�कत्सक 
कायार्लय स◌े संपरक् करे◌ ंय◌ा 239-985-1925.फोन कृपया। 

 
 
Japanese / 日本語: 注意：あなたが日本語を話す
場合は、無償で言語 支援サービスは、あなたに
ご利用いただけます。 あなたの医師のオフィス
にお問い合わせいただく か、239-985-1925 まで
お電話ください。 

 
French / Français: 
ATTENTION: Si vous parlez français, des services d’aide 
linguistique vous sont proposés gratuitement.  S’il vous 
plaît contacter votre bureau de médecin ou appelez le 
239-985-1925. 



7335 Gladiolus Drive, Ft. Myers, FL 33908 
Phone: (239) 985-1925    Fax: (239) 321-6044 

 

 
Ashish Adi, MD, FCCP   
Raymond D. Santucci, MD, FCCP 
Frank T. Grassi, MD, FCCP   

Houtan Sareh, MD, FCCP 
Stephen E. Hannan, MD, FCCP   
K. Priya Raju, MD      

Krunal B. Patel, MD   
Kenneth A. Tolep, MD, FCCP 
Adelaida Cereceda, ARNP

 
PCS Office Policy 

Late Arrivals 
 
Office visits are by appointment only. Please arrive 10 minutes prior to your scheduled 
appointment time. 
 
Patients arriving more than 10 minutes past their scheduled appointment time may be 
rescheduled at the discretion of the treating provider. 
 
Cancellation/No Show 
 
We understand that there are times you may need to cancel an appointment due to other 
obligations. Please call and advise the office of your intent to cancel/reschedule at 
least 24 hours prior to your scheduled appointment. If you do not call within the 
requested time frame, or do not contact our office at all, it will be considered a missed 
appointment. 
 
Please remember, if you do not call to cancel, you may be preventing another patient from 
getting treatment. Similarly, if another patient fails to cancel, we may not be able to 
accommodate your request due to a seemingly full schedule.  
 
We do not charge a fee for missed appointments, but we do track missed appointments. 
More than three missed appointments may result in your physician dismissing you from the 
practice.  
 
Account Balances 
 
Payment is due at the time of service. If patient responsibility cannot be determined at the 
time of service, a statement will be sent out to your home address. All balances are required 
to be paid down to $0.00 within ninety (90) days.  
 
For payment arrangement options, please call our office and follow the prompts for the 
billing department.  
 
Patients with balances over 90 days old will not be scheduled. Delinquent accounts will be 
referred to an outside collection agency and dismissed from the practice. 
 
 
_____________________________    ______ / ______ / ________ 
Patient Name       DOB 
 
_____________________________   ______________________ 
Signature       Date  
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Patient Name ______________________________   DOB ___ / ___ / _____     Date: ______________ 
   
Please provide a complete medication list to the front desk. 
 

Pharmacy Information 
 
Preferred Pharmacy Name: _______________________________________  
 
Location:  ________________________________ Phone: _______________________ 
 
Allergies 
 

Medication Allergies: ________________________________________________________________ 
 
Allergy to IV Contrast:  Yes   No      If Yes, Reaction: ______________________________________ 
 
Other allergies: _____________________________________________________________________ 
 
 
Tobacco Use History 
 

Choose One:  Current smoker ____  Former smoker_____  Non-smoker (lifelong) _______   
 

Year started?  ___________      When did you quit?  ____________ Packs per Day: ________      
 
Do you use (circle all that apply):  
 
Electronic cigarettes  Pipe Tobacco  Cigars   Marijuana 
 
Non-Smokers:    Did you have any secondhand exposure?         Yes_____        No_____ 
 

 

Vaccination History 
 
Have you had any of the following vaccinations? 
 

Influenza:     Y      N       If Y, Date:   _________________  Where? _________________________ 
 

Pneumonia:    Y      N       If Y, Date:   _________________  Where? _________________________ 
 

Prevnar 13:   Y      N       If Y, Date:   _________________  Where? _________________________ 
 
 
Name of Primary Care Physician: ___________________________________________________ 
 
 
Please name any other physicians we should share our report with: 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 



7335 Gladiolus Drive, Ft. Myers, FL 33908 
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Ashish Adi, MD, FCCP   
Raymond D. Santucci, MD, FCCP 
Frank T. Grassi, MD, FCCP   

Houtan Sareh, MD, FCCP 
Stephen E. Hannan, MD, FCCP   
K. Priya Raju, MD      

Krunal B. Patel, MD   
Kenneth A. Tolep, MD, FCCP 
Adelaida Cereceda, ARNP

 

Epworth Sleepiness Scale 
 

Name: _______________________________________ Today’s date: _________________ 
 
DOB: _______________ Sex: (Male = M, Female = F): ________ 
 
How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just 
tired? 
This refers to your usual way of life in recent times. Even if you haven’t 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 

 1 = slight chance of dozing 
2 = moderate chance of dozing 

3 = high chance of dozing 
It is important that you answer each question as best you can. 

 
Situation Chance of Dozing (0-3) 
 

Activity Score 

Sitting and reading   

Watching TV   

Sitting inactive in public place   

As a passenger in a car for an hour without a break  

Lying down to rest in the afternoon  

Sitting and talking with someone  

Sitting quietly after lunch  

In a car stopped for a few minutes  

Total  

 

Sleepiness Score: 0 - 6 = Normal Range   

7 - 10 = Mild Sleepiness   

11 - 16 = Moderate Sleepiness 

   17+ = Severe sleepiness 
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