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 Pacific Sleep Medicine Services    
	Patient Clinical Information

	Does the patient have:
	 FORMCHECKBOX 
 Hypertension  FORMCHECKBOX 
 CHF

	 FORMCHECKBOX 
 Cardiac Arrhythmia
	 FORMCHECKBOX 
 Other:

	Does the patient require oxygen?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Any allergies?      

	What are the patient’s current medications?

	     

	Reason(s) for ordering study (clinical impressions):

	 FORMCHECKBOX 
  Obstructive Sleep Apnea      FORMCHECKBOX 
 Snoring

	 FORMCHECKBOX 
  Insomnia    FORMCHECKBOX 
  Excessive Daytime Sleepiness

	 FORMCHECKBOX 
  Restless Legs Syndrome   FORMCHECKBOX 
  Narcolepsy

	 FORMCHECKBOX 
  Periodic Limb Movements    FORMCHECKBOX 
  Sleepwalking

	 FORMCHECKBOX 
  Strange Behaviors during sleep   FORMCHECKBOX 
 Sleep talking

	 FORMCHECKBOX 
  Other

	Sleep Study or Consultation

	 FORMCHECKBOX 
  Initial consultation with sleep specialist         99245

	 FORMCHECKBOX 
  Follow-up consultation with specialist           99215

	 FORMCHECKBOX 
  Diagnostic Polysomnography (PSG)           95810

	 FORMCHECKBOX 
  PSG with CPAP Titration (Split-Night)         95811

	 FORMCHECKBOX 
  Multiple Sleep Latency Test (MSLT)            95805 (Morning after a Baseline PSG for Narcolepsy)

	 FORMCHECKBOX 
 Home Sleep Test (Diagnostic)                       95806   

	 FORMCHECKBOX 
 Home Sleep Titration Study                           94660 

	 FORMCHECKBOX 
 Initiate CPAP Treatment                           

	 FORMCHECKBOX 
 CPAP Supplies                          

	 FORMCHECKBOX 
 Other: 


	Insurance Authorization

	
We will help you obtain insurance authorization. Just fax us a copy of: 
( Copy of the patient’s insurance card
( Relevant data from patient’s history.


	a

	Redlands
104 E. Olive Ave
Suite 104

Redlands, CA   92373

Tel   909-793-9190
Fax  909-793-9770
	
Palm Springs
555 E. Tachevah Dr.

Building 2 E – #202

Palm Springs, CA   92262
Tel   760-416-3505
Fax  760-416-3805


 EVALUATION/CONSULTATION ORDER FORM
	Patient Background Information

	Patient Last Name
	Patient Last Name

	     
	     

	Primary Dx:
	 FORMCHECKBOX 
 OSA   FORMCHECKBOX 
 Insomnia  FORMCHECKBOX 
 RLS  FORMCHECKBOX 
 Other

	Date of Birth 
	      ⁄       ⁄      
	    FORMCHECKBOX 
 Male   
    FORMCHECKBOX 
 Female

	Address:      

	City:      
	ZIP:      

	Home Tel:       —       —      

	Work Tel:        —       —      

	Soc Sec:         —       —      

	Ins/Payor:      

	Group #:        

	Auth #:           

	Effective Until:      

	Referring Physician

	Referring Physician:      

	NPI#: 
	     
	Specialty:      

	Office Tel:         —       —      

	Office Fax:        —       —      

	Address:       

	City:      
	ZIP:      

	Office Contact:      

	Date of Order:   5/2/2008

	

	
Los Angeles
6333 Wilshire Blvd -- #402

Los Angeles, CA
Tel   323-782-9894

Fax  323-782-0687
	
 West Covina
1250 S. Sunset Ave
Third Floor

West Covina, CA  

Tel   626-480-0033

Fax  626-480-0043  
	
Orange County 
11180 Warner Ave
Suite 367
Fountain Valley
Tel:  714-371-2431
Fax: 714-371-2432 
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To protect patient privacy and abide by all HIPPA compliances, DO NOT email this form.  Once you complete the form, PRINT it and FAX it to your nearest Sleep Center.
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