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	Medical: 
sleep disordered breathing and cpap questionnaire
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	Medical equipment: 
sleep disorder breathing and cpap questionnaire



	Your patient’s privacy
The TAC will retain the information provided and may use or disclose it to make further inquiries or assist in the ongoing management of the claim or any claim for common law damages.  The TAC may also be required by law to disclose this information.


	
	Without this information, the TAC may be unable to determine entitlements or assess whether treatment is reasonable and may not be able to approve further benefits and treatment.

Please refer to the notes for assistance in completing this form


	Patient details
	
	
	
	

	Patient name 
	
	Claim number

	      
	
	     

	Date of first consultation at your practice
	
	Date of birth
	
	Date of accident

	     /     /     
	
	      /       /      
	
	      /       /      


Sleep Disordered Breathing history

	Provide a full history of the Sleep Disordered Breathing
	
	What do you consider the cause of the Sleep Disordered Breathing?

	     
	
	Obstructive
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

	     
	
	Central
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

	     
	
	Weight-related
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	     
	
	Iatrogenic (medication use)
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	     
	
	Please provide further comment for any ‘Yes’ answers

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     


Provide the clinical rationale for the transport accident directly causing the Sleep Disordered Breathing
	     

	     

	     

	     


Risk factor checklist

	What is your patient’s BMI?
	     


	Has this significantly altered since the transport accident?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown


	Does your patient have evidence of Metabolic Syndrome? 
e.g. HT, Diabetes, Hyperlipidaemia
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown

	If ‘Yes’, for how long?
	     


	Is your patient in the habit of performing regular exercise?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown


	Patient’s alcohol intake, if known?
	     


	Any social drug use? E.g. tobacco, marijuana
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown


	Is there a prior history of Sleep Disordered Breathing?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown


	List prescribed opioid and tranquilliser medication and when each was commenced

	     

	     


What measures (besides CPAP) have been/are being undertaken to assist management of Sleep Disordered Breathing?

	     

	     


Additional comments please make specific reference to pre and post transport accident history
	     

	     

	     


Provider details
	Provider name, address and phone number. Use practice stamp where possible
	
	Signature

	
	
	

	
	
	

	
	
	HIC provider number

	
	
	     

	
	
	Qualifications

	
	
	     

	
	
	Date

	
	
	     /     /     


Authorisation
	I,
	     
	of
	     


hereby authorise you to supply the TAC with information requested on this form and to discuss the contents of this form, and any ongoing issues of my treatment, with officers or representatives of the TAC.

	Signature of client, parent or guardian
	
	Print name
	
	Date

	
	
	     
	
	     /     /     

	
	
	
	
	


Please attach any information that may be relevant
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