Dartmouth Halifax
114 -250 Baker Drive 130-287 Lacewood Drive
Dartmouth NS B2W 6L4 Halifax NS B3M 3Y7

dartmouth@avantrespiratory.com -« halifax@avantrespiratory.com

SLEEP DISORDER REFERRAL FORM

LAST NAME FIRST NAME BIRTH DATE (D/M/Y)

GENDER HEALTH CARD # PHONE #

SERVICE REQUESTED

[] APNEAFAST TRACK™ — Level 3 (in home) sleep study with interpretation followed by APAP therapy
and/or sleep medicine consultation as indicated or recommended.

[] SLEEP MEDICINE CONSULTATION - Physician consultation and sleep testing as indicated.

[] LEVEL 3 SLEEP STUDY — In home diagnostic study only.

[] PAPTHERAPY RE-ASSESSMENT — Already diagnosed with sleep apnea and using PAP therapy.

SYMPTOMS & MEDICAL HISTORY

[ 1 Snoring [ ] Insomnia ] Hypertension [ ] Mood Disorder [ ] CHF
[ ] Witnessed Apneas L[] RLS [ ] Diabetes [ ] Depression ] Cardiac Arrhythmia
[ ] Excessive Daytime Fatigue [ | GERD [ ] coPD [ ] Chronic Pain [ ] stroke

ADDITIONAL INFORMATION:

REFERRING PHYSICIAN or NP INFORMATION

NAME

BILLING #

ADDRESS

CITY POSTAL CODE

PHONE FAX

SIGNATURE DATE

PLEASE SIGN & FAX TO 902-407-4341
Phone: 902-405-3557 - www.avantrespiratory.com - Fax: 902-407-4341



	Date: 
	Excessive_Daytime_Fatigue: Off
	Witnessed_Apneas: Off
	Insomnia: Off
	Patient_Last_Name: 
	Patient_First_Name: 
	Patient_Date_of_birth: 
	Patient_Gender: 
	Patient_health_card_number: 
	Patient_phone: 
	Snoring: Off
	Service_Requested_Apnea_Fast_Tracl: Off
	Service_Requested_Sleep_Medicine_Consultation: Off
	Service_Requested_Level_3_Sleep_Study: Off
	Service_Requested_PAP_Therapy_ReAssessment: Off
	RLS: Off
	GERD: Off
	Hypertension: Off
	Diabetes: Off
	COPD: Off
	Mood_Disorder: Off
	Depression: Off
	Chronic Pain: Off
	CHF: Off
	Cardiac_Arrhythmia: Off
	Stroke: Off
	Additional_information: 
	Physician_name: 
	Physician_Billing_#: 
	Physician_office_address: 
	Physician_city: 
	Physician_postal_code: 
	Physician_telephone: 
	Physician_fax: 


