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PATIENT NAME: ___________________________________  DATE OF BIRTH: __________________________ 

 PHONE: __________________________________________  EMAIL: ___________________________________ 

 INSURANCE: _____________________________________ 

(Please include patient demographics, insurance information, and pre-sleep study clinical notes with order form) 

PATIENT IS BEING REFERRED FOR:  

☐Consultation with Board-Certified Sleep Specialist 

 Reason for Consultation: _______________________________________________________________ 

 

☐Home Sleep Study.  Patient has high probability of obstructive sleep apnea and no significant co-
morbid medical conditions or sleep disorders. A consultation with a board-
certified sleep specialist will be done to review results, discuss therapy options 
and initiate auto-CPAP therapy promptly, if indicated.   

  ☐Please check box if testing only desired 

 

Height:  ____________ Weight:  ______________    Allergies: _________________________ 

Sleep-Related Symptoms/Complaints:  ☐Snoring ☐Daytime Sleepiness ☐Witness Apneas 

  ☐Choking/Gasping ☐Insomnia ☐Other: ________________________________________ 

Medical History: _____________________________________________________________________________________ 

  _____________________________________________________________________________________ 

Medications:  _____________________________________________________________________________________ 

  _____________________________________________________________________________________ 

 

Provider Signature: ____________________________________________ Date: _____________________________ 

Provider Name: ________________________________________________ NPI: ______________________________ 

Phone: ___________________________________________ Fax: ____________________________________________ 

560 N NIMITZ HWY STE 115B  HONOLULU, HI 96817 

Phone: (808)784-2588   Fax: (808)784-2589 

Website: islandsleeptesting.com  Email: support@islandsleeptesting.com 
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