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Name ______________________ _ DOB _________ _ 

Address __________________________________ _ 

Tel Home __________ Work __________ Cell ----------

Medicare _________________________________ _ 

Reason for referral-------------------------------

Sleep Apnea Evaluation I Therapy 
Level 3 Sleep Study 

Level 3 Sleep Study with: 
• 30 day CPAP/APAP titration (if study positive)
• Long term use if symptoms & AHi are corrected
• Sp02 with therapy PRN

30 Day CPAP/APAP Titration 

CPAP Replacement 

Review Current Therapy 

Other ____________ _ 

Ventilation 
Bilevel ____________ _ 

Home Oxygen 
O2 ___ lpm 

Portable concentrator ___ lpm 

Other ____________ _ 

Symptoms Presented: 

Snoring 

Observed Apneas 

Excessive Daytime Fatigue 

Morning Headaches 

Acid Reflux 

Brain Fog / Memory Loss 

Frequent Nocturnal Urination 

Known Medical History of: 

Hypertension 

Diabetes 

Heart Failure (CHF)

Atrial Fibrillation 

Anxiety / Depression 

C0PD 

BMI > 30 

Prescriber=-=:-::=-------------------­
s1GNATURE 

Date _________ _ 
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