
NORTHWEST CENTER FOR SLEEP MEDICINE
Northwest Specialty Hospital Diagnostic Sleep Center
750 N. Syringa, Ste. 200B, Post Falls, Idaho 83854

Phone: (208) 262-2379
FAX: (208) 262-2318

SLEEP STUDY REFERRAL FORM
CONTACT AND INSURANCE INFORMATION

Name:

Address:

Home Phone: Work Phone: Cellular Phone:

Insurance: Policy / ID #:

Name of Policy Holder:

DOB:  Age:  Gender:  M F Ht: Wt:

THIS PATIENT IS BEING REFERRED FOR: (Please check one)
o Consultation with sleep medicine specialist who will then order any necessary testing. Sleep-related follow-up will be provided by Dr. Osmanski.

o Sleep study with interpretation by sleep specialist. Follow-up will be provided by the referring physician.
Please check desired study.

o Standard Diagnostic Polysomnogram with CPAP if indicated CPT 95810
(Evaluation of suspected obstructive sleep apnea)

o Standard Polysomnogram with CPAP initiation and titration CPT 95811
(Treatment initiation after initial Polysomnogram showing OSA has already been completed)

o Standard Polysomnogram followed by Multiple Sleep Latency Test (MSLT) CPT 95805
(Evaluation of unexplained hypersomnolence or possible narcolepsy)

o Unattended Home Sleep Test (Type II device, comprehensive portable polysomnogram() CPT 95806
(Appropriate for patients with probable OSA without central sleep apnea, congestive heart failure, chronic pulmonary disease, obesity
hypoventilation syndrome, narcolepsy, periodic limb movements in sleep or restless leg syndrome)

Prior authorization for an unattended sleep study is strongly recommended.

PRIMARY SYMPTOMS: (Check all that apply)

o Loud Snoring
o Excessive daytime sleepiness
o Sleep paralysis
o Nocturnal seizures

o Witnessed apneas
o Difficulty maintaining sleep
o Sleep walking
o Other: 

o Difficulty falling asleep
o Inappropriate sleepiness
o Nightmares / Night Terrors

SPECIAL NEEDS: (Check all that apply)

o Wheelchair  o Recliner  o Crib  o Oxygen  o Other:

PHYSICAL INFORMATION 

Referring Physician Name: Phone:  Fax:

Please send copies to:

REFERRING PHYSICIAN SIGNATURE: DATE:
Please fax a copy of the patient's most recent history and physical to us at (208) 262-2318. Thank you.

Sleep Center Use Only:

Reviewed and approved for testing: Date:

Date PSG Scheduled:
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