
AYASS LUNG CLINIC & SLEEP CENTER 

REGISTRATION FORM 
(Please Print) 

Today’s date:  PCP: 

PATIENT INFORMATION 

Patient’s last name: First: Middle: 
 Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No          /          /   M  F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. box: City: State: ZIP Code: 

    

Occupation: Employer: Employer phone no.: 

  (           ) 

Chose clinic because/Referred to clinic by (please check one 
box): 

 Dr.   Insurance Plan  Hospital 

 Family  Friend  Close to home/work  Yellow Pages  Other  

Other family members seen here:  

 

INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by 
insurance? 

 Yes  No  

Please indicate primary 
insurance 

 [Insurance]  [Insurance]  [Insurance]  [Insurance]  [Insurance] 

 [Insurance]  [Insurance]  [Insurance] 
 Welfare (Please provide 
coupon) 

 Other  

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: 
Co-
payment: 

         /       /   $ 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

 

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand 
that I am financially responsible for any balance. I also authorize ayass lung clinic & sleep center or insurance company to release any 
information required to process my claims. 

     

 









MEDICATION LIST 
Please list all medications you 

take and their dosages 
 
 

Patient Name: ______________________________  DOB: ________________ 
 
Drug Allergies: _______________________________________________________________ 
 

 
Medication Dosage Started Stopped Prescribed by Reviewed 
      

      

      

      

      

      

      

      

      

      

      

      

      

      

 
 
Frisco Clinic & Laboratory       San Angelo Clinic 

8501 Wade Blvd, Suite 750       3021 Green Meadow Dr. 

Frisco, Texas 75034        San Angelo, Texas 79604 
Tel: (972) 668-6005        Tel: (325) 223-1800 
Fax: (972) 668-6720        Fax: (325) 223-1810 
 



 
 

 

Frisco Clinic & Laboratory       San Angelo Clinic 

8501 Wade Blvd, Suite 750       3021 Green Meadow Dr. 

Frisco, Texas 75034        San Angelo, Texas 79604 

Tel: (972) 668-6005        Tel: (325) 223-1800 

Fax: (972) 668-6720        Fax: (325) 223-1810 
 

 

THE EPWORTH SLEEPINESS SCALE 
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 have not 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 = no chance of dozing 

1 = slight chance of dozing 

2 = moderate chance of dozing 

3 = high chance of dozing 

 

SITUATION CHANCE OF DOZING 

1. Sitting and reading  __________ 

2. Watching TV  __________ 

3. Sitting inactive in a public place (e.g. a theater or a meeting)  __________ 

4. As a passenger in a car for an hour without a break  __________ 

5. Lying down to rest in the afternoon when circumstances permit  __________ 

6. Sitting and talking to someone  __________ 

7. Sitting quietly after a lunch without alcohol  __________ 

8. In a car, while stopped for a few minutes in traffic  __________ 

To check your sleepiness score, total the points. 

Check your total score to see how sleepy you are. 

1 – 6 Congratulations, you are getting enough sleep! 

7 – 8 Your score is average 

9 + Seek the advice of a sleep specialist without delay 

 

If your score is greater than 6 points then you are sleepy. 

If your score is more than 10 points you are very sleepy. 

If you score is more than 16 points you are dangerously sleepy. 

If your score doesn’t improve after 2 weeks of 8 hours of sleep a night, it is recommended that you 

consult your doctor. 

 

Patient Name:         Date: 



 

 

 

 

PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

ACKNOWLEDGEMENT FORM 

 
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it. 

 

 

Name: _________________________________________________________   DOB:  _____________________ 

 

 

 

Signature:  ______________________________________________________   Date:  ____________________ 

 

 



 

 
 

CONSENT FOR TREATMENT 
 

 
This CONSENT FOR TREATMENT is made and entered into this _________ day of _________, __________ 

by and between Mohamad Ammar Ayass, M.D. (“Physician”) and _________________________ (“Patient”). 

 

I hereby state that I have honestly and without exaggeration or omission, completed a health questionnaire and 

I also state that I have or will before undergoing treatment, disclosed any and all information that might 

reasonably be considered relevant to decisions made by Physician regarding my care. I have disclosed all past 

illnesses, particularly those involving any form of illness. I also state that I have disclosed the past or present 

use of any substances including prescribed and not prescribed drugs, alcohol, steroids, vitamins, and dietary 

supplements. 

I hereby hold harmless and waive any claim or defense against Physician for any harm or injury I sustain as a 

result of my failure to fully disclose all relevant facts about my physical and medical condition to physician. I 

waive any claim or defense against Physician for any harm or injury I sustain as a result of my failure to comply 

with the method of treatment and dosage schedule prescribed by Physician. I agree to immediately cease any 

medical treatment prescribed by Physician in the event of any adverse response or side effect arising from 

prescribed treatment and to avoid immediate written notice of such adverse response or side effect to Physician 

via fax to 325-223-1810. I agree to comply with prescribing instructions for use of all medications prescribed by 

Physician. 

I understand that the practice of medicine is not an exact science and that diagnosis and treatment may involve 

risks of injury, including but not limited to permanent injury and death. I acknowledge that no guarantees have 

been made to me as to the result of diagnostic testing, analysis of test results, examination of medical history, 

or treatment by Physician. 

I acknowledge that if neither Medicare nor Medicaid covers the services which I contemplate will be provided by 

Physician, and I will not make a claim or payment or reimbursement for those services with these entities. I agree 

to have Ayass Lung Clinic, PLLC act as my independent agent, and I also acknowledge that payment is due to 

Physician at time of service for all services rendered and that this is an obligation independent of attempts by 

me to obtain insurance reimbursement.  

I have read and understand the foregoing consent for treatment and have signed the same as my 

voluntary act and deed. 

Patient Name (Please Print) ________________________________________________________________ 

 

Patient Signature ________________________________________________________________________ 

 

Date ________________________ 

 



 

 

 

 

CONSENT TO PHOTOGRAPH 

 

I hereby authorize my photograph to be taken for medical purposes. 

I agree to the use of negatives and prints for monitoring my medical condition and identification purposes.  

 

 

Patient Name (Please Print):  _________________________________________________________________ 

 

 

Patient Signature:  __________________________________________________________________________ 

 

 

Date:  _________________________________ 

 

 

 

If the patient is a minor or is unable to sign, please complete the following: 

 
Patient Name (Please Print):  _________________________________________________________________ 

 

 

Legal Guardian or other Authorized Name (Please Print):  __________________________________________ 

 

 

Legal Guardian or other Authorized Signature:  ___________________________________________________ 

 

 

Date:  _________________________________ 
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