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SIEEP MEDICINE

Innovative, personalized care to help improve your sleep... for life.





17080 Dallas Parkway

Dallas, TX  75248

(214) 390 – 5653

(469) 828 – 0043 Fax

PHYSICIAN ORDER/REFFERAL FORM
Please fax completed form back to (469) 828-0043.
Date Study Scheduled For:_____________________
__ Referred directly for Sleep Study


-followed by CPAP Titration if sleep apnea is clinically indicated.


-followed by Repeat Polysomnogram if “First Night Effect” possibility is clinically indicated.



-followed by MSLT if repeat polysomnogram reports negative for sleep apnea.


___ Referred for consultation
​​​___ Referred for CPAP Titration due to weight loss of at least 10% since last CPAP Titration
Diagnosis Code: 
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327.00          ORGANIC INSOMNIA, UNSPECIFIED    
 
 327.23          OBSTRUCTIVE SLEEP APNEA                  327.51          PERIODIC LIMB MOVEMENT DIS.

 
780.50          SLEEP DISTURBANCES, UNSPECIFIED                  

780.52          INSOMNIA, UNSPECIFIED          


 780.53          HYPERSOMNIA W/SLEEP APNEA, UNS

Other: __________________________________

Patients will be evaluated by a board certified sleep specialist.  

Referring Doctor: _______________________________________________________________
Doctor’s Signature: _________________________________________ Date:________________
Patient’s Name: ___________________________________DOB:_________________________
Medical Director’s Approval Signature: _____________________________________________________
We are a full service center, accredited by the American Academy of Sleep Medicine, providing quality sleep tests and therapy equipment that will be professionally fitted to ensure patient compliance.


Please include Patient History and Statement of Medical Necessity if applicable. 
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