Cofumﬁus Stz’go REFERRAL FORM

Consultants Pediatrics

Rest assured ™

[_] Consultation only [_] Direct Referral to Sleep Lab

(Please fill out History and Physical Examination on reverse side)

Referring Physician Name: Phone No: Fax No.:

Patient Name: Date: Age: Sex:

Address:

Phone (H): (W): SSN#: DOB:

Insurance:

PO. Box No.: Group No.: Account/ID No.:

Chief Complaint:

Provisional Diagnosis 614.866.8200 or 866.751.5411
(Please check Box) SLEEP LAB/CLINIC LOCATIONS

; D Eastside Sleep Diagnostics Center Fax: 614.328.2812
D Obstructive Sleep Apnea

D Narcolepsy

D Restless Legs

D Periodic Limb Movements
D Nocturnal Seizures

D Knightsbridge Sleep Diagnostics Center Fax: 614.328.2812
D Grove City Sleep Diagnostics Center Fax: 614.328.2812
D Hilliard Sleep Diagnostics Center Fax: 614.328.2812

D Pickerington Sleep Diagnostics Center Fax: 614.328.2812

D Westerville Sleep Diagnostics Center Fax: 614.328.2812
D Abnormal Behaviors During Sleep

D Newark Sleep Diagnostics Center Fax: 740.522.9448
D Other

D Lancaster Sleep Diagnostics Center Fax: 740.652.9931

D London Sleep Diagnostics Center Fax: 740.652.9931

* PLEASE COMPLETE AND FAX WITH A COPY OF THE PATIENTS INSURANCE CARD *

PLEASE CALL 614-866-8200 TO REQUEST ADDITIONAL REFERRAL PADS
AND USE THIS SHEET TO PHOTOCOPY UNTIL THEY ARRIVE. THANKS

© Columbus Sleep Consultants, Inc. 2008



HISTORY:

Snoring: ] Yes I No
Severity________ (1=minimal, I0=severe)

Breathing pauses during sleep ] Yes I No

Sleeps on: ] Back [_] Side (] Prone

Daytime Sleepiness: ] Yes I No
Severity____ (1=minimal, I0=severe)

AM. Headaches: ] Yes I No

Sleepiness while driving: ] Yes [ No

Accidents while driving: ] Yes [ No

Weightgain.____ poundsover______ years

Occupation:

SLEEP HISTORY:

Bedtime: Awakening time: Time to fall asleep:

Number of awakenings: Work Schedule if shift worker:

Naps: ] Yes ] No (] Freq.

Past Medical History:

Medications:

Drug Allergies:

PHYSICAL EXAMINATION:

Height:__ Weight: BP: Pulse:
HEENT: Nose:

Congestion: ] Yes J No
Stigmata of deviated septum? ] Yes J No
Enlarged tonsils? ] Yes J No
Low soft palate? ] Yes J No
Retrognathic? ] Yes J No
Neck:  Short: Thick:

Lymphatic System: Pos. Neg.

Chest: CTA Rales Wheezing____ Ronchi______
Expansion-Symmetric/Asymmetric

Heart: RRR IIRR Skipped beats

Murmurs Gallops Rubs

Abdomen: Obesity____ Mild___ Moderate___ Sever
Bowel Sounds +/-

Extremities: Pulse_____ Edema

MEDICATIONS:

ADDITIONAL NOTES:

Physician Signature:



