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SLEEP CENTER Py
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Patient Information SERVICE TYPE REQUESTED

Please check ALL that Appl
Name: ( Pply)

[J Complete Sleep Care: authorizes a baseline study
Phone: (in-lab and/or HSAT) and a PAP titration study, if the baseline
demonstrates moderate to severe Sleep Apnea, The Sleep Center
will initiate PAP setup and education if indicated,

Alt Phone:
] Polysomnogram: in-lab Monitored Sleep Study
Email Address: O Adult O Pediatric
Address: [ HSAT (Home Study Test) - unattended home study, not

indicated if patient is on supplemental 02. Consider an in-lab

if there is a history of significant CHF, CVA, COPD, Dysrhythmia,

City; State: Zip: or Suspected Obesity Hypoventilation Syndrome to HSAT
contraindidications.

DOB.__ / [/ Gender: [1Female [IMale [1Other [ PAP Titration (in-lab PAP Therapy study)
Ocpap O BiLevel O split Night O ASV
Height: " " Weight______# ] DME: Mask Fitting and Education Session
Patient Referred for Evaluation of I Consultation with a Sleep Physician
[ Sleep Apnea G-47.33 UJ MSLT/MWT: Nap Study
J Hypersomnia G-47.10 I Other:

[ Snoring R-06.83 Clinical Symptoms

] Other: [ Snoring [ Hypertension
. oL 0 Daytime Fatigue ] Obesity
Prlmary Care PhySICIan 1 Witness Apnea [] Diabetes
Name: O Unrefreshing Sleep [J CAD or CHF
Phone: ] Choking During Sleep
Medical Insurance Information Comorbidities
J COPD [ Epilepsy
Name: i
J Hypertension ] CHF
Phone: ] Cognitive Impairment ] Morbid Obesity
ID#: Group# ] Pulmonary Hypertension
[ Patient on Supplemental Oxygen
Referring Physician Information L] Other:
Physician Name: Signature:
Specialty: NPI#
Phone #: FAX #:
Email: Date Signed: / /

e ————— —_—

Fax completed form to 443.213.5763 or email to sleépstudy@fwdhc.com
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