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                                                                                           PHYSICIAN ORDER/REFERRAL FORM


	PATIENT INFORMATION:

Patient Name:_______________________________________________SSN:___________________________DOB:____________

Address:_______________________________________________________________Apt. #: ________  Sex:  ___Male  ___Female

City:______________________________________________________________State:_________________Zip:________________

Phone: (Home)_____________________________(Work) _____________________________(Cell)__________________________

Primary Insurance:________________________________ Policy #:_______________________  Phone:______________________

PCP (If other than below):_________________________________________________________ Phone:______________________


	CLINICAL OBSERVATIONS/INDICATIONS: (check all that apply):

	___Heavy Snoring

___Forgetfulness

___High Blood Pressure

___Morning Headaches

___Obesity

___Crowded Hypopharynx

___Retrognathia
	___Snoring

___Anxiety / Depression

___Trouble Concentrating

___Restless Sleep

___Frequent Napping

___Enlarged Tonsils

___Enlarged Neck Circumference
	___Daytime Drowsiness 

___Short Temper / Irritability

___Turbinate Hypertrophy

___Loss of Energy / Fatigue

___Nasal Obstruction

___Enlarged Tongue
___Septal Deviation


OTHER MEDICAL PROBLEMS / ALLERGIES:

1.______________________________________________  3. ______________________________________________
2.______________________________________________  4. ______________________________________________
DIAGNOSIS:______________________________________________________________________________________
	STUDY REQUESTED:

___Full Evaluation (Includes NPSG with CPAP / BiPAP Titration, and/or MSLT or MWT – PRN)

	___Nocturnal Polysomnogram (NPSG)
95810
      (Diagnostic Sleep Study) Only

___CPAP Titration Only      

95811
___Split Night Study                  
        
95811
___Post Surgical Study
	___NPSG/CPAP (2 Night Protocol) 
  
95810 & 95811
___CPAP / BiPAP at _____cm H2O         
E0601
       With Heated Humidifier

___NPSG / Multiple Sleep Latency Test   
95810 & 95805
___Maintenance of Wakefulness Test      
95805


	SPECIAL INSTRUCTIONS:

Oxygen Requirements:     ______PRN               _____Continuous               Flow / %:_____               What hours?_______________

Patient Special Needs:_______________________________________________________________________________________


	I authorize Sleep Diagnostics of America to perform sleep studies on the above named patient according to their protocol, including the urgent inititation of CPAP / BiPAP and oxygen.

PHYSICIAN SIGNATURE:_______________________________________________________________ Date:_________________

Print Physicians Name:_________________________________________________________________ UPIN:_________________

Address:__________________________________________________City:______________________State: _____ Zip:__________


PLEASE FAX THIS FORM & PATIENT DEMOGRAPHICS TO (866) 888-8006
OR DOWNLOAD THE FORM, FILL IT OUT & RETURN VIA E-MAIL TO: billing@healthysleep4u.com 

