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	PATIENT NAME                                                                              

      Please Print
	

	DOB:
	PHONE:
	PHONE:


MEDICAL JUSTIFICATION FOR POLYSOMNOGRAPHY (SLEEP STUDY) (Please check one or all that apply):

· EDS - Excessive daytime sleepiness (hyper somnolence) that significantly interferes with the patient’s well-being, health, and functional status.

· Observation of witnessed apneas (The patient may be unaware of this symptom – usually the bed partner is extremely aware of this).

· Snoring – must be associated with some impairment or sleepiness during the day.

· Unexplained, life threatening cor pulmonale (especially when associated with snoring and EDS).
Has patient had previous sleep study?  ____YES   ____NO   If yes, when and where?_____________

If previous sleep study, please provide testing results.

Is patient on oxygen during the day? ______   Is patient on oxygen during the night?_______________

Special indications indicate here (Wheelchair bound, Insulin dependant etc,) _____________________

*This information is required to allow the Business Office to obtain prior authorization for the procedure to insure insurance coverage.  Once authorization is obtained, appointments will be arranged with the patient.  Prior authorization is not a guarantee of benefits.

POLYSOMNOGRAPHY STUDY TYPE:
· Split-night—Minimum of 2 hours diagnostic followed by initiation and titration of CPAP/BiPAP therapy when indicated per protocol. Recommended for 1st study or reassessment of patients on therapy for several years.

· CPAP titration—CPAP to be initiated at the start of the study and titrated per protocol. Recommended for 2nd/repeat study—Insurance may require split night depending upon date of previous study or patient’s change in insurance carrier.
________________________________________________________________________________

PRN Sedative:  Please indicate one of the following if you feel the patient would benefit from a sleep aid. Please dispense a sample to the patient or write a prescription for them to fill and bring with them the night of the study.

· Ambien (Zolpidem Tartrate)


5 mg  _____ 

10 mg  _____

· Sonata





5 mg  _____ 

10 mg  _____
________________________________________________________________________________

Physician Signature _______________________________________ Date ____________________

Physician Name (Please Print) _______________________________________________________

Physician signature indicates an order for a fully attended polysomnogram with CPAP titration (if indicated). Complete this form and FAX to (605) 696-8889. 
       Sleep Diagnostic Facility


       Phone (605) 696-7729








