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Pomona Valley Adult and Children Sleep Disorders Center
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Appointment Date: _____________________


Time: ________________________________





PHYSICIAN REFERRAL 


Fax completed form to:  909/630-7947


Questions?  909/764-8070





Patient Name: Last: _____________________________First: ____________________________________________


Address: ______________________________________________________Phone: ___________________________


Sex:   □ M  □   F   Age: ______   DOB: _____/ _____/______  Ht:________in.   Wt:  _______lbs:    BMI: ____________


BP: __________mmHg     Pulse: ______________beats per min.


Medications: ___________________________________________________________________________________





REFERRAL OPTIONS:


CONSULTATION OPTIONS:


	  □ Sleep Medicine Consultation by Board Certified Sleep Specialist: (no H&P required)


                 	  □ No Consultation needed (referring physician supplies current H&P


	   □ follow up sleep medicine care in referring physician office


CONSULTATION WITH A SLEEP CONSULTANT


(Please choose below)


	














□ Khader Abounasr, M.D., ABIM Diplomate in Sleep Med.


□ Heather Davis, M.D., ABIM Diplomate in Sleep Med.


□ Nadir Eltahir, M.D., ABIM Diplomate in Sleep Med.


□ Gurbinder Sadana, M.D., ABIM Diplomate in Sleep Med


□ Rakesh Sinha, ABIM Diplomate in Sleep Med








INDICATION (S) FOR REFERRAL (check all that apply)


	□ Snoring 			  	□ Insomnia				□ Arrhythmia


	□ Excessive Daytime Sleepiness		□ Impaired Cognition			□ Atrial Fibrillation


	□ Witnessed Apnea			□ Mood Disorder				□ Ischemic Heart Disease


	□ Morbid Obesity				□ Depression				□ History of Stroke


	□ Hypertension				□ Fatigue				□ CHF


	□ COPD					□ Asthma				□ Hypnagogic Hallucinations


	□ Restrictive Lung Disease			□ Restless Leg Syndrome			□ Cataplexy


	□ Post-Surgical assessment for OSA		□ Epilepsy				□ Diabetes Mellitus


	□ Chronic Opioid Use			□ Parasomnia				□ Inspire Sleep Therapy


	□ Obstructive Sleep Apnea		□ Abnormal Nocturnal Pulse Oximetry 	□ Other_________________





INSURANCE INFORMATION


     	□ PPO			   □ HMO (Authorization must accompany referral)          □ Attach Copy of Insurance Card


                □ Medicare		    □ Other_________________________________		         						











Referring MD: _________________________________________________ (Signature required to perform services)


Sleep Physician reviewed: _____________________________________________Date_______________________


(Sleep Physician may modify order based on questionnaire and HP)


Special Instructions______________________________________________________________________________








