
DDAATTEE && TTIIMMEE OOFF SSLLEEEEPP SSTTUUDDYY:: ________//________//________@@ ______::________AAMM//PPMM   WWAAIITTIINNGG LLIISSTT??  o YYeess o NNoo

FFAAXX TTOO:: 550088--996611--00669999 wwiitthh mmoosstt rreecceenntt HHiissttoorryy && PPhhyyssiiccaall NNootteess wwiitthh tthhiiss ffoorrmm (for non-Hawthorn referrals)
______________________________________________________________________________________________
PPAATTIIEENNTT IINNFFOORRMMAATTIIOONN

Patient Name:  ___________________________  Hawthorn ID:  ______________        Male/Female: (circle)
Address:  ________________________________  Insurance: ____________________ Subscriber: _____________
City, State, Zip: ___________________________  Date of Birth:  ____/____/_______
Phone #s:  ______________________ (Home)  _____________________ (Cell))  ____________________ (Work)
______________________________________________________________________________________________
SSLLEEEEPP SSTTUUDDYY//EEVVAALLUUAATTIIOONN RREEQQUUEESSTTEEDD (Please check appropriate boxes)
o CCoonnssuullttaattiioonn aanndd MMaannaaggeemmeenntt o PPSSGG && MMuullttiippllee SSlleeeepp LLaatteennccyy TTeesstt

u Visit with a sleep specialist for evaluation and treatment u All night PSG with next day MSLT study

o DDiiaaggnnoossttiicc SSlleeeepp SSttuuddyy ((PPSSGG)) o SSlleeeepp SSttuuddyy wwiitthh FFuullll EEEEGG
u All night diagnostic polysomnogram, no CPAP initiation u Overnight video-EEG monitoring with PSG to 

o SSpplliitt NNiigghhtt SSttuuddyy evaluate for nocturnal seizures, other causes of
u Includes CPAP initiation and titration if clinical criteria are met sleep disruption or cognitive dysfunction

o CCPPAAPP oorr BBIIPPAAPP oorr AASSVV ((VVPPAAPP))* (circle one)
u OSA or UARS must already be documented

* CPAP must be previously proven ineffective

____________________________________________________________________________________________
MMEEDDIICCAALL HHIISSTTOORRYY Criteria must include:  o SSNNOORRIINNGG AND/OR o RREESSTTLLEESSSSNNEESSSS with one of the following:
PPrriimmaarryy SSyymmppttoomm((ss)) SSuussppeecctteedd DDiissoorrddeerr((ss)) SSppeecciiaall NNeeeeddss (check appropriate boxes)
o Gasping/Choking o Obstructive Sleep Apnea (OSA) o Patient is on home oxygen and use during study
o Excessive Daytime Sleepiness o Insomnia o Administer O2 if baseline is <88%, max ____ L/min
o Diabetes o Narcolepsy o Patient has tape, latex allergies
o Depression o Seizures/Parasomnias o Patient has CPAP compliance problems
o Pulmonary Disease o Restless Legs Syndrome (RLS) o Patient needs a translator ___________ (language)
o Hypertension o Periodic Limb Movements (PLMS) o Patient needs a wheelchair
_____________________________________________________________________________________________

DDOO YYOOUU WWAANNTT TTHHEE RREEAADDIINNGG PPHHYYSSIICCIIAANN TTOO FFOOLLLLOOWW UUPP WWIITTHH PPAATTIIEENNTT CCAARREE?? o No       o Yes

PPHHYYSSIICCIIAANN IINNFFOORRMMAATTIIOONN
RReeffeerrrriinngg PPhhyyssiicciiaann PPrriimmaarryy CCaarree PPhhyyssiicciiaann
Name:   _______________________________ Name:    _______________________________
Address: _______________________________ Address: _______________________________
City, State, Zip: _______________________________ City, State, Zip: _______________________________
Phone #: _______________________________ Phone #: __________________________
Fax #: _______________________________ Fax #: _______________________________

uu SSiiggnnaattuurree::  ________________________________________________________________ DDaattee::  ________//________//______________

Hawthorn Sleep Center
535 Faunce Corner Road, Dartmouth, MA 02747

Office:  508-996-3991 Fax:  508-961-0699
www.hawthornmed.com

RREEFFEERRRRAALL FFOORRMM

o CCPPAAPP TThheerraappyy DDMMEE CClliinniicc
u Visit with sleep specialist to review results
u Meet with DME Coordinator for PAP equipment 
u View equipment instructional DVD
u Mask fitting and compliance management

An affiliate of Partners Community Healthcare, Inc.


