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         622 Roosevelt Road, Suite 140

           St. Cloud, MN 56301

           Phone: 320-203-2380

           Fax:  320-203-2381
                                                               Referral For Sleep Study

Date: __________________________________________                 Date of Birth:____________________________
Patient Name: ___________________________________                 Home Phone: ____________________________
Address: ________________________________________                Work Phone: ____________________________
City/State/ Zip___________________________________                 Cell Phone: ______________________________
Services Requested:  

____ A consultation visit with Dr. Blair Anderson, Diplomat of American Board of Sleep Medicine to assist in Evaluation,   

          History and Physical (meeting Medicare requirements), determination of appropriate sleep study required, and detailed 
          recommendations.  Dr. Anderson will assume the role as the treating physician for the sleep disorder.

____ Sleep Study followed by a consultation by Dr. Anderson to assume care of the patient as the treating physician for the                        

         patient’s sleep disorder.  (For Medicare patients or patients with a federal insurance see page 2)

____ Sleep Study only.  Ordering physician will remain the treating physician and order the patient’s therapy.

         (For Medicare patients or patients with a federal insurance see page 2)

History and Physical: (Please Check Patient Complaints)

____ Witnessed Apneas (chokes, gasps, stops breathing)                      ____ Snoring

____ Excessive Daytime Sleepiness

                          ____ Morning Headaches

____ Frequent awakenings


                                        ____ Frequent Nocturia

____Body Jerking/ Restless Legs


                          ____ Insomnia

____ Violent behavior during sleep

                                         ____ Sleep Walking

____ Cataplexy




                          ____ Congestive Heart Failure (CHF)

____ Hypnogogic Hallucinations 


                          ____ Tiredness/Fatigue

____Nocturnal Seizures



                       Other: _________________________________

Special Needs: 

____ Caregiver or custodian needed                ____Non-ambulatory                            ____ Mentally Challenged                                     
____Sight Impaired                                           ____ Hearing Impaired

        ____ Physically Challenged                  
____ Difficulty sleeping in new locations         ____ Requires assistance to restroom   ____Requires O2 at how many liters? 
Physician Signature: ________________________________________  Date:_____________
Provider Information: _______________________________________  FAX Results To:______________

Note to referring clinic staff: Please ensure all areas are complete and fax this order to the Sleep Center at 320-203-2381.   Please include patient demographic sheet and clinic notes       

Medicare Patient Form
Patient Name: ___________________________________     
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For Medicare patients or patients with federal payer documentation along with the order for the Sleep study must include the data below on either this form or in the dictated patient visit note.

A face-to-face evaluation is required to order a Sleep Study.

Limited exam:  BMI____________   (or weight________ and height________)

                         Neck Circumference _________ inches (or _______centimeters)

                         Upper airway evaluation ______________________________________________

                         Pulmonary _________________________________________________________ 


             Cardiac      _________________________________________________________

Medicare also requires the Epworth Sleepiness Scale to be documented.

In the last 30 days how likely are you to doze off or fall asleep in the followings situations in contrast to just feeling tired? 

                Use the following scale for each 

                                                                0 = would never doze
                                              1 = slight chance of dozing



                       2 = moderate chance of dozing

                                            3 = high chance of dozing

               Situation
                 


            chance of dozing

· Sitting and reading


                           ____________

· Watching Television



             ____________

· Sitting inactive in a public place, ex: movie, meeting               ____________

· As a passenger in a car for an hour without a break                  ____________

· Lying down to rest in the afternoon

                           ____________

· Sitting talking to someone

                                         ____________

· Sitting quietly after lunch without alcohol
                           ____________

· In a car, while stopped for a few minutes in traffic                  ____________
                                                              Total score                                _____________

If ordering CPAP/Bi-level PAP or other positive pressure therapy for sleep apnea, see below.

For Medicare and Federal payer patients, the treating physician must document benefit from CPAP and compliance with CPAP in order for the CPAP to be paid for.  Otherwise it will not be deemed medically necessary

This requires a follow up visit between 31 and 90 days and documentation (Compliance Download provided by the DME) that the patient has worn the CPAP at least 70% of the nights for more than 4 hours per night over a thirty-day period.  Documentation also needs to indicate that the patient is benefiting from CPAP.  A face-to-face visit is required after the compliance download documenting adequate compliance.
The Durable Medical Equipment Company will provide the compliance download data for the patient’s use of the CPAP for physician review, and the physician’s documentation from the follow up visit needs to be sent to the patient’s DME provider.

Note to referring clinic staff: Please ensure all areas are complete and fax this order to the Sleep Health Center at 320-203-2381.   Please include patient demographic sheet and clinic notes             
Priority:   □ STAT      □ Urgent      □ Routine





Repeat Study:   □ Yes    □ No





Reason for Repeat: _____________________








