
 
 

Our facility is a teaching institution as well as a clinic/sleep center.  You 

may be seen by Dr. Lucia, one of our Nurse Practitioners, a  
Medical Resident, or Sleep Specialist 

 

We thank you for allowing Sierra Pulmonary & Sleep Institute to participate in 

your medical care. Your appointment has been scheduled with   
_________________________  on________________________. Please arrive no later 

than _________; this will allow us time to process your paperwork.  
 
Dr. Lucia & staff strive to deliver the highest quality care with expertise 

and compassion.  If you do not show for your scheduled appointment 
without a call, you may be charged $100.00. 

 
Please feel free to visit our website for more information or to printout any 
other forms. It is necessary you complete all of the enclosed paperwork 

prior to your arrival as incomplete information may result in the 

rescheduling/delay of your appointment. 

 
In addition to completed paperwork please bring with you the following: 

 Current insurance cards and picture ID Co-pay  

 Self pay patients are required to pay for services at the time of their appt.  

(Self paying patients do receive a 20% discount) 

 Bring in all of your respiratory medicine and inhalers, and a list of all of 

your prescriptions and over-the–counter medications 

 Please wear your oxygen whether you are on prescribed oxygen therapy 

continuously or for exertion only. 

 
We strive to make your experience at Sierra Pulmonary & Sleep Institute as 
pleasant as possible. Please let us know if you require special arrangements. 

Please note that your initial visit may take up to 2 hours. Our office hours 
are 8:30a.m. to 4:30p.m. Monday thru Friday. Our office is an out patient 
consultative practice and we do not provide after hours, weekend, ER, or 

hospital coverage.  If you develop increasing respiratory problems, please call 
our office.   If your symptoms are severe, please call your PCP or go to the 

nearest hospital or call 911.  Our office does require you to schedule a 
follow up appointment every 6-12 months. We will send reminders to you 
as a courtesy.     

We ask that you take the time necessary to read and understand the Practice 
and Billing Policies. If you have any questions or concerns do not hesitate to 
contact our office. 

       Thank you, 
 

Dr. Lucia and Staff 

 
1441 Pullman Dr/ Sparks, NV/ 89434/ p 775-351-2600 f 775-351-8169



 

 

 
 

 

 

Billing Policy 

 
It is the policy of Sierra Pulmonary & Sleep Institute to collect all HMO and PPO insurance co-
payments prior to your visit. Payment of office co-pays at the time of service is a contractual 

obligation between you and your insurance carrier. We will be unable to see you if you arrive 
unprepared to make your co-payment. 
 

If you do not have insurance, a minimum payment of $200.00 is required at the time of service, 
unless prior arrangements have been made. 

 
In order to insure correct claim submission, we require a current copy of your insurance card as 
well as photo identification.  

 
As a courtesy, we will submit non-contracted insurance claims, as long as you have provided us 
all necessary information. If we have not had a response from your insurance company within 60 

days, all charges will become patient responsibility and are due in full immediately. 
 

If you should need to make prior billing arrangements you may contact the billing office at  
336-0206. 
 

 
ACKNOWLEDGEMENT AND CONSENT 

 
I hereby acknowledge I have read and understand the above.  
 

 
 
______________________________________________  ________________________ 

Patient Signature                 Date 
 

 
______________________________________________ 
Print Name  



 
Sierra Pulmonary & Sleep Institute                 

 INFORMATION PRACTICES NOTICE 
 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED, OR DISCLOSED, AND 

HOW YOU CAN GET ACCESS TO THE INFORMATION 
 

 You have the right to your confidential medical information and the right to approve or refuse the release of specific 

information, except when the release is required by law (or permitted by law without your authorization). 
 

Our pledge regarding medical information 
We understand that medical information about you and your health is personal.  

We are required by law to: 

 Keep confidential any medical information that concerns your condition or treatment, this includes your personal 
information 

 Give you this notice of our policies, procedures and information privacy practices 
 

How we may use your medical information 

The following categories describe different ways that we may use and disclose medical information: 

For treatment       For Payment     
 Treatment alternatives     To avert a serious threat to health 

 Health related benefits and services    As required by law  
 

Special Situations     

Organ and tissue Donation     Law Enforcement 

Military and Veterans      Coroners and Funeral Directors 

Workers’ Compensation     National Security 

Lawsuits and Disputes     Inmates 
Public Health Risks 
 

Rights regarding your medical information 

You have the following rights regarding medical information we maintain about you 

Right to inspect and copy     Right to amend 

Right to an accounting of disclosures   Right to request restrictions 

Right to request confidential communications  Right to paper copy of this notice 
 

Changes to this notice 

We reserve the right to change this notice. 
 

Complaints 

If you believe your privacy has been violated, you may contact our privacy officer at 775-351-2600 or submit a 

complaint in writing. You will not be penalized for filing a complaint. 
 

Other uses of medical information 

Other uses and disclosures of medical information not covered by this notice, or the laws that apply to us, will be 
made only with your written permission.  If you provide us permission to use or disclose medical information about 

you, you may revoke that permission, in writing at any time; if you revoke your permission, thereafter we will no 

longer use it to disclose medical 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. 
 

Acknowledgement and Consent 

I hereby acknowledge that I have received a copy of the Information Privacy Notice. 
 

___________________________________  ________________________________ _________________  

Patient/Guardian Signature   Printed Name    Date 
 
 

I ____________________________  give permission to Sierra Pulmonary to release information about my care to 

           Patient’s name 

  ______________________________________   Relationship  _________________Date________________________ 

 
Facility___________________________________Date____________________________________________________ 

 

Fax number__________________Phone number___________________Email __________________________________ 

 

 

 

 



 
Sierra Pulmonary & Sleep Institute  

 

PATIENT INFORMATION              TODAY’S DATE: 
 

Patient Legal Name: 
  

                                                           LAST FIRST MIDDLE 

Mailing Address:   

Physical Address:   

City:   State:  Zip:  

Home Phone: (      )        Work Phone: (     )        Cell Phone: (     )        

E-mail 
Address: 

 Sex:   □  Male      □  Female 

Date of Birth:         /         / Social Security Number:                   

Marital Status:    □  Single     □  Married    □  Divorced    □   Widowed     □  Other 

Primary Care Physician:  Referred By:  

Patient’s Employer:  Supervisor:  

Address:   Phone: (      )        

Accident Info:    

Date of Accident:      /         / Work Related:  Auto:  Other:  

   

RESPONSIBLE (OR INSURED) PARTY INFORMATION 
 

Legal Name:   
 LAST FIRST                    MIDDLE 

Relationship to Patient:    □ Self      □ Spouse      □ Child        □ Other 
Sex:   □ Male    □ 
Female 

Date of Birth:         /         / Social Security Number:            

Resp. Party  Employer:  Supervisor:  

Address:  Phone: (      )        

 

INSURANCE INFORMATION 
 

Primary Insurance Company:   

ID #:  Group Name:  Group #:  

Address:   

Subscriber Name:  Date of Birth:         /         / 

Relationship to Patient:    □ Self      □ Spouse      □ Child        □ Other 

Co-Payment Amount: $ Effective Date: ___________  
   
 

Secondary Insurance Company:   

ID #:  Group Name:  Group #:  

Address:   

Subscriber Name:  Date of Birth:         /         / 

Relationship to Patient:    □ Self      □ Spouse      □ Child        □ Other 

Co-Payment Amount: $   

   

 EMERGENCY CONTACT  
 

Name: 
 

 

Relationship:  

Address:  Phone: (      ) 

 



 

Sierra Pulmonary & Sleep Institute 
 
 

 (adult) NEW PATIENT CLINICAL INFORMATION 

IDENTIFICATION 

 

Name: _______________________________________     Date of birth: _________________  

Primary Care Physician: _____________________Other Physicians:_____________________Specialty______________ 

Age: _______ Race:_______________ Sex (M/F):____          _____________________________Specialty______________ 
             _____________________________Specialty______________ 
 

Note: Your age, sex, and race are required to medically interpret results of certain lab tests. 
This data is used for no other purposes and is kept confidential.  

MEDICAL HISTORY 
 

 Reason for visit today:__________________________________________________________________  

 When did your symptoms first start:____________________________________________________ 

 What makes your symptoms better:_____________________________________________________  

 What makes them worse:_______________________________________________________________ 
 

Most Recent Tests (Please give approximate date ): 
Blood work (CBC, Chemistry panel, thyroid, PT/INR, D-dimer, and BNP): ___________________    Chest X-
ray:_____________      
CT scan – chest/sinuses: _____________________    Leg Doppler study: _______________ ECG: _______________    
Echocardiogram: __________________ Lung Function Tests: _____________________________________________    
Others: _________________________________________________________________________________________ 
 

Current Medications & reason for taking them (please include over - the-counter medications & vitamins ): 
1._______________________________________             5._____________________________________ 
2._______________________________________             6._____________________________________ 
3._______________________________________             7._____________________________________ 
4._______________________________________             8._____________________________________ 
 

Medication ALLERGIES with type of reaction: __________________________________________________ 
 

CHRONIC MEDICAL CONDITIONS 
List any present and past medical illnesses:                          List Past Surgeries: 
1._____________________________________                  1._____________________________________ 
2._____________________________________                  2._____________________________________ 
3._____________________________________                  3._____________________________________ 
4._____________________________________                  4._____________________________________ 
5._____________________________________                  5._____________________________________ 
 

List any Hospitalizations with the approximate date: 
_____________________________________________________________________________________________________ 

 

PREVENTIVE CARE: 
Flu shot this year?  Yes or No     Pneumonia shot: ___ years ago    
TB skin test: ___ years ago      Result? _________    Allergy Skin testing: ___ years ago Results?_____________ 
 

FAMILY HISTORY (Please circle & indicate relative if it applies) 
Cancer:  Type_________________  Relative______________________  Type_________________ Relative_______________  
Asthma: Relative___________________________________ Emphysema/ COPD: Relative_____________________________________ 

Tuberculosis: Relative_______________________________ Cystic Fibrosis: Relative_________________________________________  
Angina: Relative____________________________________ Heart failure: Relative____________________________________________  
Coronary artery disease: Relative________________________Blood clots: Relative _________________________________________ 
High BP: Relative____________________________________Stroke: Relative_________________________________________________  
Alcoholism: Relative ________________________________ Seasonal/Animal Allergies: Relative______________________________ 
Sleep apnea: Relative(s) ______________________________ Narcolepsy: relative(s):_________________________________________ 
Other illnesses in the family: ________________________________________________________________________________________ 

 
TOBACCO HISTORY: Have you ever used tobacco products?  Yes or No What Type: __________________ 
When started: __________ Amount used: ________________ If you quit, list approximate date:____________ 
(List age or date) 

 
 
 

 



 

Sierra Pulmonary & Sleep Institute 

 
Name: ________________________________________ Date: __________________________ 

SOCIAL HISTORY: 
Alcohol and/or Drug use (type):____________________________________________    ____________________per day/week 

Caffeine (type):____________________________________________   ____________________per day/week 
Exercise type: ___________________________ How often: ________________ Duration: _____________________________ 
Occupation: ____________________________________ Days lost from work in the past year: ________________ 
List exposures to airborne chemicals (if any):________________________________________________________ 
Exposure to birds? ___________   To coal dust? ___________ To fumes? ________________ To mining dust? __________________                   
List any military experience: ______________________________________ recent travel? __________________________________ 
Educated through: ___________________    Marital status: ______________ Spouse or S.O. name: ______________________ 
REVIEW OF BODY SYMPTOMS:                                          

Please check off all symptoms you CURRENTLY experience (Your doctor will discuss checked items with you):  

 
Constitutional … Hoarseness  Leg cramps at night  Bipolar Disorder  

Low energy/Fatigue  Jaw pain or clicking  Stiffness  Attention deficit 
disorder 

 

Fevers/Chills  Grinding/Clenching  teeth  Muscle weakness  Disturbing thoughts or 
feelings 

 

Loss of Appetite  Bite Guards  Chronic Pain  Suicidal thoughts or 

attempts 

 

Night sweats  Braces or Orthodontic work      

Unexpected Weight  
Loss, Amount? ______ 

  
Cardiovascular 

 
… 

 
Skin 

 
… 

 
Endocrine 

 
… 

Unexpected Weight  
Gain, Amount? ______ 

 Chest pain or pressure  Itching/Hives 
 

 Excessive thirst  

Weight loss due to  
Diet, Amount? ______ 

 Blue lips or fingernails  Skin rashes  Hot or cold intolerance  

Weight Gain due to  
Diet, Amount? ______ 

 Palpitations  Eczema  Excessive sweating  

  Difficulty breathing lying flat    Hormone replacement  

Eyes … Swelling of ankles  Neurological … Hypothyroidism  

Dryness of the eyes  Lightheadedness  Dizziness  Hyperthyroidism  

Loss or blurred vision  Fast or slow heartbeat/ 
Pacemaker 

 Fainting or blackouts 
 

   

Itching eyes    Numbness    

Redness  Lung … Paralysis  Hematologic … 

Swelling  Bloody sputum/phlegm  Speech difficulty  Bruising  

  Chest tightness  Memory loss/ 
Forgetfulness 

 Swollen glands  

Ear, Nose, Throat … Persistent cough  Seizures  Deep vein thrombosis 
(DVT) 

 

Hearing loss  Shortness of breath with 
exertion 

   Pulmonary Embolism 
(PE) 

 

Hearing aids  Shortness of breath at rest  Sleep … Anemia  

Ear pain or discharge  Sputum or phlegm  Insomnia(__)hours/night)  Prior Cancer  

Ringing in ears  Wheezing  Daytime sleepiness    

Fullness or popping    Headaches (___/week)  Allergic … 

Nasal obstruction / 
Deviated Septum 

  
Gastrointestinal 

 
… 

Sleep talking/walking  Urticaria/Hives  

Nasal congestion  Abdominal pain  Frequent urination at 
night 

 Sneezing  

Mouth breathing  Loss of appetite  Pause in breathing/ 
Witnessed apnea 

 Itchy nose  

Colored nasal discharge  Blood in stool  Leg twitching  Seasonal allergies  

Frequent colds  Diarrhea  Loud snoring in sleep  Animal allergies  

Nosebleeds  Difficulty swallowing  Excessive sleep   Anaphylactic reactions  

sinus infections  Choking with swallowing  Nightmares  Prior allergy shots  

Mouth sores  Heartburn/GERD  Night Terrors  Bee/Wasp allergies  

Thrush  Nausea or vomiting  Restless legs    

Sore throat  Painful swallowing      

Postnasal drip    Psychiatric …   

Loss of smell  Musculoskeletal … Depression    

Enlarged tonsils  Joint pain / swelling  Nervousness or Anxiety    

Frequent throat clearing  Muscle pain  Panic attacks    

 



 

Sierra Pulmonary & Sleep Institute 
 

Name: ________________________________________ Date: __________________________ 

 
SLEEP DIARY 
Please attempt to recall this information over the last 3 days/nights                                                                       

NOTES 

  

 Night 1 Night 2 Night 3 
How much time, if any, did you  
Spend napping during the day? 

   

What time did you go to sleep? 
 

   

What time did you wake up? 
 

   

How many hours did you sleep each night? 
 

   

    

Did you consume any of these during the day?    

Caffeine (within 6 hrs of bedtime)    

Alcohol (within 1 hour of bedtime)    

Medication(s) (type:__________________________) 
Before Bedtime 

   

    

On a scale of 1 to 5, how would you rate your  
Overall mood & overall functioning during the day? 
(“5” – Positive & Energetic 
 “1” – Depressed & Lethargic) 

   

    

In general, how did you feel when you woke up?  
(very refreshed=3, somewhat refreshed=2, or fatigued=1) 

   

                                                                                         

 

 

The Epworth Sleepiness Scale 
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 weeks.  Even if you have not done some of these 
things recently, try to estimate how likely they would occur. 
 

Use the following scale to choose (circle) the most appropriate number for each situation: 
0 = No chance of dozing 
1 = Slight chance of dozing 
2 = Moderate chance of dozing 
3 = High chance of dozing 

 

Situation:_____________________________Chance of Dozing: 
 
 Sitting and Reading…………………………………        0 1 2 3 

 
 Watching TV………………………………………..        0 1 2 3 

 

 Sitting inactive in a public place (a theater or 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 able………       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: _________ 

 



 

 
 

 
 

From Reno 
 

I-80 EAST To Sparks Blvd exit 

Turn left on to Sparks Blvd (NORTH)   
Turn left on Prater Wy 

Turn left on Pullman Dr 

 
Our office is the yellow building on the right, after the 

Career College of Northern Nevada   
-------------------------------------------------------------------------

-------------- 

From Fernley 
 

 I-80 WEST To Sparks Blvd exit  
Turn right on to Sparks Blvd (NORTH) 

Turn left on Prater Wy  
Turn left on Pullman Dr.  

Our office is the yellow building on the right, after the 
Career College of Northern Nevada  
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                      Sierra Pulmonary & Sleep Institute 

Michael A. Lucia, MD 
Board Certified:  Pulmonary Disease, 

Critical Care, Sleep Disorders 
1441 Pullman Dr.  Sparks, NV  89434 

 

 

 

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

 

This document authorizes the release of protected health information pursuant to 45CFR parts 

160 and 164 for any provider directly involved in the continuity and/or transfer of care of the 

patient whose signature appears below. 

 

The undersigned authorizes the providers to release the following information: 

 

(OFFICE USE ONLY)____________________________________________________ 

 

Employees of the provider may disclose the information. 

This information may be disclosed to:                            

Sierra Pulmonary & Sleep Institute                    Tel: 775-351-2600 

1441 Pullman Dr                                                 Fax: 775-355-8169 

Sparks, NV 89434 

. 

This disclosure may be made for the following purpose: Evaluation and treatment of the patients’ 

medical condition. 

 

This authorization will expire twelve months from the date below. 

 

I acknowledge I have the right to revoke the authorization at any time, and I understand that once 

the information is disclosed. Federal privacy law may no longer protect it. 

 
Revocation must be sent in writing by certified mail to the provider at the above address.  The revocation will be 

effective only upon receipt, except to the extent the provider has acted in reliance on the authorization or the 

authorization was obtained as a condition of obtaining insurance coverage and the insurer wishes to use the 

protected health information to lawfully contest a claim; 

 

I understand that treatment by the provider is not conditioned on my signing this authorization.  

Exceptions will be made for the purpose of treatment which creates protected health information 

for a third party, such as a pre-employment physical, and for health plans who condition 

enrollment or on an authorization to use PHI to determine payment. 

 

Signature_____________________________________________ Date:______________ 

 

Print name:___________________________DOB________SS#:___________________ 

 

 

 

 



 

ACKNOWLEDGEMENT 

 

I hereby acknowledge I have received a copy of the Practice Privacy information 

notice. 

 

Signature:________________________     Date:_______________ 

 

Print name:____________________________________________ 

 

ACKNOWLEDGEMENT REFUSED 

 

On this date the patient refused to acknowledge receipt of the Practice Privacy 

information notice. 

 

Patient name:_____________________    Date:_______________ 

 

Reason:_______________________________________________ 

 

MESSAGES INVOLVING PRIVATE INFORMATION 

 

Do we have permission to leave a message on your answering machine at home?        

YES_____    NO______ 

 

Do we have permission to leave a message at your place of employment? 

YES_____     NO_____ 

 

Do we have permission to leave a message or discuss your medical condition with 

any member of your household?     YES____   NO____ 

 

If yes list names and relation: 

 

 

 

 

Signature:_____________________________________________________ 

 

 

 

 

 

 



 

 
 

Office Visit Survey Card  
 

At Sierra Pulmonary & Sleep Institute we strive to provide access to the latest advances in 

pulmonary and sleep medicine while consistently delivering high quality care with 

competence, respect and compassion. Our patients are our first priority so we want to hear 

from you.  By giving us your feedback we can accomplish our work of offering superior 

patient care.  

 

How did you hear about Sierra Pulmonary & Sleep Institute 

    Ɗ   Referred by my physician 

    Ɗ   Referred by a relative or friend 

    Ɗ   Sierra Pulmonary & Sleep Institute's website 

    Ɗ   Internet Search      
 

How long did you wait to get today’s appointment? 

          Less than 3 days Ɗ   3-7 days Ɗ   7-14 days Ɗ   More than 2 weeks Ɗ  
 

How long did you wait today to see your provider? 

          Less than 15 minutes Ɗ    15-30 minutes Ɗ    More than 30 minutes Ɗ  

 
Which provider did you see today? 

Dr. Lucia   Cindy Repella, APN  Cheryl Reed, APN 
 

                                                                               Low                        High 

Please rate the following items from 1 (lowest) to 5 (highest) 1 2 3 4 5 

1. Your experience getting through to the clinic by phone      

2. Your experience scheduling your appointment                  

3. The directions and access to the clinic                           

4. The cleanliness and comfort of the clinic      

5. The care you received from your provider      

        

The following individual(s) deserve special recognition for that extra measure of care:  

 
Name:                                             Title: ___________________________ 

 

Name: ________________________ Title: ___________________________ 

 

Comments:_____________________________________________________________ 
_______________________________________________________________________ 


