%UISIANA
A REFERRAL SHEET

@]AGNOSTICS

DATE:
ORDERING PHYSICIAN: Phone#  Fax#
UPIN # NPI #
PATIENT NAME:
ADDRESS:
HOME PHONE: WORK:
SS #: D.O.B.
DIAGNOSIS:
CURRENT MEDS:

SIGNIFICANT MEDICAL CONDITIONS:

TYPE OF TEST

PSG (1st NIGHT)
CPAP TITRATION (2nd NIGHT)

SPLIT NIGHT

CPAP FOLLOW UP

CPAP MACHINE - DME PREFERENCE
MULTIPLE SLEEP LATENCY TEST (MSLT)
MAINTENANCE OF WAKEFULLNESS TEST (MWT)

Oo00000

/ /
X
PHYSICIANS SIGNATURE DATE

(1 Have interpretative results sent to me.
I would like to perform interpreation and be retmbursed for interpretation.
| 1d lik fi i i d be reimb d for i i
(1 would like to perform interpretation and I will bill for interpretation.
LOCATIONS

() Abbeville Fax: (337) 289-0243 Phone: (866) 753-3777
() Alexandria Fax: (318) 619-9590 Phone: (318) 619-9589
(U Baton Rouge Fax: (337) 289-0243 Phone: (866) 753-3777
() Lafayette Fax: (337) 289-0243 Phone: (866) 753-3777
(L) Lake Charles Fax: (337) 474-8565 Phone: (866) 753-8555
(L) Metairie Fax: (985) 726-7278 Phone: (866) 753-3600
() Marrero Fax: (985) 726-7278 Phone: (866) 753-3600
(4 Slidell Fax: (985) 726-7278 Phone: (866) 753-3600

Please fax completed Referral, Insurance Information and H&P to the specified location.

COMMENTS:

MEDICAL DIRECTOR SIGNATURE DATE

www.lasleeplab.com



