Initial Diagnostic Sleep Study without consultation Northern Nights Sleep Disorder Centre
705-1265 Arthur Street East Thunder Bay ON P7E 6E7 807.622.0333 fax: 807.622.0273 www.northernnightssleep.ca

EVERY section must be fully completed. Incomplete requisitions will not be processed.

Patient Name:
0 Date of Birth: complete or add label
O |Address:
T |Postal Code:
%: Health Number: Version:
@
8 Phone: Home: Business: Cell:
E . . .
5 Family Physician: o none Notes are copied to referring and family MD
o also copy notes to:
Height: cm  Weight: kg version 2010 July 5

1. Has your patient EVER had a sleep study in a sleep lab in Ontario?
Ono Oyes. Where was the study done?: 00 don’t know
OHIP rules forbid repeat diagnostic studies unless the person is seen by sleep medicine
first. To request consultation: send a letter or referral form to NNSDC. Do not use this form.

2. The question you want the sleep study to answer:

0 does this person have obstructive sleep apnea? 0 why is this person not refreshed in the morning?
U is there a sleep seizure disorder /parasomnia? 0 is there periodic limb movement disorder?
U bariatric screening requirement
O other:

3. Access issues:
U none 0 major hearing deficit [ psychosis [J major cognitive impairment [ requires assistance with transfers
[0 does not speak and read English. Speaks:
0 other: attach a letter or detail here:

4. Can lab staff offer sedation (zopiclone/ zaleplon) during the study per our protocols?
0 yes 0 no, because:

5. Drug allergies: list or append patient’s cumulative summary

[J none (]
Referring Physician signature (must be signed) Date
Print or legibly stamp Physician Name & Billing # fax #

Fax the fully completed requisition to 807.622.0273

1. You will receive a report from this test you must discuss with the patient yourself.

2. For urgent cases or if you are not sure a study is appropriate call an NNSDC physician
at 807.622.0333 M-F 0715-1200hrs

3. Forms are available from NNSDC or can be downloaded from the clinic website.

NOTES




