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Home Sleep Study Referral Form

	 Referral Date :                                 DOB:



	
PATIENT DETAILS
	
REFERRING DOCTOR

	
Name:
	
Name:

	
Address:
	
Surgery:

	

	
Provider No:

	
Telephone 1 :
	
Telephone / Fax :

	
Telephone 2 :
	
Signature : 



	
	Overnight ambulatory investigation for Sleep Apnoea
Criteria set below by Sleep Specialist and Medicare to ensure test is necessary



Reasons for Referral – Please tick at least TWO:

	

	
WITNESSED APNOEAS OR CHOKING

	

	
REGULAR LOUD SNORING 

	

	
REGULAR FATIGUE OR SLEEPINESS

	

	
CV RISK FACTORS ( Hypertension, Diabetes, BMI> 30)other heart disease Please circle relevant one




  
	
	Rhinomanometry                             DVA -Gold/ White  Card    


       

Weight: ___________              Height: ___________              Neck Circumference: ___________

 Other Services:

                          CPAP Treatment                     Mandibular Splint        
             

Please FAX (03) 8678 1188      or       CALL 1300 244 222
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