Hospital Center
Sleep Disorders Diagnostic Center

For clarification or further discussion of services please contact us at (914) 333-5813
Patient Name _______________________________

Patient Address _____________________________



    _____________________________

Physician Name _____________________________

Physician Phone # ___________________________

Physician Office Location _____________________




         _____________________

SUGGESTED RECOMMENDATIONS:

Today’s Date _____/_____/_____

Apnea/Hypopnea Index___________

CPAP Setting ______cm H2O or BIPAP____/____cm H2O
Oxygen Therapy________l/m
Specify mask _________________________________

Heated Humidifier

YES

NO
(strongly suggested for pressures > 10cm)

Physician Signature ____________________________________ Date _____/_____/_____

Please sign and date this form and fax to (914) 333-5925


