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Dr. Sara Munjampalli, MD
Board Certified Sleep Physician, AASM.
Board Certified Family Medicine, ABFM.

Sleep Care Clinic: 725 N Ashley Ridge Loop, Suite 100, Shreveport, Louisiana 71106.

Sleep Lab for Overnight Studies: 7600 Fern Avenue, Suite 700 A, Shreveport, Louisiana 71105.

Effective revised date: 10/22/2026 | Complete all applicable sections before services are provided.
Forms included
1. Consent to Evaluate and Treat
2. Appointment, Cancellation and No-Show Policy
3. Financial Responsibility and Payment Agreement
4. Insurance Billing Authorization and Assignment of Benefits
5. No Surprises Act / Good Faith Estimate Notice
6. Patient Conduct and Dismissal Policy
7. HIPAA Notice of Privacy Practices Acknowledgment
8. Patient Packet Acknowledgment Checklist.
9. Patient Communication Preferences





| Consent to Evaluate and Treat
Patient name: __________________________________  DOB: ______________  Date: ______________
I voluntarily authorize Sleep Care Clinic and its licensed clinicians and personnel to evaluate and treat me for sleep-related and other conditions within the scope of the practice. Services may include medical history, examination, review of records, counseling, prescription and medication management, referrals, ordering or interpreting diagnostic tests, home sleep apnea testing, in-laboratory sleep testing, PAP-related care, and follow-up services as clinically appropriate.
My clinician will explain material risks, benefits, and reasonable alternatives for proposed procedures and treatments. I may ask questions or decline recommended services. Specific procedures, devices, telehealth encounters, and release of records may require separate consent. I understand that outcomes cannot be guaranteed.
I authorize clinically appropriate communication with other treating professionals and use/disclosure of information for treatment, payment and health care operations as permitted by law. This general consent does not replace a separate HIPAA authorization when one is required.
For minors or adults with a legal representative, the signer represents that they have authority to consent. Emergency situations will be handled under applicable law. I may revoke this consent prospectively in writing, subject to care already rendered and legal obligations.
Patient / legal representative signature: ______________________________________   Date/time: __________________
Printed name / relationship (if representative): __________________________________________









| Appointment, Cancellation and No-Show Policy
Please arrive on time and provide current insurance information, identification, medication list and requested records. Late arrival may require rescheduling when adequate clinical time is unavailable.
Cancellation notice: Please notify us at least 24 hours before an office appointment and at least 24 hours before an in-lab sleep study. Call the clinic during business hours; ask staff how to cancel after hours. Exceptions may be made for emergencies, illness, disability-related needs, or circumstances beyond patient control.
Missed-appointment fees (subject to payer contracts and applicable law): $50 for an office visit missed or canceled with less than 24 hours’ notice; $150 for an overnight sleep study missed or canceled with less than 24 hours’ notice. Fees are not charged when prohibited by law or contract and may be waived after individualized review.
Repeated missed appointments or late cancellations may lead to scheduling restrictions or consideration of dismissal, only after individualized review and appropriate notice. This policy does not override emergency care duties or applicable nondiscrimination requirements.
Patient / legal representative signature: ______________________________________   Date/time: 
__________________

| Financial Responsibility and Payment Agreement
I understand that verification of eligibility or benefits, an estimate, a referral, or prior authorization is not a guarantee of payment. Subject to applicable law and my insurance contract, I am responsible for valid copayments, deductibles, coinsurance, noncovered services, and amounts properly designated as patient responsibility after claim adjudication.
I agree to provide accurate, current insurance details and promptly report changes. Copays and known, legally collectible patient portions are due at check-in unless a written arrangement is approved. Deductibles and coinsurance may be collected based on a disclosed estimate and reconciled after insurance adjudication. A payment method or plan may be requested for eligible balances, but no payment term overrides payer contracts or legal protections.
If insurance denies or underpays a claim, the clinic will investigate the reason and applicable payer requirements before billing me. I may owe permitted charges for exclusions, unmet deductibles, coinsurance, copays, or services I knowingly elect without coverage when legally allowed and appropriately disclosed. I will not be billed for provider write-offs, contractual adjustments, protected surprise bills, or other amounts prohibited by law. Prior authorization does not guarantee payment.
Accepted payment methods: Credit Cards and Cash Only.
 Known patient balances are generally due before or at service; later patient balances are due within 30 days of a correct statement unless a written payment plan applies. Billing questions or hardship/payment-plan requests: ____________________. Any collection activity must comply with applicable law and payer contracts. No automatic credit-card charges are authorized by this form.
For Medicare, Medicaid and other government programs, patient billing is limited to amounts legally permitted by the program and applicable participation agreements. The clinic will use required advance notices or beneficiary agreements when applicable, rather than relying on this general form.
Patient / legal representative signature: ______________________________________   Date/time: 





| Insurance Billing Authorization and Assignment of Benefits
I authorize Sleep Care Clinic to submit claims and supporting information to my health insurer(s), benefit administrator(s), and their authorized contractors for services provided, to the extent permitted by law. I authorize release of the minimum information reasonably needed for payment and related operations, subject to applicable privacy rules.
I request that insurance benefits payable for covered services be paid directly to Sleep Care Clinic to the extent allowed by my plan and applicable law. If assignment is not accepted, I remain responsible only for amounts lawfully payable by me. I authorize the clinic to verify coverage, obtain claim status, appeal or correct claims, and coordinate benefits.
I understand that this authorization does not guarantee coverage and does not override my plan’s terms, payer contract restrictions, the No Surprises Act, or other patient protections. I 
may request a copy of this signed authorization.
A Copy of your Insurance Card is needed. Patient is responsible for providing any Insurance Change or Benefits at or before the time of Appointment.
If any Secondary Insurance/Plan, Please provide a Copy of it to the staff.
Co-Pay is due at the time of the Visit
Patient / legal representative signature: ______________________________________   Date/time: 
__________________

| No Surprises Act and Good Faith Estimate Notice
Federal and state laws may protect patients from certain unexpected out-of-network bills. For protected services, you generally cannot be billed more than the applicable in-network cost sharing amount. Protections depend on the setting, service, provider and insurance status. This notice is informational and does not replace any required official federal or state notice.
If you do not have insurance or choose not to use insurance for scheduled care, you generally have the right to a Good Faith Estimate of expected charges. For qualifying scheduled services, estimates generally must be furnished within 1 business day when scheduled at least 3 business days ahead, or within 3 business days when scheduled at least 10 business days ahead. You may also request an estimate before scheduling; generally, it must be provided within 3 business days of the request.
A Good Faith Estimate is not a bill. If the bill from a provider or facility is at least $400 more than that provider’s or facility’s estimate, you may qualify for the federal patient-provider dispute resolution process, generally initiated within 120 calendar days of the initial bill. Save your estimate and bill.
Learn more at www.cms.gov/nosurprises or call 1-800-985-3059. Request a Good Faith Estimate from Sleep Care Clinic at: ______________________. Separate written estimates and official notices should be supplied when required.
Acknowledgment of receipt of this informational notice (not a waiver of rights):
Patient / legal representative signature: ______________________________________   Date/time: 











| Patient Conduct, Boundaries and Dismissal Policy
We are a Very Busy Clinic and take Pride in Quality and Timely Care. We strive to provide respectful, safe and reliable care. Patients and accompanying persons are expected to communicate respectfully, follow reasonable safety instructions, provide accurate information, and work with staff on scheduling, clinical follow-up and financial questions.
Examples that may prompt individualized review include threats or violence, harassment, repeated disruptive conduct, materially false information, repeated missed appointments despite notice, or persistent unpaid legally collectible balances after reasonable notice and an opportunity to resolve billing issues. Patients will not be dismissed solely for protected complaints, disability, discrimination-protected characteristics, or exercising lawful rights.
When appropriate, the clinic may use reminders, a behavior agreement, alternate scheduling, referral, or other reasonable measures before considering dismissal. Any termination of the physician–patient relationship will be decided case by case and conducted consistently with Louisiana law, professional duties, nondiscrimination rules and payer contracts.
When dismissal is appropriate, the clinic will provide written notice, reasonable transition time and clinically appropriate interim care consistent with law and circumstances, information on finding another clinician, and a process for transferring records with proper authorization. Immediate safety threats may require a different response. Patients should seek emergency care or call 911 for emergencies.
I acknowledge receipt of this policy. My signature does not waive any right to medically necessary care or lawful complaint processes.
Patient / legal representative signature: ______________________________________   Date/time: 









| HIPAA Notice of Privacy Practices Acknowledgment
I acknowledge that Sleep Care Clinic has made its current Notice of Privacy Practices available to me and offered me a copy. This acknowledgment is only proof of the notice process; it is not an authorization for uses or disclosures that otherwise require separate written authorization.
☐ I received a paper copy.    I received an electronic copy.    I was offered a copy and ☐	☐ declined.
Notice effective date: __________________________
Patient / legal representative signature: ______________________________________   Date/time: __________________



| Patient Packet Acknowledgment Checklist
Please initial each applicable section. Initialing confirms receipt and understanding of the policy, not agreement to waive legal protections.
_____   Consent to Evaluate and Treat
_____   Appointment, Cancellation and No-Show Policy
_____   Financial Responsibility and Payment Agreement
_____   Insurance Billing Authorization and Assignment of Benefits
_____   No Surprises Act / Good Faith Estimate Information
_____   Patient Conduct and Dismissal Policy
_____   HIPAA Notice of Privacy Practices offered/received
_____   Patient Communication Preferences
I have had an opportunity to ask questions. I understand that separate forms may be required for certain procedures, telehealth services, releases of information, payment-card storage, or other purposes.
Patient / legal representative signature: ______________________________________   Date/time: _________________












9 |Patient Communication Preferences 
1. Preferred Method(s) of Communication
Please circle all that apply:
Phone Number: _____________________ May we leave a voicemail? Yes No
May we send an SMS/Text? Yes No
May we send an Email? Yes No
Email Address: ____________________
May we Mail: Mailing Address: _______________________________________________
2. SMS/Text Message Consent and Disclosures
By providing your mobile number and selecting “Yes” to receive text messages, you agree to receive
SMS communications from Sleep Care Clinic related to your care and appointments.
Patients may receive appointment reminders, scheduling updates, medication or
treatment information,
follow-up care messages, and general clinic communications.
Standard Disclaimers:
- Message & data rates may apply.
- Message frequency may vary.
- You can text HELP for support or STOP at any time to unsubscribe.
- Sleep Care Clinic respects your privacy and protects your information in accordance
with HIPAA. For more information, view our Privacy Policy or ask a staff member for a printed copy.
3. HIPAA Acknowledgment & Consent
- I understand that the Sleep Care Clinic will protect my health information in accordance with HIPAA- I consent to receive communication from the clinic through the selected method above- I understand that I may update my communication preferences or revoke consent at any time by contacting the clinic.
Patient Signature: ___________________________.  Date: ___________________________
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