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Date of study:

Adult Sleep Disorders Center

Request Form
Phone: 443-287-3313

Fax: 443-287-3312 Date of Request:
Patient Name: Male  Female JHH MR #:

Date of Birth: Patient Contact Phone #:

Physician: Specialty: Phone:

Referrals to the Sleep Clinic :

Reason for Referral: ___ Suspected Sleep Apnea ____Insomnia
check all that apply ____ Hxof Sleep Apnea ____ Restless Legs Syndrome
____ CPAP / BiPAP re-evaluation ____Narcolepsy / Hypersomnia
____ Pre-op Assessment ____ Other:
|:|Initial Sleep Clinic Evaluation OR |:|Sleep Clinic Evaluation after sleep study

Referrals for Testing prior to evaluation in Sleep Clinic:

* direct referrals require documentation of need for sleep study, please include history and physical exam
please complete H&P on page 2 and send clinic notes documenting H&P

Polysomnography Daytime Testing
|:|Standard Polysomnogram (room air) |:|Multiple Sleep Latency Test (Standard Criteria)
:Standard Polysomnography on ___ L/min oxygen :lMaintenance of Wakefulness Test

:lPSG with Seizure Monitoring Protocol (room air)
:lExtended PSG end time:

:ISplit night protocol (if AHI > 20 events / hour)

[ ]|cPAP Titration
:lBilevel PAP Titration :IOther, please specify:
:ICPAP/BiIeveI Study (Pressure = )

Special Needs or Instructions:

*| have discussed the procedure of a sleep study and CPAP titration with the patient. YES NO

*| would like a CPAP titration study if this baseline study is consistent with sleep apnea YES NO
(patient will need to be seen in Sleep Clinic prior to initiating CPAP therapy)
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Johns Hopkins Hospital
Adult Sleep Disorders Center
Direct Sleep Study Request Form, Page 2

Past Medical History (check all that apply)

Sleep Apnea Post-traumatic Stress Disorder
Hypertension Anxiety / Depression
Congestive Heart Failure Narcolepsy

Stroke Restless Legs Syndrome
Atrial Fibrillation Fibromyalgia

Pulmonary Hypertension Insomnia

Diabetes

Obesity Weight: :IOther:

Check all that apply:

Witnessed apneas during sleep Frequent nocturnal awakenings to urinate
Awakens with choking or gasping sensation Hypnagogic/hypnapompic hallucinations
Disruptive snoring Sleep paralysis

Daytime sleepiness Cataplexy

MVA or close call from falling asleep at wheel

Tired in morning after sleeping at night |:|Other:

Awakens with a headache

Weight changed > 10 Ibs in the past year

Pertinent Physical Exam Findings (BP, upper airway, lung/cardiac exam):

Other Pertinent History:

Complete only if patient has already been diagnosed with sleep apnea:

When diagnosed with OSA:

Patient currently on CPAP or BPAP? YES NO Pressure settings:

Any other treatment for sleep apnea? If yes, what? YES NO

MD Signature Date



