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Sleep Services




Fax to:  914-333-5925
Attn:  Sleep Referral Coordinator

Tel:  914-333-5813
Referral Form

FRONT OFFICE SECTION
PATIENT INFO:  
First Name: _____________________________________   MI: _______   Last: _____________________________________
Address: _________________________________________   City: __________________  State: _____  Zip: _____________

Phone: (H) ____________________ (W) _________________   Date of Birth: ____________ SS#: _____________________

Requesting MD: ___________________________________   Primary Care MD: ____________________________________
Tel: ____________________   Fax: ____________________
 Tel: ____________________   Fax: _____________________


Insurance InfO:  Please submit a photocopy of the patient’s insurance card (FRONT AND BACK)
Date of pre-certification: ___________________
Primary Ins. Carrier: _________________________________________

Policy/ID #: ____________________________
Secondary Ins. Carrier: _______________________________________

Insurance Contact Person: _____________________________
Tel: _______________________

Pre-Certification #: ___________________________________
Comments: _____________________

PHYSICIAN SECTION


Physician Signature: ___________________________________________Date: _______________


NOTE:  Please include copy of patient medical history (either our form or physician office notes)
1. Test Requested: (check applicable)


□ 		Comprehensive sleep-evaluation (with sleep physician)  





		Polysomnography (PSG) (95810) (most common)


		


		PSG with multiple sleep latency test (MSLT) (95805)


		


		Split-Night study (1/2-PSG, 1/2-CPAP titration) (95811)


		


		CPAP Titration (95811) (after positive PSG)





	











OFFICE USE ONLY: 


Prior PSG AHI = _______ events/hr; Date: _________








3. Special Needs: (check applicable)


□ Respiratory disorder		


□ Tape, latex, talc allergy	


□ Supplemental oxygen: ________ L/min


□ Incontinence problems	


□ Walker, wheelchair		


□ Translator (language): ____________


□ Currently using CPAP: ________ cmH2O








2. Diagnosis: (check applicable)


□ Sleep apnea (780.53)		


□ Daytime sleepiness, unspecified (780.54)


□ Narcolepsy (347)


□ Other: (please specify) ________


____________________


____________________








