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S LEEP S TUDY REQUIS ITION 

PLEAS E FAX COMPLETED FORM TO: 905-813-4175 

Patie nt Name : P hone : Work: 

Address : City: P os ta l Code : 

Hea lth Ca rd # : Da te of 
Birth: 

CVH#: 

Re fe rring Phys ic ian: 

S igna ture : OHIP billing #: 

Copies To: 

Clinic al Info rmatio n: URGENT ELECTIVE P REVIOUS S LEEP S TUDY* NO YES 

* In complia nce with MOHLTC pa tie nts who ha ve pre vious ly ha d s lee p s tudie s , will be see n in cons ult firs t

P ro v is io nal Dia g n o s is : S ympto m s le adin g to re fe rra l: 

S lee p Apnea 
P LMS / RLS 

Na rcole ps y** 

Pa ras omnia 

Ins omnia ++ 

Othe r (s pe cify) ______________ 

s noring 
s noring with a pnea  

fre que nt a wa ke nings 

res tless le gs during da ytime 
re pe titive move me nt during s lee p 

fa tigue 

s omnole nce 
unre fres hing s lee p 

a bnorma l be ha vior during s lee p 

difficulty ge tting to s lee p 

difficulty s ta ying as lee p 

othe r (s pe cify) ______________ 

Serv ices Re que s te d : 

Dia gnos tic S lee p S tudy & Cons ult (if S lee p S tudy Abnorma l) 
Cu rre n t Me d ic a tio n s and Tre a tm e n t Le v e ls : 

Re pea t Dia gnos tic S lee p S tudy & Cons ult   (if S lee p S tudy  

S lee p S tudy only 

Cons ult only 

Abnorma l) 

CP AP S tudy 
on O2 @ _______ l/min 

S plit-Night S tudy 

S lee p S tudy + MS LT** 

++ Ins o mnia S ympto ms will re s ult in a co ns ult o nly 

** Narco le ps y S ympto ms will re s ult in a co ns ult firs t, 

prio r to s lee p s tudy 

on CP AP @ _____________ cm H2O 

on BiLe ve l @ _____/______ cm H2O 

For S lee p La b Use Only 

PS G 

CP AP Titra tion s ta rting @ ______________ cm H2O 

CP AP Reassess s ta rting @ __________________ cm H2O 

S plit s tudy - s ta rt CP AP if AHI = ________/hr 

BiLe ve l s ta rting @ _____/_____ cm H2O 

Appointme nt Da te : ____________________________________ 

TcpCO2 monitoring 

MS LT or MWT 

Furthe r ins tructions : ___________________________________ 

______________________________________________________ 

S LEEP S TUDY REQUIS ITION 

SPECIAL NEEDS – IMPORTANT TO COMPLETE 
Nursing is not available in the Sleep Lab 

□ Ambulatory
□ Requires a caregiver / PSW all of the time
□ Requires constant assistance to ambulate
□ Requires assistance with toileting
□ Requires a wheelchair all of the time
□ Other _____________________________________
____________________________________________


