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    PACIFIC SLEEP LAB REFERRAL
Date: _________________________
Patient’s Full Name: _________________________________________ DOB: ___________________ 




 
Phone: _________________________________ Work/Cell phone: ___________________________




 

Referral Options
(  Sleep consultation and evaluation
(  Sleep testing only (H&P required)


(  Baseline polysomnography

(  Polysomnography and if indicated CPAP titration 

(  CPAP titration (diagnosis already established) 

(MSLT, MWT, Bi-level titration studies will require consultations)
Indications for referral (please check all that apply)
(  Snoring 


(  Depression/mood disorder 

(  Witnessed apnea 

(  Restless leg syndrome

(  Daytime Sleepiness

(  Cataplexy

(  Fatigue


(  Hypnagogic hallucination/paralysis 

(  Obesity


(  Epilepsy

(  Hypertension/heart disease
(  Parasomnia

(  Insomnia 


(  Pulmonary Hypertension

(  Others: ________________________________________________________________________________



Special INSTRUCTIONS (please check all that apply)
(  Oxygen 
(  Bedside commode
(  Caregiver

(
  Wheelchair
(  Adjustable bed 
(  Translator
Referring Physician: _______________________________________________________________
Phone: ____________________________________ FAX: _________________________________




Signature: ___________________________________________ Date: ______________________
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