
      

 

SLEEP STUDY ORDER FORM  

PLEASE FAX TO (940) 298-1640 

 

PATIENT INFORMATION 

 

Patient Name: ______________________________________ DOB: _____________________________________ 

 

Phone Number: _____________________________________ 

 

DIAGNOSIS/INDICATIONS (Required)  

o Obstructive Sleep Apnea 

o Unspecified Sleep Apnea 

o Unspecified hypersomnia  

o Witnessed apnea/gasping 

o Hypertension 

o Restless sleep-with leg/limb movements  

o Other  

DIAGNOSTIC STUDY / PROCEDURE ORDERED 

o PSG 

o SPLIT NIGHT 

o TITRATION 

o HOME SLEEP STUDY  

 

HEALTHCARE PROVIDER INFORMATION 

Ordering physician name:________________________________ NPI: ____________________________________ 

 

SIGNATURE (required): __________________________________________________________ 

1207 S. Bailey St    www.electrahospital .com   Phone (940) 495-3981 

Electra, TX 76360         Fax (940) 298-1640    

               

      

 


