
 

2423 W. Dunlap Ave Suite 175 Phoenix, AZ 85021      

Phone: 602-424-4450 

Fax: 602-424-4451 

 

 

Patient Name:  ___________________________________ Date: _______________ DOB: ________________ 

Address: ________________________________________City:________________ State: _____ Zip: ________ 

Home Phone: __________________ Cell Phone: _________________ Email: __________________________ 

 

I. Consent and Release: I give my permission to AMDx, Ltd. / Luna Sleep, LLC (hereinafter “AMDx”)staff to 

conduct the home sleep test, and any activities associated therewith. I hereby expressly waive any and all claims, 

which I might, now or at any future date, assert against AMDx or its employees, agents, assignees, designees, or 

successors in interest arising from the performance of this test / study, as well as any claims arising from any 

ancillary activity necessary to effectuate the test/study. I have been given reasonable opportunity to read about 

and ask any questions I may have about the risks associated with, about Sleep Apnea, and I affirm that I do not 

hold AMDx, Ltd., its employees, agents, assignees, designees or successors in interest responsible if I elect to 

refuse treatment. 

Equipment lease date:   ______________________________ 

Equipment return date: _____________________________ Time: By 11:00 AM local time  

I understand that:  

I. Delays in the return of equipment are subject to a late fee of $250.00 per day. I expressly authorize these fees to 

be charged to my credit card ending in __________. 

II. My failure to return the equipment within 72 hours of the “Equipment return date” this will be considered theft 

of the equipment provided me for the purpose of conducting the test / study. After this 72 hour period has 
expired, I authorize AMDx to charge the full amount of the equipment ($2500.00) to my credit card ending in 

__________. In the alternative, I understand that AMDx may elect to report the equipment as stolen and file 

criminal charges with the appropriate law enforcement agency pursuant to the Arizona Criminal Code, codified 

at A.R.S. Title 13 §13-1806. 

III. I understand that I will be charged for any and all incidental damages that AMDx incurs due to my failure to 

make a timely return of the rented equipment to AMDx, and I authorize these charges to my credit card ending 
in __________.  Incidental damages include: charges relating to loss of revenue from future test/study patients 

where AMDx is unable to furnish diagnostic equipment because of my failure to return it ; replacement cost 

fluctuations that result in an increased purchase price, as well as other costs associated with procuring a 
replacement unit, such as, but not limited to, shipping, storage, sales commissions, “rush order” fees, and any 

other charge so related. This provision is inserted pursuant to A.R.S. Title 47 §47-2A530, otherwise titled 

Arizona’s Uniform Commercial Code. 
IV. In the event that AMDx must incur costs related to enforcing any provision contained in this agreement, I shall 

be liable for all court, filing and attorney’s fees. 
 
 
 
 



 
 
 
 
I HAVE BEEN ADVISED OF, UNDERSTAND AND AGREE TO THE ABOVE PROVISIONS OF THIS AGREEMENT, AND 
FURTHER AGREE THAT THE PROVISIONS CONTAINED HEREIN REPRESENT THE ENIRETY  OF THE 
AGREEMENT BETWEEN MY SELF AND AMDx : 

 
Patient Name (printed): ______________________________  Date: ______ / ______ / ______  

 
Patient Signature: __________________________________  

 
If applicable, please print the name of the patient’s representative  

 
Relationship to the patient: ____________________________  

 
Representative Signature: _____________________________ 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 



 
 

Name: _____________________________________ DOB: ____ _____________ Date:_______________                          

Symptoms  X Sleep Habits Time 

Loud snoring   At what time do y ou usually get in the bed?   

Breathing or snoring stops in my sleep   
How long does it take you to fall asleep after you have 
turned out the lights?   

Awaken gasping for breath   How often do y ou awaken each night?   

Become sleepy during the day    Total time I spend awake in bed?   

Difficulty falling asleep   I usually wake up from sleep at?   

Difficulty remaining asleep   What time do y ou get out of bed from sleep?   

Awaken too early   Indicate total length of naps daily?   

My  mind races with many thoughts when I try 
to fall asleep 

  If y ou do rotating shift work, or have other work schedule 
changes and need more space to describe?   

I often worry whether or not I will be able to 
fall asleep 

  

Epworth Sleepiness Scale  
Fatigue   

Awaken with a dry mouth   

Vivid or lifelike visions (people in room, etc) 
as y ou fall asleep or wake up 

  
How likely are you to doze off or fall asleep in the following situations, in 
contrast to feeling just tired?  This refers to y our 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 = would never doze; 
1  = slight chance of dozing; 2  = moderate chance of dozing; 3  = high chance 
of dozing 

Irritability/ Depression   

Memory impairment or Inability to 
concentrate 

  Situation  Score 

Sinus trouble, nasal congestion or post-nasal 
drip interfering with sleep 

  Sitting and reading 
  

Heartburn, sour belches, regurgitation, or 
indigestion which disrupts sleep 

  Watching TV 
  

Pain which delays, prevents, or awakens me 
from sleep 

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

Inability to move as you are trying to go to 
sleep or wake up 

  As a passenger in a car for an hour without a break 
  

Morning headaches   Ly ing down to rest in the afternoon   

Sudden weakness or feel y our body go limp 
when you are angry or excited 

  Sitting and talking with someone 
  

Irresistible urge to move legs or arms   Sitting quietly after a lunch without alcohol   

Creeping or crawling sensation in your legs 
before falling asleep 

  In a car, while stopped for a few minutes in traffic  
  

Legs or arms jerking during sleep       

Frequent urination disrupting sleep   Total*   

Sleep talking or Sleep walking   *Greater than 10 indicates sleepiness   

 



 
 

Patient Name: __________________________________ DOB: ______ / ______ / ______ 

REVIEW OF SYSTEMS: PLEASE CHECK ALL THAT APPLY 

CARDIAC Chest Pain   Murmur(s)   Palpitation(s)    

CONSTITUTIONAL 
Fatigue   Fever   Sleep Disorders   
Weight Gain   Weight Loss       

EARS,NOSE,THROAT 
Difficulty 
Swallowing   Hearing Aids   Ringing In Ears   
Ear Pain   Hearing Loss       

ENDOCRINE Diabetes   Thyroid       
EYES Blurred Vision   Double Vision   Eye Pain    

GASTROINTESTINAL 
Abdominal Pain   Constipation   Heartburn/Reflux   
Bowel Incontinence   Diarrhea   Vomiting   

HEMATOLOGIC Anemia   Easy Bruising       

INFECTIOUS 
AIDS / HIV   Scabies   Tuberculosis   
Hepatitis   Sexually Transmitted Disease(s)   

MUSCULOSKELETAL Joint Pain   Muscle Pain   Other   

NEUROLOGICAL 

Difficulty with 
Speech   

Fainting/Black 
Out   Numbness   

Difficulty Using 
Hands   Headache(s)   Seizures   
Difficulty Walking   Memory Loss   Tingling   

Dizziness   
Muscle 
Weakness   Tremors   

PSYCHIATRIC Anxiety   
Bi-Polar 
Disorder   Depression   

RESPIRATORY Asthma   Chronic Cough   
Shortness of 
Breathe   

UROLOGIC 
Kidney Stones   

Painful 
Urination   

 
  

Prostate Disorder   
Urinary 
Hesitation       

 
SOCIAL HISTORY: Please answer all questions below  

Do y ou smoke?      NO        Y ES      Cigarettes         Cigars       Pipe  How often/How long? ______________ 

Do y ou drink alcohol?       NO         Y ES        Beer        Wine       Liquor / Mixed drinks      How often? __________ 

Do y ou use street drugs?       NO        Y ES What Ty pe(s)? ________________How often? _______________ 

Employ ment    Employ ed   Retired   Not working at this time. 

 

Are y ou married?    NO        Y ES         Divorced    Separated  
 
 
 



 
 
Patient Name: __________________________________________  
 
DOB: ______ /________ /___________ 
 
 
MEDICATIONS: PLEASE LIST THE NAME(S) AND DOSAGE(S) OF ALL MEDICATIONS YOU 
CURRENTLY TAKE. 
 
Check here for          NO Medications 
_________________________  ________________________      ________________________    
_________________________  ________________________   ________________________      

_________________________   ________________________  _________________________ 
 
ALLERGIES: PLEASE LIST ALL ALLERGENS AND YOUR REACTION TO THEM. 
 
Check here for         NO Allergies 

_________________________  ________________________      ________________________    
_________________________  ________________________   ________________________      
_________________________   ________________________  _________________________ 
 

Do you currently take any medication to fall asleep?    NO    YES what type? _________ how long? _____ 
 
Have you ever used sleep medications?    NO    YES what type? _______________ how long? ________ 
 
Have y ou had a sleep study done in the past?   NO    YES  If yes, when? ________________________ 
 

PAST MEDICAL HISTORY: 

 

 
 
 
 
 
 
 

Do you now or have you ever had: 

 Diabetes  Heart murmur  Crohn’s disease 
 High blood pressure  Pneumonia  Colitis 
 High cholesterol  Pulmonary embolism  Anemia 

 Hypothyroidism  Asthma  Jaundice 
 Goiter  Emphysema  Hepatitis 

 Cancer (type) _________________  Stroke  Stomach  or peptic ulcer 
 Leukemia  Epilepsy (seizures)  Rheumatic fever 

 Psoriasis  Cataracts  Tuberculosis 
 Angina  Kidney disease  HIV/AIDS 
 Heart problems  Kidney stones  



 
 

 

 
Title 13 Arizona Revised Statutes, Criminal Code 

 
13-1806. Unlawful failure to return rented or leased property; notice; classification 
 

A. A person commits unlawful failure to return rented property if, without notice to and permission of the 
lessor of the property, the person knowingly fails without good cause to return the property within 
seventy-two hours after the time provided for return in the rental agreement. 

B. If the property is not leased on a periodic tenancy basis, the person who rents out the property shall 
include the following information, clearly written as part of the terms of the rental agreement: 

 
1. The date and time the property is required to be returned. 

 
2. The maximum penalties if the property is not returned within seventy-two hours of the date 
and time listed in paragraph. 

 
C. If the property is leased on a periodic tenancy basis without a fixed expiration or return date the lessor 

shall include within the lease clear written notice that the lessee is required to return the property 
within seventy-two hours from the date and time of the failure to pay any periodic lease payment 
required by the lease. 

D. It is a defense to prosecution under this section that the defendant was physically incapacitated and 
unable to request or obtain permission of the lessor to retain the property or that the property itself was 
in such a condition, through no fault of the defendant that it could not be returned to the lessor within 
such time. 

E. Unlawful failure to return rented or leased property if the property is a motor vehicle is a class 5 felony. 
In all other cases, unlawful failure to return rented or leased property is a class 1 misdemeanor. 
 

Title 46 Arizona Revised Statues, Uniform Commercial Code 
 

47-2A530. Lessor's incidental damages 
 

A. Incidental damages to an aggrieved lessor include any commercially reasonable charges, expenses or 
commissions incurred in stopping delivery, in the transportation, care and custody of goods after the 
lessee's default, in connection with return or disposition of the goods or otherwise resulting from the 
default, 

 

 

 

 

 

 

 

 



 
 

NOTICE OF PRIVACY PRACTICES  

THIS NOTICE IS INTENDED TO DESCRIBE HOW YOUR HEALTH INFORMATION MAY BE USED OR DISCLOSED 

AND HOW YOU MAY OBTAIN ACCESS TO THIS INFORMATION  

** PLEASE REVIEW THIS INFORMATION CAREFULLY **  

1) PURPOSE: American Medical Diagnostics, Ltd (AMDx, Ltd.), Luna Sleep, LLC and their employees follow the privacy practices 

described within this notice. AMDx, Ltd. / Luna Sleep, LLC maintain your health information confidential records, as required  by law. 

AMDx, Ltd./ Luna Sleep, LLC may use, disclose or share your health information only as pertains to your treatmen t, payment of 

services and the general healthcare operations, necessary to provide you with quality health care. 

2) WHAT ARE TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS? Treatment may include sharing information 

with the other health care providers who are involved in your care. For example, your health care provider may need to share 

information about your condition with a pharmacist in order for you to receive medications. Payment may include use of your h ealth 

information as required by your insurance carrier to obtain prior authorization, when applicable, and payment for services rendered. 

Health Care Operations may include limited use of your health information to help improve the quality of your care and/or for  

educational purposes as it relates to the training of AMDx, Ltd. / Luna Sleep, LLC employees and staff.  

3) HOW WILL AMDx, Ltd. / Luna Sleep, LLC USE OR DISCLOSE MY HEALTH INFORMATION?   Your health information 

may be used for the following reasons or disclosed to the following entities, unless you request restrictions on a specific use or disclosure. 

Note: You may refuse any/all communications outlined below, when shown with an asterisk (*).     

 Family members or close friends who are involved in your care or payment for treatment (*)  

 Disaster Relief Agency, if you are involved in a disaster relief effort (*) 

 Information provided to you, regarding alternative treatments or services related to your health (*)  

 Appointment Reminders 

 Public Health Activities, such as; disease prevention, injury or disability, reporting of births/deaths, reporting adverse reactions 

to medications or product concerns, notification of recalls, infectious disease control, and notification to government agencies 

for suspected abuse, neglect or domestic violence. 

 Health Oversight Activities, such as; audits, inspections, investigation and licensure 

 Law Enforcement 

 Coroners, Medical Examiners and Funeral Directors 

 Organ and Tissue Donation 

 Certain Research Projects 

 Disclosures necessary to prevent serious threats to health or  safety 

 Military Command Authorities, if you are a member of the armed forces or a member of a foreign military authority 

 National security and intelligence activities to authorized person who use the disclose to conduct special investigations  

 Worker’s Compensation Payers, as it relates to any injury and/or illness reported to or by a worker’s compensation office  

 Use or disclosure necessary to initiate and complete health care treatment, payment and operations or functions by business 

associates, such as; installation of a new computer software system 

 Note: Alcohol and drug abuse information has special privacy restrictions. AMDx, Ltd. / Luna Sleep, LLC  will not disclose 

 any information identifying an individual as being such a patient nor will any health  information relating to a patient’s substance 

 abuse treatment be provided, except where the patient provides written consent to do so, the disclose is necessary to carry o ut 

 treatment, payment and operations, or where it may be required by law. 



 
4) YOUR AUTHORIZATION IS REQUIRED FOR OTHER DISCLOSURES: Except where otherwise described, use and/or 

disclose of your medical information will be not be released by AMDx, Ltd. / Luna Sleep, LLC. If you would like us to release  your 

medical information to a party/parties not otherwise mentioned, your request must be provided in writing and will only be effective as of 

the date you indicate.  

5) WHAT ARE MY RIGHTS REGARDING MY HEALTH INFORMATION? You have the following rights, when requested on 

the form(s) provided by AMDx, Ltd. / Luna Sleep, LLC:  

 The Right to Request Restr ictions :  You may request certain limitations on the usage or disclosure of your health information in 

relation to your health care, treatment, payment or operations. However, we are not required to comply with these types of 

requests. 

 The Right to Conf identia l Communica tions : You may request that communication regarding your health information be 

provided in a certain way or at a location, other than the personal address you provided. When submitting such a request, you  

must also provide a written method of contact for yourself; i.e., alternate phone number or address. 

 The Right to Inspect and Copy:  You may review and request a copy of your medical or health record(s). For certain requests, 

an administrative fee to cover the cost of the request may be applied. Under  limited circumstances, your request may be denied. 

You then have the right to request review of the denial by another licensed health care professional, as selected by AMDx, Ltd. 

/ Luna Sleep, LLC. After the review is completed, AMDx, Ltd. / Luna Sleep, LLC will comply with the outcome. 

 The Right to Reques t Amendment : You may request an amendment to your medical or health record(s), if you believe that 

information maintained by AMDx, Ltd. / Luna Sleep, LLC is incorrect or incomplete. However, we are not re quired to accept 

the amendment.  

 The Right to Accounting of  Disclosures :  You may request the name(s) of persons or entities where a disclosure was released 

and was unrelated to your health care, treatment, payment or operations within in the previous six ( 6) years. Any request for 

information provided prior to April 14th 2003 is not applicable. AMDx, Ltd. / Luna Sleep, LLC may apply an administrative 

fee for any request received after the initial request.  

 The Right to a  Copy of  This  Notice:  You may request a paper copy of this notice at any time, even if you have been provided 

with an electronic copy. To obtain an electronic copy of this notice, please refer to our website, at: www.lunahomesleep.com.  

6) WHAT REQUIREMENTS APPLY TO THIS NOTICE? AMDx, Ltd. / Luna Sleep, LLC is required by law to provide you with 

this notice and will continue to comply with the provisions outlined within, for as long as it is required by law. AMDx, Ltd.  / Luna Sleep, 

LLC reserves the right to change the terms outlined within this notice and any such changes will be effective for all information that may 

be in our health records for you, as well as for all future information we receive for or by you. All revisions to this notice will be available 

on our website, at www.lunahomesleep.com. Revised paper copies will also be available, upon request. A copy of the notice may be 

provided to you, each time you register to receive services by AMDx, Ltd. / Luna Sleep, LLC.  

7) WHAT IF I HAVE A COMPLAINT REGARDING PRIVACY PRACTICES? If you believe your privacy rights have been 

violated, you may file a complaint with the AMDx, Ltd. / Luna Sleep, LLC Privacy Officer or with the Secretary of the United State 

Department of Health and Human Services. All complaints must be submitted in writing and must describe the details / situation that 

caused the complaint. You will not be penalized or retaliated against for filing a complaint to AMDx, Ltd. / Luna Sleep, LLC or to the 

Department of Health and Human Services.  

 

                                    

 

 

 

 

 

AMDx, Ltd. / Luna Sleep, LLC  
ATTN: Privacy Officer  

2423 W. Dunlap Ave | Suite 175 
Phoenix, AZ. 85021-5818 

(P) 602.424.4450 | (F) 602.424.4451 



 
 

 

 

RECEIPT OF PRIVACY PRACTICE NOTICE 
  

This document provides acknowledgement of receipt of the American Medical Diagnostics Ltd (AMDx, Ltd.) / Luna Sleep, 

LLC Notice of Privacy Practices. AMDx, Ltd. and Luna Sleep, LLC maintain strict compliance with the Health Information 

and Patient Portability Act (HIPPA) and the guidelines set therein. Should you have questions regarding the information 
provided in the AMDx, Ltd. / Luna Sleep, LLC Notice of Privacy Practices, please AMDx, Ltd. / Luna Sleep, LLC. Patient 

Privacy Officer, as indicated on the notice you received.   

  
  

  

  

  
  

  

 

 
 

 

 

 
 

 

 
 

 

 

 
 

 

 

 
 

 

 
  

I have received and understand the Privacy Practice Notice.  

 

 
Patient Name (printed): ______________________________ Date: ______ / ______ / ______  

 

Patient Signature: ______________________________________________________________  

 
If applicable, please print the name of the patient’s representative  

 

Relationship to the patient: ________________________________________________________  
 

Representative Signature: _________________________________________________________  

 

 



 
 
 

FINANCIAL POLICY  

 
As a courtesy to our patients, our facility will provide the service of billing your insurance carrier. Howev er, practical be nefits are not 
determined until a claim is received by your insurance company. When requested, our group can provide an estimate of  y our cost share, 
as determined by your insurance carrier. Therefore, as the patient and/or responsible party, you are responsible for prov idin g us with 
the most current and complete information regarding your insurance coverage. This includes but is not l imited to; Health Plan Name, 
Policy  ID and Group ID (when applicable), Cardholder Name (if different than the patient) and providing a copy of y our insura nce card 
at the time of service. It is also y our responsibility to pay any amounts determined to be pa tient responsibility by your insurance carrier, 
at the time service is rendered. Any service(s) denied by your insurance for reasons that cannot be appealed by our medical g roup, will 
become the financial responsibility  of the patient and/or responsible pa rty .  
For patients without coverage by an insurance carrier, an initial payment equal to no less than one half (1 /2) of the total c ost for the 
ordered test(s) is due at the time service is rendered. Failure to make payment, within the agreed time(s) allotted will result in collection 
activity. The patient and/or responsible party will assume all financial costs assigned by the collection agency, attorney and/or court, in 
addition to the original patient balance with Luna Sleep, LLC. A Non-sufficient Funds (NSF) Fee of $25.00 will be applied to the patient 
and/or responsible party balance for any returned check(s). At that point, any/all future payments must be made in cash, mone y  order 
or credit/debit transactions.  

  
ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION  

 
I authorize direct remittance of insurance benefit payment(s) including Medicare (when applicable) to Luna Sleep, LLC and/or the 
affiliated entities or otherwise at its direction. I further authorize the release of any  information pertaining to the Health Care Financing 
Administration, My Insurance Carrier(s) and/or other entities necessary in the determination of benefit pay ment(s) and cov era ge for 
serv ices and/or supplies prov ided to me by  Luna Sleep, LLC.  

 
AUTHORIZATION TO APPEAL ON PATIENT’S BEHALF 

 
I further authorize Luna Sleep, LLC and/or the affiliated entities to submit appeals on my behalf, including submissions to Medicare if I 
am a Medicare beneficiary. I understand that in the ev ent of an adv erse decision m ade by  my  insurance carrier(s) as it relates to 
cov erage, authorization or pay ment(s), Luna Sleep, LLC is not obligated to file an appeal on my  behalf and that by  signing this 
authorization I am not released from any financial obligation resulting from the determination(s) made by  my  insurance carrier.  

 
Luna Sleep, LLC is owned by and summits billing under American Medical Diagnostics, Ltd (AMDx, Ltd) 

 

 
 

 
 
 
 
I HAVE BEEN ADVISED OF, UNDERSTAND AND AGREE TO THE FINANCIAL POLICY  AND SUB-SECTIONS 
WITHIN.  

 
Patient Name (printed): ______________________________  Date: ______ / ______ / ______  
 
Patient Signature: __________________________________  

 
If applicable, please print the name of the patient’s representative  

 
Relationship to the patient: ____________________________  
 
Representative Signature: _____________________________  

 

 



 
 

Risk factors  

Obstructive sleep apnea 

 Excess weight. Fat deposits around your upper airway may obstruct your breathing. However, not everyone who has sleep 

apnea is overweight. Thin people develop this disorder, too. 

 Neck circumference. People with a thicker neck may have a narrower airway. 

 A narrowed airway. You may have inherited a naturally narrow throat. Or, your tonsils or adenoids may become enlarged, 

which can block your airway. 

 Being male. Men are twice as likely to have sleep apnea. However, women increase their risk if they're overweight, and their 

risk also appears to rise after menopause. 

 Being older. Sleep apnea occurs significantly more often in adults older than 60. 

 Family history. If you have family members with sleep apnea, you may be at increased risk.  

 Race. In people under 35 years old, blacks are more likely to have obstructive sleep apnea.  

 Use of alcohol, sedatives or tranquilizers. These substances relax the muscles in your throat. 

 Smoking. Smokers are three times more likely to have obstructive sleep apnea than are people who've never smoked. 

Smoking may increase the amount of inflammation and fluid retention in the upper airway. This risk likely drops after you 

quit smoking. 

 Nasal congestion. If you have difficulty breathing through your nose — whether it's from an anatomical problem or allergies 

— you're more likely to develop obstructive sleep apnea. 

Central sleep apnea 

 Being male. Males are more likely to develop central sleep apnea. 

 Being older. People older than 65 years of age have a higher risk of having central sleep apnea, especially if they also have 

other risk factors. 

 Heart disorders. People with atrial fibrillation or congestive heart failure are more at risk of central sleep apnea. 

 Stroke or brain tumor. These conditions can impair the brain's ability to regulate breathing. 

Complications 

Sleep apnea is considered a serious medical condition. Complications may include: 



 

 High blood pressure or heart problems. Sudden drops in blood oxygen levels that occur during sleep apnea increase blood 

pressure and strain the cardiovascular system. If you have obstructive sleep apnea, your risk of high blood pressure 

(hypertension) is greater than if you don't. The more severe your sleep apnea, the greater the risk of high blood pressure. 

However, obstructive sleep apnea increases the risk of stroke, regardless of whether or not you have high blood pressure. If 

there's underlying heart disease, these multiple episodes of low blood oxygen (hypoxia or hypoxemia) can lead to sudden 

death from a cardiac event. Studies also show that obstructive sleep apnea is associated with increased risk of atrial 

fibrillation, congestive heart failure and other vascular diseases. In contrast, central sleep apnea usually is the result, rather 

than the cause, of heart disease. 

 Daytime fatigue. The repeated awakenings associated with sleep apnea make normal, restorative sleep impossible. People 

with sleep apnea often experience severe daytime drowsiness, fatigue and irritability. You may have difficulty concentrating 

and find yourself falling asleep at work, while watching TV or even when driving. You may also feel irritable, moody or 

depressed. Children and adolescents with sleep apnea may do poorly in school or have behavior problems. 

 Complications with medications and surgery. Obstructive sleep apnea is also a concern with certain medications and general 

anesthesia. People with sleep apnea may be more likely to experience complications following major surgery because they're 

prone to breathing problems, especially when sedated and lying on their backs. Before you have surgery, tell your doctor 

that you have sleep apnea and how it's treated. Undiagnosed sleep apnea is especially risky in this situation. 

 Liver problems. People with sleep apnea are more likely to have abnormal results on liver function tests, and their livers are 

more likely to show signs of scarring. 

 Sleep-deprived partners. Loud snoring can keep those around you from getting good rest and eventually disrupt your 

relationships. It's not uncommon for a partner to go to another room, or even on another floor of the house, to be able to 

sleep. Many bed partners of people who snore are sleep-deprived as well. 

People with sleep apnea may also complain of memory problems, morning headaches, mood swings or feelings of 

depression, a need to urinate frequently at night (nocturia), and a decreased interest in sex. Children with untreated sleep 

apnea may be hyperactive and may be diagnosed with attention-deficit/hyperactivity disorder (ADHD). 

 

Information provided by The Mayo Clinic: http://www.mayoclinic.com/health/sleep-apnea/DS00148 

 


