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REQUISITION 
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CLINICAL INFORMATION 
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FOR OFFICE USE ONLY 
  PSG   
  CPAP titration    
  CPAP at home  pressure of ______ all night   
  MSLT 
MWT 


 
 

   

_________________________ 
MEDICAL DIRECTOR SIGNATURE 

11..  PPAATTIIEENNTT  IINNFFOORRMMAATTIIOONN  

LAST ___________________________________ 

FIRST___________________________________ 

DATE OF BIRTH ___________________________ 

MALE       FEMALE 

HEALTH CARD NO. ____________________VC___ 

ADDRESS ________________________________ 

_____________________POSTAL CODE________ 

PHONE(HOME) (______)_____________________ 

PHONE(CELL)  (______)_____________________ 

 

22..  RREEQQUUEESSTT  FFOORR::    


ROUTINE       URGENT 
 SLEEP STUDY AND CONSULTATION 

 
 SLEEP STUDY ONLY 

 
 CONSULTATION ONLY 

 
IMPORTANT: HAS A SLEEP STUDY BEEN DONE 

PREVIOUSLY HERE OR AT ANY OTHER FACILITY? 

 NO    YES  IF YES, PLEASE SPECIFY THE DATE OF THE  

LAST SLEEP STUDY____________________________ 

 
 
 

33..  RREEAASSOONN  FFOORR  RREEFFEERRRRAALL::  
  SNORING   INSOMNIA 

SUSPECTED OSA    RESTLESS LEGS 

  EXCESSIVE DAYTIME SLEEPINESS   

  NARCOLEPSY (REQUIRES DAYTIME TEST)  

  ABNORMAL SLEEP BEHAVIOUR (SLEEP WALKING/TALKING)

  OTHER:__________________________________ 

44..  RREELLEEVVAANNTT  MMEEDDIICCAALL  HHIISSTTOORRYY    
IS PATIENT ON CPAP?  

 NO        YES:   __________ CMH2O 

IS PATIENT ON OXYGEN?   

NO        YES:   __________ L/M  

 AT NIGHT ONLY   DAY AND NIGHT 

OTHER: ____________________________________ 

__________________________________________ 

55..  RREEFFEERRRRIINNGG  PPHHYYSSIICCIIAANN  IINNFFOORRMMAATTIIOONN  

NAME ___________________________________ 

OHIP BILLING NO.__________________________ 

ADDRESS _________________________________ 

PHONE  (___)__________ FAX (___)____________ 

COPY TO _________________________________ 

SIGNATURE _______________________________ 

66..  AADDDDIITTIIOONNAALL  CCOOMMMMEENNTTSS  AANNDD  MMEEDDIICCAATTIIOONNSS::  

_________________________________

_________________________________

_________________________________

_________________________________ 

 

 

S/S DATE:____________ CONSULT DATE:_______________       
 


