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-4BETTERSLEEP 

C E N T E R S 

P. TERRENCE MOORE. MD. FAASM

Thank you for entrusting Dr. Moore and 4 Better Sleep with your medical care! We are thrilled to 
have you join our practice, and we look forward to helping you achieve your best possible sleep 
and overall health. 

At 4 Better Sleep, we understand the crucial role that restful sleep plays in your well-being. Dr. 
Moore and our dedicated team are here to provide you with personalized care and the most 
effective treatments to help you sleep soundly and feel rejuvenated. Whether you're dealing with 
a sleep disorder or just looking to improve your sleep quality, you're in great hands. 

Before your upcoming appointment, we kindly ask that you complete all the necessary new 
patient paperwork. This helps us ensure that we can provide you with the best care possible right 
from the start. Please have all forms completed and submitted prior to your appointment to help 
things run smoothly on the day of your visit. 

Appointment Confirmations: 
Our office will contact you via text or call to confirm your appointment within 72 hours of the 
scheduled time. Please ensure that you confirm within 24 hours. Appointments that remain 
unconfirmed may be subject to cancellation or additional fees. 

Late Appointment Arrivals: 
As a courtesy to others, we reserve the right to reschedule your appointment after a 10-minute 
grace period. Appointments missed or not cancelled within 48 hours may be subject to additional 
fees. 

Consultations: $150.00 
Follow-ups: $50.00 
Office Procedures: $75.00 
Sleep Studies: $250.00 

If you have any questions or concerns, please don't hesitate to contact us at 214-466-7222. We're 
here to support you every step of the way. 

Again, we thank you for choosing Dr. Moore and 4 Better Sleep. We're Excited to help you on your 
path to better sleep and better health! 

Many thanks, 

C:Ji;;:ct� 
Paul Terrence Moore, MD, FAASM 

4 Better Sleep Centers 

214-466-7222

lnfo@4bettersleep.com 



PATIENT DEMOGRAPHICS 
Full name:   Date of birth: 
 Email address: 
Sex:  ☐Male ☐ Female ☐ Prefer not to say Phone number: 
Height:  Weight: Secondary phone number: 
Race: Ethnicity: Preferred Method of Communication: ☐ Phone ☐ Email 
Emergency Contact: Street Address: 
Phone Number: How did you hear about us? 

 

PATIENT INSURANCE INFORMATION 
Primary care physician: 
Phone number: 

Preferred pharmacy:  
Pharmacy phone number: 

Referring physician: 
Phone number: 

Pharmacy street address: 

Primary Insurance: 
Policy # 
Group # 
Subscriber Name: 
Subscriber DOB: 
Phone Number for Provider benefits: 

Secondary Insurance: 
Policy # 
Group # 
Subscriber Name: 
Subscriber DOB: 
Phone Number for Provider benefits: 

 

PERSONAL HISTORY 
What is your chief complaint? 

Do you experience constitutional symptoms such as fever or weight loss? 

Have you had any surgeries? 

Do you currently smoke, or have you ever smoked? 

Do you drink alcohol? If so, how many per week? 

Do you drink caffeinated beverages? If so, how many per week? 

Do you engage in physical activity beyond your normal daily routine? How much? 

  

SCHEDULING ASSESSMENT FORM:  

If you do not speak English, you will need to arrange for a translator to be present during your sleep study 

Do you have any specific nutritional needs during the night or known allergies? If yes, please provide details.  

Will arrangements need to be made for another person or caretaker to stay overnight at the facility? 

Do you use a dental device? If so, what is it for? 

Do you have any visual or hearing impairments, or do you use a wheelchair? 

 

PREVIOUS SLEEP HISTORY:  CPAP CHECKLIST 
Have you ever undergone a 
sleep study? ☐ Yes ☐ No    
If so, what was the outcome? 
 

What is your normal sleep 
schedule?  
Weekdays:  
Weekends:  

 If you currently have CPAP, are you experiencing any of the 
following issues? 
Current pressures: _____________________ 
Current DME vendor: 

Are you currently using 
CPAP?  
☐ Yes 
☐ No 

Are you currently using 
supplemental oxygen?  
☐ Yes; Current 02 vendor: 
☐ No 

☐ Air Swallowing    
☐ Airway Dryness    
☐ CPAP Malfunctioning  
☐ Difficulty Exhaling   

☐ Discomfort   
☐ Leaking   
☐ Nasal Breathing Problems   
☐ Not Enough Air 
 

 



Experienced any of the following during sleep?  Diagnosed with any of the following? 
☐ Diagnosis of any other sleep 
disorder 

☐ Difficulty sleeping on your back 

☐ Dream enactments 

☐ Episodes of involuntary eating 
or drinking during sleep 

☐ Hallucinations 

☐ Loud noises or a sense of 
explosion in the head 

☐ Narcolepsy 

☐ Recurrent nightmares 

☐ Restless leg syndrome (RLS) 

☐ Shouting 

☐ Sleep paralysis (inability to 
speak or move) 

☐ Sleep talking 

☐ Sleep walking 

☐ Waking up crying, 
screaming, or in fear 

 ☐ Anemia 
☐ Anxiety 
☐ Arthritis 
☐ Cancer 
☐ Circulation Problems 
☐ Depression 
☐ Diabetes 
☐ Dizziness/ Fainting/ 
Weakness 

☐ Epilepsy 
☐ Gout 

☐ Headaches 

☐ Heart Disease 
☐ High Blood Pressure 
☐ Low Blood Pressure 
☐ Migraines 
☐ Neuromuscular disease 
(e.g. Parkinson's disease, 
ALS, MS) 
☐ Pulmonary disease 
☐ Seizures 
☐ Stroke 

Family History:  Previous Testing: 
☐ Arthritis 
☐ Bleeding disorders 
☐ Cancer 
☐ Diabetes 
☐ Epilepsy 
☐ Heart disease or stroke 

☐ High blood pressure 

☐ Kidney disease 

☐ Mental illness 

☐ Osteoporosis 

☐ Thyroid disease 

 ☐ Blood Tests (Specify) 

☐ Bone Density 

☐ Carotid Doppler 

☐ Cerebral Arteriogram 

☐ CT scan 

☐ EEG (brain wave 
recording) 

☐ Echocardiogram 

☐ EMG and nerve 
conductions 

☐ EP (evoked potential) 
study 

☐ LP (Spinal Tap) 

☐ MRI 

☐ Myelogram 

☐ Other: 
 

CURRENT MEDICATION LIST: 
Medication Start date Dose/Frequency Prescribing 

Physician 
Comments 

     

     

     

     

     

     

List any allergies you have to medications: 
 

 

MODIFIED F.O.S.Q.                                                                                                                                                    Extremely                No 
Do you have difficulty concentrating on the things you do because you are sleepy or tired?  1 2 3 4 

Do you generally have difficulty remembering things because you are sleepy or tired?  1 2 3 4 
Do you have difficulty operating a motor vehicle for short distances (less than 100 miles) because you become 
sleepy?  

1 2 3 4 

Do you have difficulty operating a motor vehicle for long distances (greater than 100 miles) because you become 
sleepy?  

1 2 3 4 

Do you have difficulty visiting your family or friends in their home because you become sleepy or tired?  1 2 3 4 

Has your relationship with family, friends or work colleagues been affected because you are sleepy or tired?  1 2 3 4 

Do you have difficulty watching a movie or video because you become sleepy or tired?  1 2 3 4 

Do you have difficulty being as active as you want to be in the evening because you are sleepy or tired?  1 2 3 4 

Do you have difficulty being as active as you want to be in the morning because you are sleepy or tired?  1 2 3 4 

Has your mood been affected because you are sleepy or tired?  1 2 3 4 

TOTAL: 
 

 

 



Epworth Sleepiness Scale                                                                           No chance of dosing off      High chance of dosing off 

Sitting and reading 0 1 2 3 
Watching TV 0 1 2 3 
Sitting inactive in a public place (e.g., a theater or a meeting) 0 1 2 3 
As a passenger in a car for an hour without a break 0 1 2 3 
Lying down to rest in the afternoon when circumstances permit 0 1 2 3 
Sitting and talking to someone 0 1 2 3 
Sitting quietly after lunch without alcohol 0 1 2 3 
In a car, while stopped for a few minutes in traffic 0 1 2 3 

TOTAL: 
 

Insomnia Severity Index                                                                                                                         Not Severe      Very Severe 

During the past two weeks, how often have you had trouble falling asleep? 0 1 2 3 4 

During the past two weeks, how often have you had trouble staying asleep? 0 1 2 3 4 

During the past two weeks, how often did you wake up too early and not be able to get back to 
sleep? 

0 1 2 3 4 

During the past two weeks, how often have you had trouble falling back to sleep after waking 
up during the night? 

0 1 2 3 4 

During the past two weeks, how much of a problem has it been for you to stay awake and alert 
during the day due to poor sleep? 

0 1 2 3 4 

During the past two weeks, how concerned or distressed have you been about your sleep? 0 1 2 3 4 

During the past two weeks, how much do you think your sleep problem has affected your daily 
functioning? 

0 1 2 3 4 

TOTAL: 
 

Fatigue Severity Scale                                                                                                Disagree                                               Agree 

My motivation is lower when I am fatigued. 1 2 3 4 5 6 7 

Exercise brings on my fatigue. 1 2 3 4 5 6 7 

I am easily fatigued. 1 2 3 4 5 6 7 

Fatigue interferes with my physical functioning. 1 2 3 4 5 6 7 

Fatigue causes frequent problems for me. 1 2 3 4 5 6 7 

My fatigue prevents sustained physical functioning. 1 2 3 4 5 6 7 

Fatigue interferes with carrying out certain duties and responsibilities. 1 2 3 4 5 6 7 

Fatigue is among my most disabling symptoms. 1 2 3 4 5 6 7 

Fatigue interferes with my work, family, or social life. 1 2 3 4 5 6 7 

TOTAL: 
 

STOPBANG                        Yes 5 - 8 (High risk of OSA)   Yes 3 - 4 (Intermediate risk of OSA)   Yes 0-2 (Low risk of OSA) 
Do you SnoreLoudly (loud enough to be heard through closed doors)? Yes No 

Do you often feel Tired, fatigued, or sleepy during daytime? Yes No 

Has anyone Observed you stop breathing during your sleep? Yes No 

Do you have or are you being treated for high blood Pressure? Yes No 

Is your BMI more than 35 kg/m2? Yes No 

Is your Age over 50 years old?  Yes No 

Is your Neck circumference greater than 15.75 inches?  Yes No 

Gender: Are you male? Yes No 

TOTAL ‘YES”: 
 













To request an accounting of disclosures, you must submit your request in writing to P. Terrence Moore, M.D., FAASM, 8722 Greenville Avenue Suite #102, Dallas, TX 

75243. Your request must state a time period for the disclosures. It may not be longer than six (6) years from the date we receive your request. 

Usually, we will act on your request within sixty (60) calendar days after we receive your request. Within that time, we will either provide the accounting of 

disclosures to you or give you a written statement of when we will provide the accounting and why the delay is necessary. 

There is no charge for the first accounting we provide to you in any twelve (12) month period. For additional accountings, we may charge you for the cost of 

providing the list. If there will be a charge, we will notify you of the cost involved and give you an opportunity to withdraw or modify your request to avoid or reduce 

the fee. 

Rl1ht to Copy of this Notice: You have the right to obtain a paper copy of our Notice of Privacy Practices. You may obtain a paper copy even though you agreed to 

receive the notice electronically. You may request a copy of our Notice of Privacy Practices at any time. 

You may obtain a copy of our Notice of Privacy Practices over the Internet at our web site, https://www.4bettersleep.com. To obtain a paper copy of this notice, 

contact P. Terrence Moore, M.D., FAASM, 8722 Greenville Avenue Suite #102, Dallas, TX 75243. 

Our Duties 

Generally: We are required by law to maintain the privacy of medical information about you and to provide individuals with notice of our legal duties and privacy 

practices with respect to medical information. 

You have a right to receive notifications of any breach of your unsecured medical information. A breach of your unsecured medical information generally means that 

the medical information was used or disclosed in a way that was not permitted by law, and the medical information was readable or decipherable by the unauthorized 

person or entity. 

We are required to abide by the terms of our Notice of Privacy Practices in effect at the time. 

Our Right to Change Notice of Privacy Practices: We reserve the right to change this Notice of Privacy Practices. We reserve the right to make the new notices. 

provisions effective for all medical information that we maintain, including that created or received by us prior to the effective date of the new notice. 

Availability of Notice of Privacy Practices: A copy of our current Notice of Privacy Practices will be posted at our office as well as on our web site, 

https://www.4bettersleep.com. At any time, you may obtain a copy of the current Notice of Privacy Practices by contacting P. Terrence Moore, M.D., FAASM, 8722 

Greenville Avenue Suite #102, Dallas, TX 75243 or by calling (214) 466-7222. 

Complaints: You may complain to us and to the United States Secretary of Health and Human Services if you believe your privacy rights have been violated by us. To 

file a complaint with us, contact P. Terrence Moore, M.D., FAASM, 8722 Greenville Avenue Suite #102, Dall as, TX 75243 or by calling (214) 466-7222. Please follow up 

any complaint made by telephone in writing. 

To file a complaint with the United States Secretary of Health and Human Services, send your complaint to: Office for Civil Rights, U.S. Department of Health and 

Human SeNices, 200 Independence Avenue SW, Washington, D.C. 20201 or on the internet at https://www.hhs.gov/hipaa/filing-a-complaint/index.html. You may 

also contact the regional office of the Health and Human Services Office of Civil Rights at Southwest Region, Office for Civi I Rights, U.S Department of Health and 

Human Services, 1301 Young Street, Suite #106, Dallas, TX 75202, voice phone (800) 368 -1019, Facsimile (202) 619-3818, TDD (800) 537-7697 or e-mail at 

ocrmail@hhs.gov. 

You will not be retaliated against for filing a complaint. 

Questions and Information: If you have any questions or want more information concerning the regional office of the Health and Human Services Office of Civil 

Rights you can contact us in writing at P. Terrence Moore, M.D., FAASM, 8722 Greenville Avenue Suite #102, Dallas, TX 75243 or by calling (214) 466-7222. 

Authorization of Receipt of Notice of Privacy Practices 

By signing below, I, ______________ , acknowledge that I hove received P. Terrence Moore, MD, 

FAASM's Notice of Privacy Practices, Effective April 2025, which explains how my personal health information may be 

used and disclosed, and my rights regarding that information. I understand that I om responsible for reviewing this 

notice and con contact the office if I hove any questions or need further clarification. 

PATIENT NAME PATIENT SIGNATURE DATE 

GUARDIAN NAME GUARDIAN SIGNATURE DATE 
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