
Our “Sleep therapy program” includes initial testing, APAP and CPAP therapy and follow up reporting.

Date of Referral: ________________________________  Gender:         Male                       Female

Patient Name: __________________________________  DOB: __________________________________

Address:

City: Postal:

 _______________________________________  PHN: __________________________________

_______________________________________________   Home Phone: __________________________

_______________________________________________Prov:______________________________________________________________________________________________    Other Phone: __________________________ 

Referring Physician: _____________________________     Phone:  _______________________________

       Fax: __________________________________

Physician Signature: ______________________________________________________________________ 

Print Name

Signature

Initial Testing:

Therapy:

Follow Up Reporting Includes:

Follow Up Testing If Required:

Access Referral Form at www.provincialsleepgroup.com

or Fax referral to: 780.498.2729 or email to sleepinfo@psgi.ca

r level 3 Sleep Study

r Auto/CPAP Titration 

rCPAP Therapy 
with pressures

r Pressures 4-20 cmH20
r Pressures ____ - ____ cmH20
r _______ cmH20

2 Week Follow up, 6 Week Follow up, Yearly Follow up

r With Overnight Oximetry

r r

initiator:sleepinfo@psgi.ca;wfState:distributed;wfType:email;workflowId:bde1966113710c44a22106042e21a4a7

Kevin
Typewritten text
Edmonton Ph: 780.701.4531   Fax: 780.498.2729 Saskatoon Ph: 306.651.0177  Fax: 306.651.1242 
Regina Ph: 306.790.2727        Fax: 306.790.8490
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