& Sleep Medicine Associates

Patient Referral Form

Patient Information
Patient Name:

DOB (MM / DD / YYYY):

Address:

Street Address:

City:

State / Province / Region:

ZIP / Postal Code:

Daytime Phone:

Alternate Phone:

Primary Insurance:




ID#:

Group:

Suspected Disorder (Check all that apply)

[ ] Obstructive Sleep Apnea

[ ] Narcolepsy

[ ] Nocturnal Seizures

[ ] Insomnia

[ ] Periodic Limb Movements
[ ] Other

This patient is being referred for (Please check all that apply)

[ ] Sleep Study/Titration/PAP-NAP if needed

[ ] Multiple Sleep Latency Test (Following overnight sleep study)
[ ] CPAP Titration

[ ] Maintenance of Wakefulness Test

[ ] Pap-Nap

[ ] Other

[ ] Sleep Consultation with Sleep Specialist Physician for Evaluation, Diagnostic
Testing and Treatment

**[F patient requires CPAP, please list your medical equipment company (DME) of
preference along with any specific equipment requests:



Relevant Medical History (Please forward most recent history and physical) -
Primary Symptoms

[ ] Witnessed Apnea

[ ] Frequent Snoring

[ ] Mood disorder

[ ] Hypertension

[ ] Obese/Large neck

[ ] Difficulty falling asleep

[ ] Difficulty staying asleep

[ ] History of stroke

[ ] Excessive daytime sleepiness
[ ] Impaired cognition

[ ] Insomnia

[ ] Ischemic heart disease

[ ] Frequent leg movements during sleep
[ ] Other

Special Needs
[ ] Nocturnal 02

[ ] Wheelchair
[ ] Other

Comments:



Referring Physician Information
Referring Physician:

NPI#:

Address:

Phone:

Fax (Reports will be faxed here):

Signature:

Date (MM / DD / YYYY):

** Most insurances now require a copy of the patient progress notes. Please forward
a copy of the notes with this referral**:



