SLEEP HEALTH CENTER

a department of

ALICE PECK DAY MEMORIAL HOSPITAL


        Request FOR CONSULTATION
Patient Name:





                            Home Phone:
DOB:






                            Work Phone:










         Cell Phone:

Address:






                             

Primary Care Physician:





Insurance Name/Policy Number

Insurance Subscriber:






Prior Authorization Number:

Evaluation will include the following as appropriate:

·  Patient history and physical evaluation to determine the most appropriate testing procedure.

·  Full night PSG Testing, this will provide diagnostic evaluation with review and report by

       a sleep specialist.

·  A follow-up study maybe indicated.  This would be the same as the first night with the addition of Continuous Positive Airway Pressure (CPAP) or Bi-level Positive Airway Pressure (BIPAP) 

·  After CPAP/BiPAP Trial the patient will be set-up with a Medical Equipment Supplier to provide treatment as indicated.

·  Final report sent to the requesting physician.

	Please include for review a most recent physical, medication list and any other pertinent history and comments:

Patient’s Diagnosis: ______________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________


Requesting Physician:___________________________________________Date:____________
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