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P h o n e:  3 1 4 . 6 4 5 . 5 8 5 5     Fax:  3 1 4 . 6 4 5 . 6 4 4 6 
 

Date        Referring Physician              

Patient Name                 DOB        

Address          City      State     Zip    

Home Phone                      Cell Phone          

 

(Please attach a copy of patient's insurance information.)

 

* Please select a test below *        

□ Home Sleep Test (HST) (initial/baseline testing to evaluate for OSA) 

 □ Okay to change order to HST if required by insurance         

 

Patient History:             

□ Snoring □ Excessive Daytime Sleepiness  □ Hypertension 

□ Witnessed Apnea □ Nocturnal Gasping/Choking  □ Morning Headaches 

□ Frequent Awakenings □ Anxiety/Depression  □ Oxygen Use 

□ History of Heart Attack □ History of Stroke 

 

Physician Signature:             Date:     

□ Split PSG (baseline sleep study, start PAP if patient meets criteria)

□ PSG w/MSLT (testing for narcolepsy)
 □ Okay to change order to HST if required by insurance         

□ A-Fib 

    Referring Physician Phone:                    Referring Physician Fax:    

Aftercare Instructions:  (Please select one option)

□ Patient should follow up with ordering doctor to discuss results.  This doctor will order treatment.

□ Patient should see Dr. Ojile or Dr. Harris to discuss results.  Dr. Ojile/Harris will order treatment.


