
PATIENT REFERRAL / SLEEP STUDY ORDER FORM

PPH2509 (9/08)

*PPH2509*
PATIENT NAME: _______________________________________________________ DATE:____________________________

ADDRESS: _______________________________ CITY:______________________ STATE: ______ ZIP CODE: __________

HOME PHONE: ___________________________ WORK PHONE: ___________________________ DOB: ________________

SOCIAL SECURITY NUMBER: __________________________ INSURANCE CO: _____________________________________

PROCEDURE TYPE: (Please check the procedure type you would like to order for your patient.)

Height: ______________ Weight: ______________ BP: ______________

Patient Symptoms: Relevant Coexisting Conditions:
Witnessed apneas Metabolic Syndrome
Excessive daytime sleepiness Diabetes Mellitus
Falling asleep while driving Hypertension
Loud snoring Stroke
Obesity Heart Disease
Restless Legs Pulmonary Disease
Impaired memory, concentration Hypothyroidism
Nocturnal headaches Seizure Disorder
Insomnia with snoring Fibromyalgia
Nocturnal events Affective Disorder
Nocturnal injury to self or bed partner Others:

Check One

NPSG

CPAP Titration

Re-Titration

Split-Night Study

MSLT (Mean Sleep Latency Test)

MWT (Mean Wakefulness Test)

TREATMENT PATHWAY: (Please check the type of follow-up you would prefer for your patient.)

Check One Follow-Up Description:

Sleep Physician/Center

Referring Physician

We manage the sleep care of your patient. We evaluate their progress in their treatment and will provide
compliance downloads on your patients now required by Medicare. The follow-up schedule will be post
treatment at 2 weeks, 4 weeks, 2 months, 6 months and yearly. All data collected will be sent to your office
for review (if requested) and any medical issues needing to be addressed will be sent back to your office as well.

You manage your patient, and we (Sleep Center) will provide detailed recommendations from diagnostic and/or
treatment nights through interpretations from our Sleep Physicians. The Sleep Center staff will refer all follow-up
requests back to your office.

Please specify any special instructions or requests:

_____________________________________________________________________________________________________

I authorize the above patient to have a polysomnogram performed by The Sleep Center at Park Plaza. I have explained the benefits, risks, and
alternatives to the patient / family.

Diagnosis: __________________________________________ ____________________________________________________
Ordering Physician’s Signature / Date

Physician’s Phone Number: _______________________________ Fax Number: _________________________________________

If your office is on Park Plaza’s campus, please send the patient
down to sleep center for an initial Sleep History interview with one of our
registered technologists. We will explain the procedure’s process and give
them a tour of the sleep center. We can see patients for interviews.
Monday thru Friday, from 7am to 3pm or by appointment. If you are not
on campus, we will call and schedule the initial interview and tour and
we will schedule them for their procedure at their earliest convenience.

Please fax this sheet along with:
______ most recent H&P or clinic notes
______ Insurance information (copies of cards)
______ authorization (if necessary)

FAX: 713-527-5928 PHONE: 713-527-5337


