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8/2019 Complete New Patient Packet Somnus New Patient Packet 

Please complete the enclosed New Patient Packet and take a moment to read our HIPAA and Financial policies. Please 
use only blue or black ink to complete these forms.  

Be sure to bring the following items with you to your first appointment: 

• Your entire signed and completed New Patient Packet

• Signed Consent to treat, HIPAA and Preferred contacts forms

• Medical insurance card (Our pre-authorization specialist will verify your insurance coverage prior to
your first visit.)

• Any copay and/or deductible payment (payments by credit, debit and check only)

• Driver’s license or photo identification

• Referral documentation from your referring physician

• All previous written reports that pertain to your visit today, including;
o Written reports of any prior sleep studies (reports are needed to complete your medical equipment order)
o Any other records that may pertain to your visit today

PATIENT INFORMATION 
Last Name Today’s Date 

First Name Guardian 

Middle Name Last Name 

Former Last Name First Name 

Sex Middle Name 

DOB Emergency Contact 

SSN Name 

Address Relationship 

Address 2 Home phone 

Zip Mobile Phone 

City Next of Kin 

State Name 

Home phone Relationship 

Mobile phone Phone 

Work phone Employment 

Email (required) Employer name 

Preferred Pharmacy Employer phone 

Contact Guarantor Information 
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Language Last Name 

Race First Name 

Ethnicity Middle Name 

Marital Status DOB 

Homebound Address 

How did you hear about us? 
❑ADVERTISING
❑EXISTING PATIENT
❑ PRIMARY CARE
❑ REFERRING PHYSICIAN
❑ WORD OF MOUTH
❑ PATIENT IN PRACTICE
❑ HOSPITAL REFERRAL
❑ INSURANCE COMPANY
❑ OTHER (EG BROCHURE)

❑ FRIEND/ RELATIVE
❑ INTERNET SEARCH
❑MAGAZINE PUBLICATION
❑ SIGNAGE
❑ RADIO
❑ STAFF REFFERAL
❑ SOCIAL MEDIA
❑ WEBSITE
❑ NEWSPAPER

Address 2 

Zip 

City 

State 

Optional Information 

SSN 

Phone 

Specify (if Other, above) 

Referring Physician Primary Care Physician 

Referring Physician Group PCP Group 

Primary Insurance Information Secondary Policy Holder (if other than patient) 

Insurance Plan Name Insurance Plan Name 

ID/Certification No ID/Certification No 

Policy/Group No. Policy/Group No. 

Primary Policy Holder (if other than patient) Secondary Policy Holder (if other than patient) 

Patient's Relationship to policy holder: Patient's Relationship to policy holder: 

Last Name Last Name 

First Name First Name 

Middle Name Middle Name 

Address Address 

Address (ctd) Address (ctd) 

City City 

State State 

Zip Zip 

Date of Birth Date of Birth 

Policy holder Sex Policy holder Sex 

Employer Name 
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FINANCIAL POLICY 
 

Welcome to Privia Medical Group! We are pleased that you have chosen us as your health care provider. Our 
mission is to provide you with the highest level of professional medical care with the highest degree of patient 
satisfaction.  To avoid any misunderstandings and ensure timely payment for services, it is important that you 
understand your financial responsibilities with respect to your health care.  
 

We require all patients to sign our Authorization and Consent To Treatment Form before receiving 
medical services. This form confirms that you understand that the services provided are necessary and 
appropriate, and advises you of your financial responsibility with respect to services received. 
 

PATIENT RESPONSIBILITY 
 

Patients or their legal representative are ultimately responsible for all charges for services provided. We 
expect your payment at the time of your visit for all charges owed for that visit as well as any prior balance. 
Some insurance plans tell us exactly what you will owe at the time of your visit; in that case, we may request 
full payment for your share when you check in or out. Other insurance plans do not provide immediate 
information regarding patient responsibility; in that case, you will be asked to save a credit card on file to 
settle your account or pay a deposit when you check in or out. 
 

If you save a credit card on file, we will charge your card for the balance due when your insurance company 
notifies us of your patient responsibility. When you make a deposit, you will pay an estimate of the expected 
patient responsibility; when your insurance company notifies us of your patient responsibility, we will either 
send you a statement for the balance due or issue a refund. 
 

If you have an Annual Wellness Visit or Physical Exam but need or request additional services, we may bill 
you for those additional services. All services for patients who are minors will be billed to the custodial parent 
or legal guardian. If you are uninsured and demonstrate financial need and complete the required paperwork, 
financial assistance may be available. If you have a large balance, payment plans are available. 

 

TYPES OF PAYMENTS 
1. Co-payments. Insurance carriers require that we collect your co-payment at the time of your visit. If 
you are not prepared to make your co-payment, you may reschedule your appointment.  
 

2. Deductibles. Most insurance plans require you to pay a predetermined amount (the “deductible”) 
before insurance will cover certain charges.  Our technology allows us to view your remaining deductible 
and help you understand what you will owe for your visit so we can collect the amount due at the time of 
your visit.  For new patients who have not yet met their deductible, we may collect up to $125.00; for 
established patients, we may collect up to $75.00. This payment will be applied to your visit. When your 
insurance completes processing of your health insurance claim, you may be responsible for an additional 
amount depending on our contract with your insurer.  
 

NOTE: If you use our Card on File process, you will not be required to pay a deposit at the time of your 
visit.   
 

3. Co-insurance. Some insurance plans require that you pay a certain percentage (for example, 20%) 
of the allowable charge amount. Our technology allows us to view the details of your insurance plan, 
including your coinsurance amount, and calculate the expected out-of-pocket cost for you.  If we can 
determine the amount, we will ask that you pay your co-insurance at the time of your visit. 
 

4. Uninsured Patients / Self-Pay. If you do not have insurance or if the services provided are not covered 
by your insurance, payment for all services is due at the time of your visit. Two options are available: 1) 
a prompt pay discount is available if you pay in full at the time of service; or 2) we can bill you if you do 
not pay at the time of service. If the total charge amount is not available at the time of checkout, you may 
be required to pay a deposit that will be applied to your charges. If the deposit exceeds actual charges 
then a refund will be issued.   
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NOTE: If you use our Card on File process, you will not be required to pay a deposit at the time of your 
visit.   
 

Deposit amounts are: 
• New patients: total charge or a minimum $200 deposit. 
• Established patients: total charge or a minimum $150 deposit. 
• Procedures: total charge or a minimum $200 payment 
 

5. Out-of-Network. We participate with most major insurance plans. You should contact your insurance 
company to confirm if your provider is in network prior to making your appointment.  If we do not 
participate with your insurance plan, you will be required to pay for your visit at the time of service. We 
may send a courtesy bill to your insurance company. If the total charge amount is not available at the 
time of check out, you may be required to pay a deposit as described above. 
 

6. Non-Covered Services. It is your responsibility to contact your insurance plan to determine whether 
a particular service is covered. If we provide you non-covered services, you are expected to pay for the 
services at the time of your visit. Our billing staff will assist you in attempting to resolve any appeals. 
 

If you are a Medicare patient, we will inform you of any non-covered services prior to your treatment. 
Your provider will review options with you and document your decision and acceptance of financial 
responsibility using the Centers for Medicare and Medicaid Services (CMS) form CMS-R-131 (03/08), 
Advance Beneficiary Notice (ABN). 
 

INSURANCE 
We ask all patients to provide their insurance card (if applicable) and proof of identification (such as a 
photo ID or driver’s license) at every visit. If you do not provide current proof of insurance, you may be 
billed as an uninsured patient (i.e., self-pay). If you provide your insurance card(s) at a later time, we may 
be able to retroactively bill the services to your insurer depending on the insurance plan’s requirements. 
We accept assignment of benefits for many third party carriers, so in most cases, we will submit charges 
for services rendered to your insurance carrier. You are expected to pay the entire amount determined 
by your insurance to be the patient responsibility. Keep in mind that our fees are for physician services 
only; you may receive additional bills from laboratory, radiology, or other diagnostic related providers. 
 

You are responsible to: 
• Know if a referral or authorization is necessary for office visits. (If it is required and you do not 

have the appropriate referral or authorization, you may be billed as an uninsured patient). 
• Check with your insurance plan to determine if prescribed testing (lab, radiology, etc.) is covered 

under your insurance policy. (If you choose to have non-covered testing, we will require full 
payment at the time of your visit.) 

• Check with your insurance plan to review the schedule of benefits and whether a co-payment or 
deductible applies. 

• Fully cooperate and provide necessary assistance for us to file any appeals with your insurance 
plan. 

• Coordinate benefits if you have more than one insurance plan. You may be required to contact 
your insurance company to clarify which plan is primary or to correct any demographic or other 
issues. 

• Arrive for appointments with all required documentation. 
 

Insurance Verification. We will attempt to verify your insurance eligibility prior to your visit. If we are 
unable to confirm active insurance coverage, we will contact you about your insurance eligibility. If you 
are unable to provide information about other active insurance coverage prior to the visit, you will be 
required to either pay at the time of your visit or reschedule your appointment. For same day 
appointments, we will check eligibility when the appointment is made.  
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Outstanding Balances.  After your visit, we will send you a statement for any outstanding balances.  We 
usually send out statements every twenty-eight (28) days, beginning when the balance becomes the 
patient’s responsibility.  
 

All outstanding balances are due on receipt. If you come for another visit and have an outstanding 
balance, we will request payment for both the new visit and your outstanding balance.  Your outstanding 
balances can be paid conveniently via our patient portal. If you have an outstanding balance for more 
than ninety (90) days, you may be referred to an outside collection agency and charged a 
collection fee of 23% of the balance owed, or whatever amount is permitted by applicable state 
law, in addition to the balance owed.  In addition, if you have unpaid delinquent accounts, we may 
discharge you as a patient and/or you may not be allowed to schedule any additional services unless 
special arrangements have been made. 
 

LATE ARRIVALS, CANCELLATIONS, AND NO-SHOWS 
 

Late arrivals. If you arrive late for a scheduled appointment, you may be asked to reschedule your 
appointment or wait for an open appointment time on that day’s schedule. 
 

Cancellations. If you are unable to keep a scheduled appointment, you must call at least one (1) 
business day in advance or we may consider you a “no-show.” 
 

No-shows. If you miss your appointment, you may be charged a $50.00 fee for a missed appointment, 
a $75.00 fee for a missed pediatric appointment, a $100.00 fee for a missed physical, or a $200 fee for 
a missed procedure or surgery.  This fee will need to be paid before you are allowed to schedule another 
appointment. This fee cannot be billed to insurance. 
 

If permitted by state law, you may be discharged as a patient following three (3) no-shows in a one-year 
period (365 days). 
 

CARD-ON-FILE PROCESS 
 

When you check into a hotel or rent a car, you are required to provide a credit card to cover the cost of 
any incidental charges and/or pay your bill. This process benefits both you and the hotel or rental 
company by making the checkout process easier, faster, and more efficient. 
 

We have implemented a similar process at Privia. You will be requested to provide a credit card when 
you check-in for your visit and we will scan the card into our system. The information will be held securely 
until your insurance has paid their share and notified us of any additional amount owed by you. At that 
time, we will notify you that your outstanding balance will be charged to your credit card five (5) days from 
the date of the notice.  You may call our office if you have a question about your balance.  We will send 
you a receipt for the charge. 
 

This “Card-on-File” program simplifies payment for you and eases the administrative burden on your 
provider’s office. It reduces paperwork and ultimately helps lower the cost of healthcare. Your statements 
will be available via your patient portal and our Customer Support line is available to answer any 
questions about the balance due.  If you have any questions about the card-on-file payment method, 
please let us know. 
 

Thank you for helping us run a better practice! 
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PRIVIA HEALTH HISTORY QUESTIONNAIRE 
NAME ( LAST, FIRST) DATE OF BIRTH TODAYS DATE 

ALLERGIES 
Allergy Reaction Date of first reaction (approx) Not Current 

❑

❑

❑

❑

❑

MEDICATIONS 

Medication Instructions Not Current 

❑

❑

❑

❑

❑

CURRENT MEDICATIONS - COMPLETE THE CHART ABOVE FOR ALL CURRENT MEDICATIONS AND INCLUDE ANY 
HERBAL MEDICATIONS OR OVER-THE COUNTER MEDICATIONS. ATTACH AN ADDITIONAL LIST IF NEEDED. 

PAST MEDICAL HISTORY 

❑ Anxiety Disorder
❑ Arthritis Asthma
❑ Bleeding Disorder
❑ Blood Clots (or DVT)
❑ Cancer
❑ Coronary Artery Disease
❑ Claustrophobic
❑ Diabetes - Insulin
❑ Diabetes - Non-Insulin
❑ Dialysis

❑ Diverticulitis
❑ Fibromyalgia
❑ Gout 
❑ Has Pacemaker
❑ Heart Attack Heart
❑Murmur
❑ Hiatal Hernia or Reflux Disease
❑ HIV or AIDS
❑ High Cholesterol
❑ High Blood Pressure

❑ Overactive Thyroid
❑ Kidney Disease
❑ Kidney Stones Leg/Foot Ulcers
❑ Liver Disease
❑ Osteoporosis
❑ Polio
❑ Pulmonary Embolism
❑ Reflux or Ulcers Stroke
❑ Tuberculosis
❑ Other

PAST SURGICAL HISTORY 

SURGERY YEAR  REASON HOSPITAL 

FAMILY HISTORY 

RELATIVE ALIVE? AGE FAMILY MEMBER’S HISTORY 
Grandmother (maternal) 

 

❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

 Grandfather (maternal) ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Grandmother (paternal) 

 

❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Grandfather (paternal) 

 

❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Father ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Mother ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Brother/Sister ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Brother/Sister ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

Other ❑ Alcoholism ❑ Arthritis ❑  Depression ❑  Cancer ❑ Diabetes
❑ Genetic disease ❑  Heart disease ❑  Hypertension ❑  Osteoporosis ❑  Stroke

1C

1C 
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SOCIAL HISTORY 

Education 
❑Some high school ❑High School Diploma  ❑8th grade ❑GED  ❑Some college ❑Associate Degree ❑Bachelor ❑Master
❑Doctorate 

Marital status ❑Unknown ❑Married ❑Single ❑Divorced❑ Separated❑ Widowed ❑Domestic Partner 

Exercise Level  ❑ None (no exercise) ❑ Occasional exercise ❑ Moderate exercise ❑High level exercise 

Caffeine ❑ None  ❑ Occasional ❑ Moderate    # of cups/day? _______________ 

Alcohol. Do you drink alcohol? ❑YES  ❑NO 

If so, how often? ❑ Occasionally ❑ <3 times a week ❑ > 3 times a week    How many drinks per week? ____________ 

Tobacco Do you use tobacco? ❑YES  ❑NO 

If not currently, did you ever use tobacco? ❑YES  ❑NO 
❑ Cigarettes ______ pk/day
❑ Chew ________/day
❑ Cigars _________/day
❑ # of years ________
Or year quit _________

Drugs. Do you currently use recreational or street drugs?  ❑YES  ❑NO 

If yes, list: 
___________________________________________________________________________________________ 

____

2C 
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PATIENT SLEEP ASSESSMENT 

LAST NAME FIRST NAME DATE OF BIRTH 

PLEASE SELECT THE ANSWER TO BEST DESCRIBE YOUR SLEEP PATTERNS AND SLEEP HISTORY.  

WHEN FALLING ASLEEP, HOW OFTEN DO YOU: YES NO 

HAVE THOUGHTS RACING THROUGH YOUR MIND ❑ ❑

FEEL SAD OR DEPRESSED ❑ ❑

HAVE ANXIETY, OR WORRY ABOUT THINGS ❑ ❑

FEEL MUSCULAR TENSION ❑ ❑

FEEL AFRAID OF NOT BEING ABLE TO GO TO SLEEP ❑ ❑

FEEL UNABLE TO MOVE OR PARALYZED ❑ ❑

NOTICE PARTS OF YOUR BODY STARTLE OR JERK ❑ ❑

EXPERIENCE RESTLESSNESS IN YOUR LEGS  (CRAWLING OR 
ACHING, UNABLE TO KEEP YOUR LEGS STILL) ❑ ❑

HAVE VIVID, DREAM SCENES OR HALLUCINATIONS WHILE AWAKE ❑ ❑

DURING THE NIGHT, HOW OFTEN DO YOU: 
YES NO 

HAVE NASAL CONGESTION ❑ ❑

SNORE ❑ ❑

HOLD YOUR BREATH OR STOP BREATHING ❑ ❑

WAKE UP GASPING FOR AIR, FEELING YOU CAN’T BREATHE ❑ ❑

WAKE WITH A CHOKING SENSATION ❑ ❑

HAVE BREATHING PROBLEMS DURING SLEEP ❑ ❑

SWEAT EXCESSIVELY ❑ ❑

SLEEP WALK ❑ ❑

SLEEP TALK ❑ ❑

GRIND YOUR TEETH ❑ ❑

HAVE UNUSUAL MOVEMENTS DURING SLEEP ❑ ❑

EAT DURING THE NIGHT AFTER YOU GO TO SLEEP ❑ ❑

WHAT TIME ARE YOU IN BED? 

HOW LONG DOES IT TAKE FOR YOU TO FALL ASLEEP? 

DO YOU WAKE UP DURING YOUR SLEEP? ❑ NO ❑ YES, HOW MANY TIMES

WHAT TIME DO YOU GET OUT OF BED? 

AVERAGE HOURS OF SLEEP 

3C 
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EPWORTH SLEEPINESS SCALE  

LAST NAME FIRST NAME DATE OF BIRTH 

DIRECTIONS: PLEASE READ THE LIST OF SITUATIONS AND ANSWER HOW LIKELY YOU WOULD BE TO DOZE OFF OR FALL 
ASLEEP, BUT NOT JUST FEEL TIRED, AT THESE TIMES.  THESE QUESTIONS REFER TO THE PAST THREE WEEKS.  EVEN IF 

YOU HAVE NOT BEEN IN SOME OF THESE SITUATIONS TRY TO ESTIMATE HOW YOU MIGHT REACT IN THE FOLLOWING 
SCENARIOS.  USE THE SCALE BESIDE EACH QUESTION TO CHOOSE THE MOST APPROPRIATE ANSWERS.  

Sitting and reading Sitting quietly in a public place (i.e. theater or meeting) 

❑0 WOULD NEVER DOZE ❑0 WOULD NEVER DOZE

❑1 SLIGHT CHANCE OF DOZING ❑1 SLIGHT CHANCE OF DOZING

❑2 MODERATE CHANCE OF DOZING ❑2 MODERATE CHANCE OF DOZING 

❑3 HIGH CHANCE OF DOZING ❑3 HIGH CHANCE OF DOZING 

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

❑0 WOULD NEVER DOZE ❑0 WOULD NEVER DOZE

❑1 SLIGHT CHANCE OF DOZING ❑1 SLIGHT CHANCE OF DOZING

❑2 MODERATE CHANCE OF DOZING ❑2 MODERATE CHANCE OF DOZING 

❑3 HIGH CHANCE OF DOZING ❑3 HIGH CHANCE OF DOZING 

Lying down to rest in the afternoon Sitting and talking with someone 

❑0 WOULD NEVER DOZE ❑0 WOULD NEVER DOZE

❑1 SLIGHT CHANCE OF DOZING ❑1 SLIGHT CHANCE OF DOZING

❑2 MODERATE CHANCE OF DOZING ❑2 MODERATE CHANCE OF DOZING 

❑3 HIGH CHANCE OF DOZING ❑3 HIGH CHANCE OF DOZING 

Sitting quietly after a lunch without alcohol In a car, while stopped for a few minutes in traffic 

❑0 WOULD NEVER DOZE ❑0 WOULD NEVER DOZE

❑1 SLIGHT CHANCE OF DOZING ❑1 SLIGHT CHANCE OF DOZING

❑2 MODERATE CHANCE OF DOZING ❑2 MODERATE CHANCE OF DOZING 

❑3 HIGH CHANCE OF DOZING ❑3 HIGH CHANCE OF DOZING 

TOTAL SCORE 

SCORE RESULTS 
1-6 CONGRATULATIONS YOU ARE GETTING ENOUGH SLEEP 

7-8 YOUR SCORE IS AVERAGE 

9 AND ABOVE VERY SLEEPY AND SHOULD SEEK MEDICAL ADVICE 

4C 
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