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The sleep science experts.

PATIENT REFERAL FORM
O Patient Information
Name Last Name
Date of Birth Phone number

O Referring Clinician Information

Physician Clinic / Practice
Phone Fax
Address City / State / ZIP

B Referral Reason(s) (Check all that apply)

O Snoring (R06.83) 1 Obstructive Sleep Apnea (G47.33)

0 Central Sleep Apnea (G47.30) L1 CPAP Intolerance (Z78.9)

] Hypersomnia (G47.10) [J Insomnia (G47.0) [] Restless Leg Syndrome (G25.81)
L] Parasomnia (G47.5) U Circadian Rhythm Disorder (G47.20)

O Other

m Required Documents (attach with a referral if indicated)

e [ Clinical/office visit notes O Prior sleep studies (if applicable)

Q, Referral Instructions
There are two convenient ways to send the necessary information

Fax: 248-731-7331 Email: info@sleephw.com

If you have any questions, the quickest way to connect with Sleep Health & Wellness is by calling at
248-757-5337.
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